Cash Consortium of Yemen
(CCY):
The State of Referral Systems in Yemen

Executive Summary
Over 20 million people are currently in humanitarian need in Yemen; this need spans several sectors, with
acute issues in health, food security, protection and WASH. As the conflict becomes more prolonged,
need intensifies, but resources do not increase at a corresponding rate. Instead, financial resources for
the response grow more constrained. Funding of the humanitarian response has fallen from 5 billion USD
to 2 billion USD, representing just under 60% of requested funds. In a context characterised by increasing
need and falling funding levels, it is critical for humanitarian actors to use resources effectively, including
by developing effective and efficient referral pathways between sectors.
Referral is a critical component of an effective humanitarian response – but understanding of what
constitutes a referral varies widely between different organisations and sectors. Such lack of common
understanding can lead to challenges in coordination and development of referrals. In order to support
clear communication and improved coordination, this paper proposes a typology for referral mechanisms,
as well as a summary of process steps. It identifies three types of referrals: (1) individual referrals
focusing on the beneficiary and household level, (2) batch referrals, or referrals of multiple households
between smaller-scale programs, and (3) scale referrals, or referrals of beneficiaries into or out of largescale, often UN operated projects which operate continuously, but often have complex administrative
requirements.

Individual referrals: ad hoc referrals focusing on the individual
and household levels. Can take place in any sector; often
considered to be the responsibility of protection. Can take place
within or between organisations.

Batch referrals: referrals of multiple households or of a
community, generally between different organisations. Timing
generally coincides with donor rules and/or intake requirements.
Often takes place to WASH, food, cash or NFI clusters. Can
include social protection systems

Scale referrals: referrals of multiple households, single
communities or multiple communities to large scale programs
often administered by UN agencies (eg WFP's GFD, Unicef's
cash plus). Referral needs to coincide with verification or intake
schedules. Generally requires strong administrative cordination
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Regardless of the type of referral, four steps need to take place in order for a referral to be successful:
these steps take place between organisations conducting the referrals as well as beneficiaries.

Assessment

Referral

• Referring
organisation and
beneficiary

• Referring
organisation and
accepting
organisation

Service
Provision
• Accepting
organiastion and
beneficiary

Follow up
• Referring
organisation and
accepting
organisation

In Yemen, individual referrals are prevalent, and take place primarily through the protection cluster.
Service mapping exists, as do inter-agency referral forms. In contrast, few batch referrals take place;
when batch referrals do take place, they are sporadic and often occur due to personal connections and
networks. Most scale programs have very limited referral systems with external actors in place, due to the
size and administration associated with the programs. This is despite the fact that scale programs often
include integrated programming components.
At each stage of the referral process, issues and challenges arise for effective transition of beneficiaries.
Assessment: Limited efforts have been made to coordinate or harmonise assessments in Yemen; as
a result, one household may undergo many assessments from actors in different sectors, offering
links to different programs. Assessment fatigue is a notable issue among beneficiary households.
One of the key issues associated with developing harmonised and coordinated assessments is the
need to cover a variety of information needs from different sectors. A second issue is associated
with lack of accountability; at a global level, no single actor is responsible for ensuring coordination
and harmonisation. The ICCM could play such a role in the future.
Referral: Transfer of information between different organisations within Yemen takes place to a very
limited degree. This is in part due to the prevalence of scale programs, most of which operate using
pre-determined infrastructure. For example, WFP’s SCOPE system is the standard for general food
distribution; similarly, UNHCR’s PROSPECT system offers an organisational standard. In addition,
there is a limited degree of interoperability between databases; this prevents smooth transfer of
information between actors. At an infrastructure level, the lack of a clear framework regulating interagency data sharing or outlining data sharing templates underlies other issues.
Service Provision: There is limited service availability in Yemen, particularly in hard to reach areas.
Referral to services which are reliant on infrastructure (health, education) can be challenging, as
conflict has destroyed or damaged buildings, hospitals and schools. For services that are less reliant
on pre-existing infrastructure (cash for work, documentation), there are possibilities to scale up
referrals. Some organisations have been piloting new approaches to specific issues (for example,
NGOs have collaborated with local authorities to sponsor visits from the Civil Registration Authority
to communities with limited documentation); where these pilots have been successful, they can be
scaled up.
Follow up: Follow up takes place to a very limited degree in Yemen. When it does take place, it is not
systematic or supported by infrastructure.
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The effectiveness of referral mechanisms is dependent, not only on the relationships between referring
and accepting organisations and beneficiaries, but also contextual factors.
Donors. Given the complexity of the Yemen situation, referral and efficient inter-agency is not always
prioritised by implementation actors and the coordination structure. Since no actor is specifically
responsible for ensuring strong inter-agency mechanisms, referrals can easily be de-prioritised. In
this fragmented context, donors play a significant role. Donors, in their roles as advocates, directionsetters and funders, can actively promote stronger referral systems. Donors play a particularly
important role in emphasising the importance of setting up referral systems to UN agencies, which
rarely prioritise referrals organically.
Common Understanding of Referrals. In order to improve referral systems, agencies need to develop
stronger understanding: (1) about what constitutes referral and how they can engage, (2) about the
strategy added value of referral agencies, and (3) about business processes of agencies engaging in
referrals. Existing systems and structures can be used to promote common understanding.
Specifically, the Inter Cluster Coordination Mechanism can play a critical role in supporting an
improved understanding of referral systems across actors in Yemen.
Infrastructure Supporting Referrals. In order for successful referrals to take place, not only is it
necessary to have clear service mapping and referral pathways, but the infrastructure that facilitates
effective referrals needs to be in place. This includes: assessment harmonization and coordination;
clear and cohesive targeting mechanisms; data sharing protocols and values; and technical
information management support. In the Yemen context, very few of the supporting infrastructure
pieces are adequately in place.
Engagement with Local Authorities. The complex government structures in Yemen poses multiple
challenges for referral systems in Yemen. In the North, operational space is incredibly restricted. In
this case, organisations may have difficulty having the range of complimentary services and level of
communication between sectors and teams that is possible in the South. Local authorities’
requirement for approval of beneficiary lists can also affect internal referral systems, particularly if
additional services were not stipulated in the initial agreement to provide assistance. In the South,
area management approaches, relatively good access, and increased flexibility with authorities
means that organisations are better able to ensure their programmes overlap.
Complementary Services. Referral systems are reliant on the availability of complementary services.
In Yemen, there is clear demand for many services for which supply simply does not exist or does not
geographically meet demand. Complementary services are not always available for a variety of
reasons, including lack of funding for basic service provision, destruction of services due to conflict
and lack of funding for staff. Where complementary services are not available, a referral system will
not function well and, moreover, will cause reduced trust among beneficiaries.
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In order to improve referral mechanisms in Yemen, a concerted and coordinated effort is required from
donors, UN agencies and civil society. Specific recommendations for improvement are as follows:
To Donors:
Push establishment of an inter-sectoral working group, under the ICCG, dedicated to referrals and
harmonisation of systems, as well as regular reporting on key indicators
Fund and advocate for referral infrastructure, notably: harmonisation of targeting mechanisms, joint
assessments, common data sharing agreements, common referral information system, common
referral indicators between agencies
Advocate with scale programs to ensure that internal referral mechanisms are seen as a priority and
are available to agencies.
Work to monitor establishment of and performance against common referral performance indicators.
Advocate with government agencies to raise understanding of referrals and support permissions for
agencies to establish referral systems.
To UN Agencies:
For scale programs, conduct a process mapping of service delivery, share with other scale programs
and clusters, and jointly map access into the project
For clusters, support harmonisation of referral system by: discussing referral options by type (rather
than generically), informing cluster members when beneficiary lists open up, supporting development
and monitoring of service provision SOPs including follow up measures
For HCT, acknowledge the importance of referrals, establish a Referral Working Group linked to the
ICCM, set indicators for referrals and monitor referrals.
For all agencies, consider jointly advocating for permissions with government actors, and developing
joint messaging around the importance of referrals
To Civil Society Actors:
Aim to inform clusters or referral mechanisms of large-intake programs, including starting and
closing dates, selection criteria and geographic locations
Work to engage with UN service delivery mechanisms by: (1) joint advocacy for referral systems, (2)
joint definition of (a) targets for referrals and (b) earmarking proportions of targets to be filled by
referrals, (3) establishing long-term data sharing agreements, protection principles and red flags, and
(4) agreement on common approaches toward consent and integration into referral form.
Use joint advocacy with local authorities to support permissions for referral systems
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To the Cash Consortium of Yemen:
●

Pilot a layered referral approach (draft pilot process laid out in Appendix A).

●

Monitor referral approaches carefully, and identify best practices and lessons learned. Communicate
the results of the referral pilot to the broader humanitarian community in Yemen.

●

Work as CCY to engage with local authorities and advocate for referral between partners; if
successful, this will provide a best practice for other actors.

●

Work as CCY to present the full strategy of the program, including how it links to both humanitarian
and development actors, when setting up referral pathways.
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1. Introduction
As the conflict in Yemen becomes more prolonged, need becomes more entrenched, and individuals and
households are more likely to require multi-sectoral responses. Multi-purpose cash programming
supports households in meeting basic needs; it also has the potential to support vulnerable households
to access sector-specific support.
The overall objective of this research is to better understand how cash and other sectors interlink, what
referral systems already exist and what pathways should be established or integrated with the CCY
program. The research first proposes a typology for referral mechanisms and outlines the theoretical
steps required to conduct referrals. It then summarises the major referral actors by type in Yemen, and
outlines some of the challenges at each step of the referral system. Next, it discusses some of the
contextual factors affecting the effectiveness of the referral system; this includes an analysis of the roles
of donors and local authorities. It concludes with recommendations to donors, UN agencies, civil society
actors and the Cash Consortium of Yemen.
The research proposes that referrals can be divided into three types: individual referrals that take place
on an ad-hoc basis, ‘batch’ referrals of a community or a group of households, and ‘scale’ referrals, or
referrals into or out of large-scale, complex programs often operated by UN agencies. In order for
organisations to develop effective referral pathways, they need to account for factors including scale,
timing and administrative processes. Development of effective referral systems is hindered by underinvestment in common infrastructure, an overarching lack of recognition of the need for referrals, and
contextual issues such as destruction of infrastructure and complexity of negotiation with government
actors.

2. Context
Yemen’s conflict, currently in its seventh year, has taken a toll on the population. Over 65% of the
population – equating to more than 20 million people – are in humanitarian need1 and 10 million people
are at risk of famine.2 Humanitarian need is exacerbated by conflict-related displacement, which is
occurring at scale: Yemen currently hosts 3.6 million internally displaced persons (IDPs).3 The vast
majority of the population faces hunger and critical need – but certain populations are particularly
vulnerable. Specific groups facing poor outcomes include the muhamasheen minority group, people with
disabilities, and female headed households4.
The humanitarian need in Yemen spans a range of sectors, and is rooted in the presence of conflict and
the high likelihood of food insecurity or famine. Approximately 20.1 million people require health support
in Yemen, with 11.6 people in acute need; 16.2 million people require food security support, with 5.1
people in acute need. Other significant areas of need include protection (15.7 million people) and WASH
(15.4 million people). Service provision gaps in one sector may have outcomes for other sectors. For
instance, high levels of food insecurity are likely to lead to high malnutrition rates.

1

OCHA. (2021). Humanitarian Needs Overview: Yemen.
World Bank. (2021). Social Protection in the Humanitarian Development Nexus: Insights from Yemen.
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IDMC. (2021). Yemen Country Information
4
OCHA. (2021). Humanitarian Needs Overview: Yemen; Unicef. (2020). Vulnerability and Needs Assessment; UNHCR
(2021). Rapid Needs and Vulnerability Assessment Update.
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The conflict has caused not only individual and household level needs but also negative consequences
for the long-term development outlook. Yemen had pre-existing development challenges: before the
conflict limited investments in health, nutrition and education led to a Human Capital Index score of 0.37.5
Conflict has only exacerbated underdevelopment. During the conflict, infrastructure has been destroyed
and employment markets have contracted. UNDP estimates that the loss of real GDP can be estimated at
89 billion USD6, and the World Bank estimates that an investment of at least 20 billion USD will be
required for reconstruction.7
Due in part to the high scale of need, the international community has committed significant resources to
the Yemen response. At the height of the response, in 2018, 5.2 billion USD was allocated to Yemen; in
2020 commitments remained reasonably high at 2.2 billion USD. While the 2020 funding levels covered
only 59% of requested funds, they still represented a substantial investment, especially in comparison to
other crises; Iraq received USD 0.8 billion in 2020 and Afghanistan received USD 0.7 billion.8
The distribution of funding at a sectoral level – if analysed using figures provided by the Humanitarian
Needs Overview (HNO) and Financial Tracking Service (FTS) – has varying correspondence with needs.
While needs in both food security and health are acute (and at roughly similar scale), food security
receives four times as much humanitarian funding as health. Both sectors receive significantly more
funding than protection, which in turn receives more funding than WASH, despite the fact that protection
and WASH needs are on similar scales. The degree to which funding figures are representative of the
overall context is unclear. FTS figures exclude most development investments and 12% of the funding
received goes to unspecified sectors with another 24% allocated to multi-sectoral initiatives. Although
lack of data limits the overall finding, the figures indicate that the correspondence between needs and
funding is not necessarily strong at a larger scale.

Sector
Health
Food Security + Agriculture
Protection (all)
WASH
Nutrition
Shelter/NFI
Education
CCCM
Refugees and Migrants
Multi-sectoral
Not specified

TOTAL

People in Need (from HNO)

Funding (from FTS)

20.1 million
16.2 million
15.8 million
15.4 million
7.6 million
7.3 million
5.6 million
1.2 million
0.3 million
-

198 million
816 million
89 million
27 million
86 million
44 million
51 million
3 million
559 million
263 million

20.7 million

2,239 million 9

5

World Bank. (2021). Social Protection in the Humanitarian Development Nexus: Insights from Yemen.
UNDP. (2019). Assessing the Impact of War on Development in Yemen.
7
World Bank. (2021). Yemen Dynamic Needs Assessment: Phase Three. World Bank, Washington D.C.
8
United Nations Office for the Coordination of Humanitarian Affairs. (2021). Financial Tracking Service: Yemen.
9
Please note that not all sectors (as identified by FTS) have been included
6

10

Despite resource constraints, humanitarian actors are not necessarily using these resources efficiently. In
a study conducted on cash and social protection programming in Yemen, the World Bank found that “the
combined reach of humanitarian and development programs is enough to cover the entire Yemeni
population. However, as a large (though currently unmeasurable) share of households likely receives
benefits from multiple programs, many households may not receive any assistance at all. The extent of
duplication of households across programs cannot be estimated.”10
Referral mechanisms are one tool which can be used to expand service provision and support more
efficient delivery. Referral mechanisms build the resilience of an individual beneficiary by ensuring that he
or she receives an appropriate combination of services to appropriately address not only emergency
needs but also, to a degree, underlying needs. In addition, at the system level, referral mechanisms
support humanitarian agencies to harmonise (assessment tools, referral tools, common databases) and
to check activities to avoid duplication. When referral mechanisms are effective, they also reduce the
need for different agencies to conduct separate assessment and targeting exercises, thus reducing cost
and beneficiary fatigue. While referral mechanisms may provide significant benefits, they have not been
studied sufficiently to generate a body of knowledge on best practices and lessons learned.
Support to and funding for referral mechanisms and service pathways is mentioned numerous times in
both the Yemen HNO and the Humanitarian Response Plan (HRP). However, very little mention is made in
the existing Yemen documentation of successes or lessons learned linked to referral mechanisms.
Documentation on referral pathways, strengths and challenges is limited to three studies - one conducted
by UNFPA on Rapid Response Mechanism (RRM), one conducted by International Medical Corps (IMC)
and a study conducted using UNICEF data by Millar et al (all of which are referenced in Works Cited).

3. Research Objective and Methodology
To ensure more efficient use of funding and support access to a range of appropriate services for the
most vulnerable, the Cash Consortium of Yemen (CCY) has commissioned research on referral
mechanisms in Yemen. The purpose of this research is to support the CCY to better understand how
cash and other sectors interlink, what referral systems already exist and what pathways should be
established or integrated with the CCY program. Specifically, the research has the following objectives:
●
●
●

To propose a typology of referral mechanisms that can be used to support smoother communication
between different organisations and sectors
To make recommendations regarding the infrastructure required for successful referrals, targeted at
donors and coordination mechanisms
To make recommendations to the CCY regarding how to pilot more comprehensive and effective
referral mechanisms

This report is based on both primary and secondary research. It draws on a literature review of referral
mechanisms in Yemen specifically and the broader Middle East and North Africa (MENA) region, as well
as an analysis of documentation (needs analyses and 4W matrices) available from key clusters. In
addition, 30 semi-structured key informant interviews were conducted with 20 agencies.
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In a context with high needs, insufficient funding in some high need sectors, and high levels of
duplication, it becomes critical for humanitarian actors to develop a common understanding between
themselves of what constitutes a referral mechanism, and how these mechanisms can be used to
provide more efficient and more integrated services. This report will first outline a typology for referral
mechanisms before describing the referral process currently used by some major programs in Yemen.
This section takes a process approach, beginning with assessments before outlining referral systems,
complimentary services, and follow-up. The next section looks at enabling and limiting factors to
establishing referral mechanisms in Yemen. The report will conclude with recommendations both for the
humanitarian community and for CCY. An annex has been provided to outline a suggested pilot for
recommended approaches.

4. Referral Typology and Processes
Referral is a critical part of humanitarian work – but referral mechanisms are not commonly understood
between sectors or agencies. Organisations have widely varying answers to three critical questions: (1)
what exactly constitutes a referral? (3) What systems should be used to make referrals? and, (3) what
processes are necessary to refer responsibly? In this section, a typology of referral mechanisms is
proposed. The typology draws from literature on referral mechanisms in both Yemen and the MENA
region and interviews conducted for this research. The typology is designed to provide a systemic
viewpoint that outlines critical elements of a multi-faceted system. In order to achieve this goal, it takes a
broad view that simplifies some aspects.
Throughout the document, several key terms are used repeatedly. For the sake of clarity, referral has
been defined by the Inter Agency Standing Committee (IASC) as “the process of directing a client to
another service provider because s/he requires help that is beyond the expertise or scope of work of the
current service provider. A referral can be made to a variety of services.”11 Referral can take place across
or within organisations and sectors, and services can be provided in both sequential and concurrent
forms. Referrals can take place for one or many households, and both within and across humanitarian
and development programs. The focus with referrals is to ensure that an individual service is provided to
an individual, household or community.
Referrals can be contrasted with two types of programming that play similar roles, but have distinct
modalities and ways of operation.
●

11
12

Case Management was defined by the Global Protection Cluster as “a way of organising and carrying
out work to address an individual[’s] ...needs in an appropriate, systematic, and timely manner,
through direct support and/or referrals, and in accordance with a project or programme’s
objectives.”12 Case management is a wider concept than referrals, encompassing provision of direct
support as well as specific methods of engaging and following up with vulnerable individuals. The
focus with case management is to secure the optimal set of services for an individual.

Inter-Agency Standing Committee. (2017). Inter-Agency Referral Form and Guidance Note. IASC, Geneva.
Inter-Agency Standing Committee (n.d.). Inter-Agency Guidelines for Case Management and Child Protection.
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●

Integration/integrated programming is the intentional combining of one or more sectoral
interventions to improve humanitarian outcomes.13 Integrated programming generally takes place
within a single agency and is generally pre-designed - that is, several different sectors are included
within a single program intervention, and links between the sectors are planned from inception phase.
Integration differs from referrals in that integrated programs are: (1) within a single agency or
consortium, and (2) pre-planned along given sectoral lines (whereas referrals can be developed to
different sectors).

4.1 Typology
Given that the definition of referral is very wide, many types of referrals can take place. For the purposes
of this report, referrals are divided into three types: individual, batch and scale. These three types of
systems differ principally in terms of scale, timing, and sector.
Individual Referrals. Individual referrals are those which address the specific needs of individuals or
specific households. Individual referrals can take place within an organisation or between organisations,
and they can take place in any sector; such referrals are, however, usually highly tailored to an individual’s
or household’s needs. Individual referrals can take place concurrently with long-term programming – for
instance, a person receiving multi-month cash programming can be referred to a hospital for health
services in Month 1 – or sequentially – for example, at the conclusion of a short term cash program (such
as RRM) a survivor of gender-based violence (GBV) can be referred to appropriate specific services.
Individual referrals generally take place between humanitarian programs, given the specific, needs-based
nature of humanitarian programming (in contrast to development programming, which is more system
oriented). The process and steps involved with individual referrals are often seen as the responsibility of
protection actors and staff, and strong follow up procedures are usually in place for individual referral
systems.
The tailored individual referral approach provides several opportunities for implementing partners.
Individual referrals allow implementing partners to tailor the referral plan (services provided, etc) to the
specific needs of the household or individual; this specificity is likely to support comprehensive and
holistic coverage of needs, thus building resilience more sustainably. It is possible to support individual
referrals with relatively low levels of formality (although this is not ideal); individual referrals can be
successfully implemented through a phone call between field staff. Lower formality and administrative
requirements indicate that the individual system can be used even in complex administrative conditions,
and can be adapted to different contexts.
While individual referrals have several advantages, they also may be limited by constraints.
Implementation of a systemic individual system requires high levels of human resources, and relatively
high investment of time and resources for each beneficiary household; given resource constraints, scaleup of such a system is unlikely. Specifically, individual approaches require significant follow-up on behalf
of the programme making the referral to ensure that services were accessed and the need of the
individual or household was met - which, as above, requires strong systems and a high degree of
organisation.

13

UNICEF. (2013). Technical Note on Convergent Programming.

13

As individual referral systems scale up, it is necessary to formalise the system, and this formalisation
may be associated with heavy administrative workload. Similarly, at scale, there is limited infrastructure
for reaching out to agencies in different sectors. Finally, in areas with low levels of services (e.g., few
nutrition in-patient clinics; few functional health clinics) individual referral systems are not likely to
generate results.
Batch Referrals. Batch referrals are those in which groups of individuals or households, or whole
communities, are referred between systems. Sectorally, batch referrals generally take place into sectors
which provide standardised, not tailored, support. For instance, a full community requiring water trucking
services, or a set of households all requiring standardised, multi-month cash assistance. Batch referrals
often take place sequentially, either because a program is at the end of its mandate (e.g. RRM is
structurally designed to provide very short term assistance, even if a community requires medium term
support), or because a funding cycle ends (e.g. water trucking is provided to a community under one year
funding by a given organisation; funding runs out and the community is referred to another organisation
for provision of the same service). Batch referral can take place between humanitarian programs, as well
as between humanitarian and development programs; the larger scale (e.g. full communities) opens the
possibility for effective interaction with system-level programs. Humanitarian programs can use batch
referral processes to refer into social protection programs, depending on the size and scale of the social
protection program accepting the referral. Batch referral usually takes place at an organisational level;
only limited follow up occurs, and when follow up does take place, it generally involves communication
between organisations, rather than with beneficiary communities or individuals.
Batch referrals can be conducted at a larger scale than individual referrals and, as such, offer different
opportunities and challenges. In many cases, batch referral can support a full community – for example
in the case of referral of a community for water trucking services or irrigation construction services. As
such, batch referrals can support community-level resilience, and be designed to support improved
access to key infrastructure (e.g. water, irrigation systems, etc). Batch referral can take place across
most sectors, and many organisations can participate in batch referral (including smaller organisations).
Follow up of caseloads is more cost-efficient with batch referrals than with individual referrals, as it takes
place at an organisational, rather than a household, level.
In order for batch referrals to be effective, however, several prerequisites must be in place. Organisations
must be aware of, and willing to interact with, other agencies - both in their own sectors and in
complementary structures. Timing is critical – batch referrals can often only be made when beneficiary
lists are compiled by the service provider, and this may occur only once every six months to once per
year. Local administrations can restrict batch referrals for a variety of reasons, ranging from lack of
compliance of a referring agency with local rules to desire to influence a beneficiary list. In some areas,
there are not enough services available for batch referrals to take place, which can present an equity
issue for agencies who can refer similarly vulnerable households to complementary services in some
areas but not others.
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Scale Referrals. Scale programs refer to large aid distribution mechanisms - primarily distributing cash,
food or non-food items (NFIs) - operated by a single agency and targeting thousands of beneficiaries with
consistent services. In Yemen, an example would be WFP’s general food distribution (GFD), but elsewhere
this would be large scale, mature social protection programs. Referral into or out of large scale
operations generates unique opportunities and challenges. Scale programs provide uniform, basic
services and support to populations in need – that is, they reach a large number of people, providing a
solid database of information that can support other sectors. In part due to their size, scale programs are
more likely to negotiate through obstacles with local authorities. Scale programs are likely to be
implemented by large UN agencies which can offer other services; as such, it is possible to build cost
efficient integrated programming modalities.
While scale programs offer many opportunities for referral and integration, they also cause challenges.
Referrals into or out of scale programs can be limited due to the sheer size of the systems – the systems
are often large and bureaucratic, so developing mechanisms for referrals can be time consuming and
difficult. They require well-designed and managed information management systems to be efficient. In
some cases, the services offered by scale programs are inflexible – for instance, beneficiary lists may be
fixed for long durations. Scale programs also are generally firmly rooted in one part of the reliefrehabilitation-development continuum; due to their logic and their size, it can be challenging to ensure
compatibility with programs that sit elsewhere on the continuum.
Referral into scale programs bears a strong resemblance to batch referrals – many scale programs
update their beneficiary lists on a periodic basis, and referral into the system can only take place if timing
is aligned with programme intake. Many of the prerequisites necessary for batch referrals are also
necessary for scale referrals. Scale referrals differ from batch referrals in the self-sufficiency of the
system; while the need to develop referral linkages is clear for smaller programs, scale programs are so
large and complex that referrals may not be prioritised. However, if the prerequisites can be met, and
linkages established, where scale programs differ from batch referrals is the possibility for continuous
referrals with automated processes (e.g., using scripts and APIs to transfer beneficiary data). That said,
scale referrals also differ from batch referrals in terms of structure and administrative requirements.
Scale programs have strong and often embedded internal processes and systems, and developing entry
points into often fixed systems can be challenging. In contrast, batch referrals are smaller and
development of entry points requires a lower level of investment.
Table 1: Referral Typology Summary Table

Typology

Scale

Organisation

Sector

Timing

Phasing

Nexus

Individual
Referrals

Individual,
Household

Within AND
between

All

Ad-hoc

Humanitarian

Batch
Referrals

Multiple
Households,
Community

Within AND
between

Dependent
on service
availability

Scale
Referrals

Multiple
Households,
Community,
District,
Governorate

Within AND
between

WASH
Food
Cash
NFI
Shelter
Livelihoods
Food
Cash
NFI

Concurrent
AND
sequential
Concurrent
AND
sequential

Concurrent
AND
sequential

Humanitarian
and
development

Continuous
or at
regular
intervals

Humanitarian
and
development
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The above typology can describe the majority of referrals that take place– but there are some referral
activities that may require a hybrid approach, or an approach that combines individual follow up with
identification and referral of communities with high concentrations of vulnerable populations. Some
specific examples are noted below:
●

●

●

Nutrition. Nutrition programs can adopt an integrated approach using both ‘batch referrals’ and
‘individual referral’ approaches. Using the ‘batch’ approach, districts or communities with high rates
of malnutrition can be identified. Following this, within any community, using an ‘individual referral’
approach, households with incidence of severe acute malnutrition (SAM) and moderate acute
malnutrition (MAM) can be identified and referred to relevant services. Follow up can be conducted at
a household level to ensure that results are achieved. A similar approach was used by UNICEF’s Cash
Plus program; they conducted nutrition assessments simultaneously with cash delivery, and referred
communities with high levels of malnutrition for supplementary, specialised support.
Documentation. It is possible to use either a batch or an individual approach to documentation. If a
batch referral approach is used, a community with a high need for documents (birth certificates, land
documents, etc) can be identified, and representatives from the Civil Registration Authority can visit
the location to provide services. This approach has been used successfully by both DRC and NRC. If
an individual referral approach is used, then individual households requiring registration assistance
can be identified and tailored support (e.g. a cash grant to cover the cost of transport and fees) can
be provided for the household to access central Civil Registration Authority (CRA) locations.
WASH (latrines). Water infrastructure projects are not hybrid - they can only be addressed using
batch referral systems. In contrast, hygiene can be addressed using a hybrid approach. Similar to
nutrition programs, communities/districts with high levels can be identified. Following this, an
individual referral approach can be used to identify households without latrines, and support these
households in building latrines.

4.2 Process
Referrals, across different typologies, involve a set of consistent, regular steps. The four major steps in
the referral chain are assessments, referral, provision of complementary services, and follow up. Best
practices have been outlined for each step. The processes described below refer only to the engagement
between service providers and beneficiaries; other actors (donors, government agencies, etc.) are not
considered.
Assessments
Assessments in emergencies - particularly complex and evolving emergencies - are central to identifying
needs. The assessment process takes place, fundamentally, between a beneficiary individual or
household and an organisation which can provide services. Once the assessment is complete, it can be a
key component of referrals; ideally, assessments identify individuals or groups who require or should be
eligible for other assistance and used as a basis for securing that assistance through other actors or
from other teams within the same agency.
As this step is so critical, it also tends to be overdone. Multiple assessments from multiple agencies after
multiple shocks generates fatigue on the part of beneficiaries. It has been apparent for some time
amongst the humanitarian community that identification of needs must be balanced with the need to
protect beneficiary communities from undue assessments, duplication of efforts, and negative
experiences with the humanitarian community regarding follow-up.
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This was formalized by IASC in 2012 with the release of the ‘Coordinated Assessments in Humanitarian
Crises’ operational guidance policy - that recommended coordinated, joint or/and harmonized
assessments are used to the greatest extent possible:
●
●
●

Coordinated. Planned and carried out in partnership by humanitarian actors, and of which the results
are shared with the broader humanitarian community to identify the needs of affected populations.
Joint. Data collection, processing and analysis form one single process among agencies within and
between clusters/sectors, and lead to the production of a single report.
Harmonized. Agencies collect, process and analyse data separately, but where the collected data is
sufficiently comparable (because of the use of common operational data sets, key indicators, and
geographical and temporal synchronisation) to be compiled into a single database and used in a
shared analysis.

Furthermore, specific structures responsible for ensuring sharing of all relevant information to reduce
duplication is needed. This could be through an Information Management and Assessment Working
Group,14 or another relevant focal point.
Referral
Assessments are followed by referrals – that is, the process of directing a beneficiary to another service
provider. In the context of crises and emergencies, and due to the fact that beneficiaries are under stress,
the referral process takes place between organisations. The referring organisation provides information
about the beneficiary and the type of services required, and the organisation which accepts the referral
receives information and integrates the information into its own process.
Various standard operating procedures have been developed for referrals, often by protection actors
focusing on individual referrals. Some of the key principles for referral are15:
● Adhere to a people-centred approach. Referral processes should be designed to support beneficiaries
in reaching improved outcomes. This includes measures that take place during the assessment stage,
including obtaining informed consent, and ensuring impartiality and neutrality. It also, however, has
implications for the transfer of information between organisations. In order to adhere to a peoplecentred approach, it is important that information is transferred between organisations in a timely
fashion, that feedback is provided to beneficiaries, including if services are not available and that
service delivery takes place with the minimum possible delay.
● Ensure data handling, sharing and storage conform to international standards. Data protection and
responsibility is a growing concern in humanitarian action. Referrals involve the transfer of potentially
sensitive information, including summaries of protection incidents and vulnerabilities, between
organisations. As such, adherence to international data standards and data protection protocols is key
to beneficiary protection and safeguarding.
● Service providers respect expertise and capacities. For referrals to be successful, service providers
need to both understand and respect each other. Referral pathways need to be developed using
procedures that support mutual respect and exchange between staff members from different
organisations, and that minimise duplication of services between organisations.

14

Inter-Agency Standing Committee. (2012). Guidance for Coordinated Assessments in Humanitarian Crises. IASC,
Geneva.
15
Inter-Agency Standing Committee. (2017). Inter-Agency Referral Form and Guidance Note. IASC, Geneva.
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Respect between organisations also includes respecting the capacity of an organisation to handle
data appropriately once a referral is submitted in accordance with standardised processes and/or
MoUs.
● Service providers respect each other’s internal procedures. Referral mechanisms need to account,
not only for the needs of the beneficiaries, but also the needs of the organisation accepting the
referral. This involves developing an understanding of internal procedures of major actors, and
mapping the ways in which these procedures interact. Referral mechanisms should be built to
correspond with and harmonise with existing procedures where possible.
Provision of Complementary Services
If information is successfully transferred between agencies, then the next step is for the referral
accepting agency to provide one or several services to beneficiaries. In line with the principle that service
providers’ expertise should be respected, it is assumed generally and within this report that the quality of
service provision is appropriate and compliant with relevant humanitarian standards.
Follow up
A referral mechanism can only be deemed successful if it can be demonstrated that beneficiaries receive
services as a result of the process. Follow up is therefore critical. In order for effective follow up to occur,
some key mechanisms need to be in place:
●

●

●

A referral information system should be in place. In order to conduct follow in a systematic way, with
efficient use of resources, a system should be put in place that allows the tracking of different
referral types. Referral information systems should record information at the point of referral and
from the referral care provider. Where possible, the referral system should be integrated into broader
information systems. Referral information systems need to be simple, reliable and multi-sectoral in
order to function; they also need to receive buy-in from the majority of actors participating in the
system.
Common referral indicators should be agreed upon. To improve the operation of a referral system, it
is critical for the various disparate actors in the system to agree on what constitutes success.
Agreement should be consolidated into a set of common referral indicators which are monitored and
assessed by different actors in the system.
Common follow-up processes should be in place. Referral processes can be long and time
consuming; in complex contexts follow up processes may also be seen as an administrative burden
for both the referring and accepting agencies. If the follow up process also involves beneficiaries
directly, then it may exacerbate beneficiary fatigue.

5. Referral Mechanisms in Yemen
The referral mechanism in Yemen can be characterised as atomised - it comprises several small, distinct,
self-contained units. The different units and mechanisms rarely come into contact at a systemic level. As
a result, none of the actors interviewed for this research could provide a picture of the full referral system
- instead, they described a particular unit or component of the system. Most actors were aware of the
limits of their own knowledge. While they understood that other projects, programs and mechanisms
existed, they did not know who to ask for information about broader systems, or how to engage with
these systems.
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5.1 Referral Types in Yemen
All three referral types – individual, batch and scale – exist in Yemen at varying levels and scales.
Individual referrals are the most common and best organised; batch referrals occur but only infrequently.
Scale programs exist, but referral processes into and out of these systems are complex, and rarely
robust.
Individual referrals
Individual referrals take place, for the most part, through the protection sector. Within protection,
individual referrals take place systematically: the protection sector has established mechanisms,
guidelines and intake forms; they have also mapped out service providers and activities by district.
Referrals take place using general intake forms. They usually take place in the context of case
management programming, thus implying a stronger degree (compared with other types of referrals) of
adherence to a people centred approach. The protection sector has developed maps of protection
activities throughout the country - but although this is thorough, it is not clear the degree to which other
sectors are engaged. Individual referral mechanisms appear to be operating at the limits of their capacity:
within several INGOs, protection staff are seen to be the locus of referrals, not only for protection, but for
all referrals. Given that human resources in the protection sector are limited, scope for growth within the
individual referral system is limited.
Batch referrals
Batch referrals take place in Yemen, for the most part, on an ad-hoc basis, with varying degrees of
success. In some cases, communities require continual service provision (e.g. water trucking) but funding
stops; in this case, the agency providing the service seeks other agencies with adequate funding to
request continuation of services. In other cases, specific types of support were provided to a community
(e.g. cash for nutrition), and individuals with specific needs (e.g. SAM cases) were referred to technical
specialists. No actors who had participated in batch referrals mentioned the use of a systematic
approach. Referral pathways are identified on an ad hoc basis, using staff networks. Pathways are not
prioritised according to beneficiary need or efficiency. The CCY does use batch referral, particularly within
organisations. For example, specific CCY partners transfer beneficiaries from cash programming to
livelihoods programs, ensuring coordination around timing and enrolment into the livelihoods mediumterm beneficiary lists.
Scale referrals
Scale programs in Yemen are entrenched; they have been operating for many years, and have developed
strong systems to allow delivery in hard to reach areas. While these systems support the programs to
deliver, they often leave little space for referrals.
Rapid Response Mechanism (RRM). The RMM is led by UNFPA and implemented by partner
organisations. The RRM theoretically provides the main point for referrals for displaced persons.
After a displacement event occurs, RRM partners conduct a standardized assessment and
registration process, after which all households receive in-kind assistance (food kits provided by
WFP, NFI kits provided by UNICEF, hygiene kits provided by UNFPA). RRM produces a database of
interventions; the database was developed by RRM with input from iMMAP. The RRM is a first-line
response system and, as such, it is able to make referrals outward into other programs, but does not
have the mechanism for inward referrals.
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Cash Consortium of Yemen (CCY). The CCY is a collaboration among DRC, IOM, NRC, ACTED, Mercy
Corps and Solidarities International and it is Co-led by DRC and IOM. The CCY was designed as a
second-line response; it aims to support beneficiaries in the transition out of RRM assistance. It aims
specifically to identify, over the course of implementation, particularly vulnerable households and
families, and transition them to longer-term assistance, such as social protection programs or WFP’s
General Food Distribution. The CCY mechanism requires re-verification of all beneficiaries, even if
they are referred from RRM.
UNHCR Cash. The UNHCR cash mechanism was originally envisioned as a cash for protection
program – but it grew in size, scale and scope. The mechanism is implemented by a wide range of
partners, and in particular local NGOs. Data collection for this component has a slant toward
protection issues (in contrast to CCY, which has a food security angle). UNHCR’s cash program does
not currently draw from RRM or CCY assessments. It does not currently refer out any beneficiaries.
WFP GFD programs. The WFP GFD beneficiary list is based on a list drawn up for the Social Welfare
Program in the pre-conflict era; this list was developed in collaboration with the World Bank using a
proxy means test. The list was reconstituted and completely updated in 2019 on the basis of IPC
numbers. It is regularly updated, through a separate assessment process, in close consultation with
community elders and leaders. Assessment includes collection of biodata - which does not take
place in other programs; however, the roll out of biometrics is not yet complete. WFP does not have
an internal business process for referrals to the GFD program.
In addition to the GFD program, WFP provides shorter term food assistance. This shorter term
assistance can last between one and three months. Referral into short term food assistance is easier
than referral into GFD; administrative procedures are less stringent and processes are more flexible.
UNICEF SWF and Cash Plus. The Yemeni government established a large scale social protection
system – the Social Welfare Fund – in the mid -1990s, in close collaboration with the World Bank.
Using a proxy means test, beneficiary lists were established, and large scale transfers were made. In
2017, the World Bank and UNICEF began collaborating to use the SWF beneficiary list to deliver
targeted assistance. Neither the beneficiary list nor the amount distributed has altered; the static
nature of the lists and the transfer value is due to political factors. UNICEF has developed a strong
internal referral mechanism around the SWF beneficiary list, including provision of nutrition,
documentation and health support. This cash plus program, however, is only available in Sanaa (city
and governorate) and Aden.
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Table 2: Challenges and Opportunities by Referral Type

Typology

Opportunities

Individual

●
●
●
●

Batch

●
●
●

Challenges

Likely to generate more
sustainable HH level
outcomes
Possible to operate with low
levels of formality
Possible to operate effectively
in a context with
administrative challenges
Possible to adapt to particular
district-level conditions

●

Can be structured to support
community resilience (ie to fill
gaps)
Can be effective across a
range of different sectors and
organisation types
efficient follow up is possible

●

●
●
●

●
●
●

Scale

●
●
●

Mass operations make it
possible to operate at scale
and reach large numbers
Likely to have more
negotiation capacity with
local authorities
Integrated programming
(within one agency) is likely to
be cost effective

●
●

●

●

Unlikely to reach large
numbers
Less likely to be effective
(time consuming, requires
human resources)
Strong infrastructure
involving many agencies is
required
Unlikely to be effective in
areas with low levels of
services
Limited culture of
organisational cooperation
within Yemen
Requires strong engagement
with local authorities
At scale, a strong
infrastructure involving many
agencies is required
Unlikely to be effective in
areas with low levels of
services
Limited culture of
organisational cooperation
within Yemen
Limited capacity to adapt
programming, and possible
diminishing marginal returns
due to scale (in some cases,
no capacity at all)
Limited capacity to dovetail
with any other programs, and
particularly smaller ones,
due to organisation
processes
Limited capacity to ensure
transition between relief,
rehabilitation and
development

Examples of
Actors
UNHCR
MoSAL
CARE
HI
YWU
DRC

SFD
Solidarites
UNDP
FAO
CARE
ZOA
IOM T&R
DRC

WFP GFD
UNHCR Cash
UNFPA
ECT/SWF
RRM

5.2 Referral Processes in Yemen
The four referral steps – assessment, referral, service delivery and follow up – are not well balanced in
Yemen. The assessment phase is over-emphasised, with many agencies and projects conducting
assessments that are, for the most part, neither harmonised nor coordinated. In contrast, very little focus
is placed on the follow up phase, with no interview respondents indicating that they used, or were aware
of, sufficient follow up systems. One of the major challenges to implementation of successful referral
systems is the ‘referral’ step, or the process through which agencies engage with each other.
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Assessments. In Yemen, at a systemic level, it has proven very challenging to implement best practices
around assessments. The implementing partners interviewed for this survey and were asked to send the
consultants the assessment forms that they used most frequently; eight different assessment forms
were provided. Given the limited nature of the sample, it is likely that many more assessment forms are
used in practice.
“This really is the key disjoint in the system. Most referral receivers, they probably have to go back
to the beneficiaries and collect more data. It is a nightmare...they get our assessment, but then they
do another assessment for their own registration...This has created many issues though because
many people are falling through the cracks. People are not super well tracked as they are referred
around.”
“Assessment tools can’t be everything to everyone – or else it is too hard on the beneficiaries. It’s a
hard thing to reduce the number of assessments to not over burden households, but also to keep
the households from answering a 1.5 hour survey.”
Coordination, joint assessments and harmonisation have all proven difficult to achieve in the Yemen
context for a variety of reasons.
●

●

●

Coordinated. Coordinated assessments take place to a limited degree within Yemen. Within a given
sector or program type, assessments may be coordinated; for example, CCY partners use a
coordinated assessment form. However, coordination occurs within, rather than between, programs.
As a result, coordinated mechanisms exist - all RRM actors are coordinated, as are all CCY actors, all
UNHCR cash actors and all WFP GFD implementing partners - but a plethora of assessments still
takes place. Two factors drive lack of coordination: (1) scale programs have entrenched tools, and
have built systems (databases, IT systems, etc) around their tools; changing tools has cost and
efficiency implications, and (2) programs operating in different sectors have different data collection
requirements and agencies have difficulties developing an appropriate multi-sectoral form.
Joint. Joint assessments take place very rarely in Yemen; no respondent to this survey provided
examples of joint assessments. Lack of ability to implement joint assessments is due, for the most
part, to contextual issues, particularly in North Yemen. In order to implement joint assessments,
government permission must be sought and obtained. In North Yemen, negotiations with local
authorities for access are often extremely fraught, and agencies are unwilling to damage their
negotiation position by even raising the issue of joint assessments. While joint assessments may be
more feasible, from a coordination point of view, in South Yemen, the diversity of the security context
and the generally heavy workload among actors responsible for coordination limits the design and
rollout of joint assessments.
Harmonised. It is extremely challenging to determine whether, and to what degree, assessment tools
in Yemen are harmonised. A variety of assessment tools exist, and most agencies - in particular the
scale programs - have little to no incentive to engage in harmonisation exercises. There is no agency
responsible for harmonisation, and as such, it is challenging to produce joint data sets or agree on
key indicators and tools.

Referral processes. In Yemen, linkages between agencies are critically weak. Most respondents to this
survey were unable to describe the ways in which transfers occur between agencies; several respondents
who were associated with scale programs explained that there was no link at all between their programs
and those of other agencies. The different principles of efficient referral can be difficult to achieve in
Yemen; in some cases, achievement of one principle involves the risk of another.
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● Adhere to a people centred approach. Different types of referral in Yemen have varying levels of
adherence to a people-centred approach. Individualised referrals that take place through the
protection network usually also include assignment of a case manager, and regular communication on
timelines and expectations. For both batch referrals and referrals into scale programs, however,
communication with beneficiaries and timely service provision are not systematically measured.
Several interviewees indicated that lack of timely service provision through referral systems generates
lack of confidence within beneficiary communities.
“There isn’t a lot of clarity on who really gets assistance in the end.”
●

Ensure data handling, sharing and storage conform to international standards. There is a
discrepancy between theory and practice regarding data protection in Yemen. All actors interviewed
for this report clearly recognised the importance of safeguarding beneficiary data and the risks
associated with misuse of data, particularly given the complex context with authorities. Databases,
systems and consent forms have been established to ensure data protection - but there is a common
feeling that the protocols around data protection are too strict and that they prevent organisations
from engaging at all in referral processes. Similarly, protocols around data protection restrict the
development of common databases, as only limited efforts have been made to identify potential
owners of common databases. As such, field staff often make informal referrals by telephoning
colleagues at other agencies and passing information over the phone - thus resulting in very poor
practical data protection, despite strong theoretical protocols and safeguards.

● Service providers respect expertise and capacities. Individual referrals generally involve a clear
understanding of the types of services available from other agencies, and a respect for expertise and
capacity. Such common understanding and respect has led to the development of some basic tools,
including a map showing the types of services available through the country. For both batch referrals
and scale referrals, however, understanding of and respect for other service providers is less
prevalent. For many organisations that could be involved in batch referrals, staff are overwhelmed and
have only a limited understanding of the service offerings of other organisations. As a result, most
batch referrals then occur internally, or under extreme conditions (e.g. at the end of a funding cycle).
Many scale programs are self-contained; both WFP and UNICEF programs are large and comprise
many sectors. For both systems, staff were not fully aware of, and did not proactively mention,
referrals from smaller agencies or initiatives. When asked about the potential contribution of other
actors, some were clear that the costs associated with changing their system outweighed the benefits
of complementary service provision.
“We always talk about coordination and collaboration, but when it comes to reality, we tend to think
and implement sectoral and work in silos. It is not part of my genes as a specialist to think about
multi-sectoral approach, linkages between other sectors, etc.”
●

Service providers respect each other’s internal procedures. Strongly associated with lack of
knowledge about what other service providers offer, there is very limited understanding of the internal
procedures of other service providers. Within an organisation, there is a recognition that referrals to
certain sectors (e.g., food security programs) can only occur at a certain time (e.g., at a 6 month
interval). However, this information remains within the organisation, and is not necessarily
communicated to other organisations who could refer into the program.
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This lack of information about and respect for internal procedures is due in large measure to the vast
nature of the humanitarian response in Yemen - with so many different actors and programs, it can be
very difficult to ensure appropriate dissemination of information. As the response becomes more
prolonged, existing systems also become more entrenched – each organisation consolidates and
refines investments in existing systems, and it therefore becomes more difficult for any individual
organisation to make the investment in interoperability.
“WFP doesn’t have people in villages doing re-registration every day. They usually do it on a
cycle ... So it can be hard for a straight up transfer. You’ve got one person, or a household,
or whatever – and they have a large system… if your referral doesn’t align with the WFP
reregistration cycle, then it doesn’t work … WFP doesn’t have an internal business process
for referrals at all.”
Interoperability of databases. One key prerequisite to successful referral between agencies
relates to information management between different organisations. Interoperability of
databases – or databases that provide information relevant to a range of actors – are
necessary for referrals to take place. Currently, most organisations have separate databases;
where databases are combined, they may be oversimplified. The RRM database aims to
provide a comprehensive overview of beneficiaries who have been recently displaced, but
several respondents to this survey indicated issues with the RRM system – both associated
with administrative constraints (time taken to sign MoUs and engage directly with thhe
database) and with granularity of the data (insufficient detail was provided to ensure
successful referrals).
“The CCY interoperability strategy is based on the fact that the RRM partners are in the
field, RRM partners upload the data to the UNFPA dashboard, the data is shared back to
cash partners. But the MOU for this final step is not done… It took [UNFPA] months to even
engage with CCY on an MOU. And they have not even moved it forward … The dataset that
they issue is by hub and only provides information on how many people are displaced in a
month. What can we do with this? This is useless data [for a referral].”
Provision of complementary services. In Yemen the provision of complementary services does not take
place at any scale. Lack of referrals is due in part to a dearth of service providers, particularly in hard-toaccess areas. Despite some challenges, however, there are opportunities for referrals to expand the reach
and effectiveness of current programming.
The conflict has damaged the provision of services in several ways: buildings, including hospitals,
schools and nutrition facilities, have been destroyed; funds to purchase supplies and consumables are no
longer available; staff no longer receive pay consistently, and wages have reduced in value. Underinvestment by the humanitarian system in some key sectors, including health, have resulted in limited
service provision. When services are in flux, then referral pathways do not work efficiently. In fact, it is
possible for trust in the system to be diminished, as beneficiaries seek out a service that either is no
longer appropriate or is no longer functional.
“Are the services actually there? If you create demand without a responsive supply side, then you
put more pressure and [risk] collapse. Your beneficiaries will lose trust in the system.”
Respondents to this survey indicated that failed referral pathways existed across several sectors, but the
most notable gaps were in sectors where physical infrastructure had been damaged. Specifically, the
destruction of health facilities and associated nutrition programs damaged referral mechanisms.
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Similarly, referral into education was complex given that teachers no longer receive full salary and
education programs are no longer as systematic as they were in the pre-conflict era.
Despite some failed referral pathways, some opportunities were identified for improved referral systems.
Several types of batch referrals are being conducted – either as a part of integrated programming, or
separately – which could be scaled up if the referral mechanism within Yemen worked efficiently.
Specifically, several types of referral involve ensuring that specific services are available to a community
or a geographic area; greater coordination could support more individuals within the community to
access these services. Some examples are as follows:
●

●

●

●

Documentation and registration. Some UN agencies and NGOs work directly with government
ministries in Yemen to support vulnerable populations to access documentation (in particular birth
registrations). There are two ways of supporting documentation: the first is to provide cash for
beneficiary households to travel to a hub and pay fees, and the second is to work with the CRA to
send a team to a given geographic area to process several cases. If the second option is chosen, then
it is both cost efficient and effective to scale up the intervention. If a CRA trip is organised by several
agencies, rather than a single agency, then it is likely that more cases can be processed.
Public infrastructure construction. A variety of cash for work activities are conducted on a regular
basis by NGOs, UN agencies and other actors. Many cash for work and infrastructure projects aim to
include in their workforce a proportion of people in specific need, or with vulnerabilities.
Simultaneously, many cash for work programs are of limited duration. If large cash for work
programs - especially those associated with re-building public infrastructure - engage with MPCA
programs, then it may be possible to support some beneficiaries in a more sustainable fashion.
Specific efforts could be made to identify food insecure households with low asset levels, but with
family members who are physically able to work.
Other Cash for Work and Livelihoods Projects. Cash for work and livelihoods programs, including
those designed to build a household’s asset base and to support livelihoods for particular vulnerable
groups (e.g., female headed households) take place in several governorates in Yemen. Some actors
in the food security and livelihoods sphere are active within their sector, but have a weaker link to
multi-purpose cash and immediate emergency response. If information about beneficiary registration
processes (timing, geographic location, particular targeted vulnerabilities) was shared with multipurpose cash actors, it could be possible for referrals to take place in a smoother fashion and at a
larger scale.
General food distribution. Referral into general food distribution for particularly vulnerable
households could provide longer term, social-safety-net style support to the most vulnerable
households. In order to ensure enrolment in the GFD (as opposed to the shorter term WFP food
support system), beneficiaries need to undergo a community-level verification that takes place on a
period basis. A batch-type referral system in which MPCA beneficiaries are explicitly included in
WFP’s existing verification system could help to provide longer term support for the most vulnerable.

In addition to batch referrals, there are possibilities for multi-purpose cash actors to place a stronger
focus on ad-hoc referrals to protection actors. Referrals into protection systems should involve
beneficiaries being registered into case management systems – that is, individual cases should be
explicitly registered with another agency that commits to a systematic follow up process. Given that such
follow up involves significant investment, individual referrals should take place on a small scale. It could
be possible to target specific, acute vulnerabilities that take place less frequently, but are more severe
(e.g., unaccompanied minors, GBV survivors), and to develop strong MoUs with protection actors who
commit to case management for these particular groups.
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Follow-up. In Yemen, follow up on referral between agencies is largely absent. All implementing partner
respondents were asked about the degree to which they followed up on communities or households
which had been referred across agencies; no respondent indicated that follow up systems were in place
across agencies. Follow up of referrals, and ensuring services are delivered, did not take place. If any
follow up does take place, it takes place only on referrals that occur within agencies, and disparate intraagency forms, including full case management mechanisms, are used.

6. Factors Affecting the Effectiveness of Referrals
The effectiveness of referral mechanisms is dependent, not only on the relationships between referring
and accepting organisations and beneficiaries, but also contextual factors. Some of these contextual
factors are internal to the humanitarian system - such as the role of donors and referral infrastructure whereas others are external - such as the role of government agencies. Five key contextual factors that
can affect referral mechanisms - for better or worse - were identified as a part of key informant
interviews: these are donors, common understanding between sectors and agencies, infrastructure,
authorities, and presence of complementary services.

6.1 The Role of Donors
Given the complexity of the Yemen situation, referral and efficient inter-agency is not always prioritised by
implementation actors and the coordination structure. Large agencies face challenges in rolling out
programming at scale, and issues associated with this programming may result in the not prioritising
referrals, which generally involve fewer beneficiaries. Small agencies may lack the human and financial
resources to build links, both with each other and with larger actors. Since no actor is specifically
responsible for ensuring strong inter-agency mechanisms, referrals can easily be de-prioritised. In this
fragmented context, donors play a significant role. Donors, in their roles as advocates, direction-setters
and funders, can actively promote stronger referral systems in several ways:
●

●

●

Advocacy and priority-setting with coordination mechanisms. Donors can engage with the Resident
Representative, the ICCG and other actors to clarify the importance of establishing functional referral
mechanisms. Advocacy with UN agencies is particularly important, as UN agencies lead individual
clusters. Cooperation and buy in on the part of UN agencies is essential to improving the efficiency of
referral systems.
Funding and advocating for referral infrastructure. The process of harmonising targeting
mechanisms and tools is time consuming and is not necessarily in the interests of any individual
agency (as it requires human resources, financial resources and effort). Similarly, the process of
pushing for data sharing MoUs and common protocols will not benefit any individual actor. Donors,
with a higher level view of the response, can both fund some minimum initiatives (e.g. harmonised
targeting mechanisms) and advocate for adoption of infrastructure once it is built. Donors’ advocacy
is critical to support change within UN agencies in particular; these agencies absorb large amounts of
funding, but often implement programs on a large scale, and rarely have internal incentives to support
referral mechanisms.
Clarifying the importance of referral mechanisms to scale programs. For many scale programs,
priority is placed on roll out of the system, rather than development of mechanisms to interact with
other agencies. These structures are so large that it is challenging for smaller agencies to advocate
directly for referral; donors play a key role in supporting referral mechanisms in the context of scale
programs.
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●

Supporting adoption of referrals by smaller agencies. Smaller agencies require appropriate
resources to conduct referral (and particularly individualised referral mechanisms). While financial
resources represent a part of this effort, smaller agencies also need support in accessing
coordination mechanisms and building relationships with larger actors.
“The main impediment is that UN agencies don’t realise that they have to do [referrals]. It is
equally important that donors put pressure on the UN agencies to make it happen. Many
UN agencies are asking for money to do the same thing … Donors need to realise the
importance of coordination and pushing UN agencies to make it happen, because they are
the ones implementing.”

6.2 Developing a Common Understanding Between Sectors and Agencies
In order to improve referral systems, agencies need to develop stronger understanding: (1) about what
constitutes referral and how they can engage, (2) about the strategy added value of referral agencies, and
(3) about business processes of referral agencies.
There is a lack of common understanding in Yemen about what exactly constitutes a referral and what
systems exist (or do not exist) for referrals. Most actors interviewed for this research understand
referrals, not as a broad system, but instead only in the context of their organisation, program or sector.
Some respondents were only aware of batch referrals; others conflated integrated programming with
referrals; others assumed that referrals involved only the protection sector. Similarly, the majority of
respondents were unaware of how to access referral systems or support beneficiaries in moving through
the systems. No actor interviewed was able to provide an overview of the referral system in Yemen.
There is significant confusion not only about what constitutes referral, but also about the types of support
that different actors can offer beneficiaries. The added value of one agency is not always clear to another;
this lack of perceived value is compounded by lack of clarity around program strategies. In some cases for instance, the Yemen Famine Relief Fund - there is very little knowledge within the humanitarian system
regarding how the actor works.
“We meet different actors, but we have the impression that it’s a chicken without a head.
It’s hard for us to take them seriously, we need to know what their strategy and vision is
[before we can develop a referral entry point]”
Finally, particularly in the context of scale programs, it is critical for agencies to share a basic
understanding of the ‘business processes’ of other agencies. In order to refer successfully into a medium
term livelihoods or food security program, timing is likely to be important. Many such programs are
carried out in phases - for example, a cash for work project may provide income for beneficiaries for 6
months, implying that beneficiary selection only takes place every 6 months. Referrals that take place
after beneficiaries have been selected are unlikely to be effective. Agencies referring into such a project
need to be aware of beneficiary selection timelines. Such business process issues are particularly
relevant for scale programs; these programs operate on such a large scale that it is difficult, if not
impossible, for them to alter their processes for small scale referrals.
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6.3

Developing Infrastructure Supporting Referral Mechanisms

In order for successful referrals to take place, not only is it necessary to have clear service mapping and
referral pathways, but the infrastructure that facilitates effective referrals needs to be in place. This
includes: assessment harmonization and coordination; clear and cohesive targeting mechanisms; data
sharing protocols and values; and technical information management support. In the Yemen context, very
few of the supporting infrastructure pieces are adequately in place. ‘Over assessment’ of communities is
the norm where complimentary assessments, which consider (ideally) harmonized intake criteria across
types of programming are an anomaly. Most informants highlighted the impact that this has on
beneficiaries (assessment fatigue, lack of trust) as well as wasted time and resources. Hesitancy to
address these weaknesses are linked to scale of the response and lack of general awareness of the
response as a whole, entrenched ways of working (siloed thinking), territoriality, and fears over data
protection. This directly ties into lack of cohesive targeting criteria, particularly in similar types of
response – even within the multi-purpose cash environment – that varies significantly by organisation
either due to entrenched ways of working, competing donor preferences, and unwillingness to
significantly alter existing programming. Inconsistent targeting for similar forms of assistance means
more assessments at each stage of referral.
A lot of hesitancy with assessments and resultant referrals comes out of concern for data protection,
which is both an accountability and protection issue. There is a lack of a common understanding about
what data is acceptable to share and at what level, for what purpose. This occurs at both larger and
smaller scales in the response - and is very dependent on improving IM systems.
“Even referrals between CCY partners have been challenging...we cannot have a data sharing
agreement for each referral, we are in a consortium.”
“The [RRM] dataset that is issued is ‘by hub’ and how many people were displaced in the hub in the
month. What can we do with this? This is not usable data….It should be a PowerBI dashboard, it has
to be anonymized, but we need operationalizable data. Most people did not realize this was the role
[of the RRM data].”
The inter-sectoral nature of referrals causes a challenge for the humanitarian coordination system, which
is organised around sector-specific clusters. Inter-cluster coordination discussions can take place at the
Inter-Cluster Coordination Meeting (ICCM), but until now, referrals have not been prioritised at this level.
The ICCM has visibility on targeting and intake criteria across sectors, and has information necessary to
support harmonisation of assessments and intake forms. This visibility and information is not yet being
used to support streamlined referrals, but it could be possible for the ICCM to prioritise development of
referral pathways across sectors.

6.4 Engagement with Authorities
The complex government structures in Yemen poses multiple challenges for referral systems in Yemen.
Engagement with authorities looks very different in the North and the South. This expresses itself in two
distinct ways: 1) in the capacity of organisations to accept referrals directly, and 2) in the capacity of
organisations to operate their own internal referral systems. In the North, operational space is incredibly
restricted. In this case, organisations may have difficulty having the range of complimentary services and
level of communication between sectors and teams that is possible in the South. Teams may also
struggle to reach out to beneficiaries by phone for additional service follow-up as people are reportedly
less trusting of phone calls and less willing to provide information.
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Local authorities’ requirement for approval of beneficiary lists can also affect internal referral systems,
particularly if additional services were not stipulated in the initial sub-agreement to provide assistance.
Oppositely, if agencies commit to referrals in their sub-agreements with authorities, but cannot conduct
referrals for any reason, then the authorities are likely to hold the agencies to account, and to challenge
future efforts to include referrals in sub-agreements. In the South, area management approaches,
relatively good access, and increased flexibility with authorities means that organisations are better able
to ensure their programmes overlap. Informal referrals are able to occur through area-based
management systems.
“[Authorities] want to be in control over who is receiving assistance. In small cases, 1-3 cases, ok
we can confidently refer them [to another partner]. But a huge area with a lot of nutrition issues, for
example, where 10-20% of caseload needs to be referred – the authorities will get involved and first - we won’t be given permission to go ahead - second - they will take so long it will no longer be
available - third - when we present them with a list of referrals to ask for permission to get verified,
they get annoyed and angry that we got the list from the other partner.”

6.5 Presence of Complementary Services
As mentioned above, referral systems are reliant on complementary services being available. There is
clear demand for many services for which supply simply does not exist or does not geographically meet
demand. For instance, in a governorate where health is a key issue, but most hospitals have been
damaged or health actors are less present or overstretched, referrals are not likely to be effective.
Complementary services are not always available for a variety of reasons, including lack of funding for
basic service provision, destruction of services due to conflict and lack of funding for staff. Where
complementary services are not available, a referral system will not function well and, moreover, will
cause reduced trust among beneficiaries.
In Yemen, presence of complementary services in general is a serious problem. In the North, it is difficult
to either establish or connect with services. Local authorities restrict access of NGOs to given areas, and
restrict NGOs from communicating or providing supporting services. In the South, access and security
constraints can prevent the provision of complementary services. As above, education, health, in-patient
nutrition, and livelihoods programmes have been noted to have high demand, frequently without the
availability of adequate supply.
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7. Recommendations
7.1 To Donors
Push establishment of an inter-sectoral working group, under the ICCG, dedicated to referrals and
harmonisation of systems, as well as regular reporting on key indicators.
Fund and advocate for referral infrastructure, notably: harmonisation of targeting mechanisms, joint
assessments, common data sharing agreements, common referral information system, common
referral indicators between agencies.
Advocate with scale programs to ensure that internal referral mechanisms are seen as a priority and
are available to agencies.
Work to monitor establishment of and performance against common referral performance indicators.
Advocate with government agencies to raise understanding of referrals and support permissions for
agencies to establish referral systems.

7.2 To UN Agencies
For scale programs, conduct a process mapping of service delivery, share with other scale programs
and clusters, and jointly map access into the project.
For clusters, support harmonisation of referral system by: discussing referral options by type (rather
than generically), informing cluster members when beneficiary lists open up, supporting development
and monitoring of service provision SOPs including follow up measures.
For HCT, acknowledge the importance of referrals, establish a Referral Working Group linked to the
ICCM, develop indicators for referrals, and monitor referrals.
For all agencies, consider jointly advocating for permissions with government actors, and develop
joint messaging around the importance of referrals.

7.3 To Other Civil Society Actors
Aim to inform clusters or referral mechanisms of large-intake programs, including starting dates,
selection criteria and geographic locations.
Work to engage with UN service delivery mechanisms, including joint advocacy for development of
referral systems.
Use joint advocacy with local authorities to support permissions for referral systems.

To the Cash Consortium of Yemen
●

Pilot a layered, sequential referral approach (draft pilot process laid out in Appendix A).

●

Monitor referral approaches carefully, and identify best practices and lessons learned. Communicate
the results of the referral pilot to the broader humanitarian community in Yemen.

●

Work as CCY to engage with local authorities and advocate for referral between partners; if
successful, this will provide a best practice for other actors.

●

Work as CCY to present the full strategy of the program, including how it links to both humanitarian
and development actors, when setting up referral pathways.
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Annex 1: Prioritisation of Inward and Outward Referrals for CCY
Inward Referral
Referral Partner
Priority
Type
Organisation

Resources Required

Geographic Scope

Scale

WFP

High

Business process mapping16

Scale

UNHCR

High

Focal Point
Business process mapping

Identify high priority geographic areas for CCY (high incidence of food
insecurity, proximity to frontlines) and request to supplement GFD
beneficiary lists or register GFD waiting lists.
Request unassisted assessment lists (i.e. households assessed but not
assisted by UNHCR), in order to provide services to target households.

Scale

RRM

Medium

Scale

Unicef

Llow

Focal Point
Analysis of existing
database

No geographic limit, but restricted by new displacement.

Focal Point
Business process mapping
Focal Point

Identify high priority geographic areas for CCY (high incidence of food
insecurity, high instance of conflict) and request to supplement SWF
beneficiary lists.

Outward Referral
Referral Type
Partner
Organisation

Priority

Sector

Resources
Required

Timing Factors

Geographic Scope

Batch

High

FSL

Focal Point

FSL: Multiple
governorates

Nutrition (40,000
beneficiaries)

Business process
mapping

To refer into
livelihoods
programs, need to
match timing to
SFD’s beneficiary
intake process

16

SFD

Nutrition: Multiple
locations

Business process mapping refers to an exercise which combined project cycle management and internal systems mapping. It would involve identifying start
and end dates of projects, identifying times at which beneficiary selection and registration take place, and also outlining processes for beneficiary selection and
verification.

Batch

DRC/NRC

High

Protection
(documentation)

Focal Point

Batch

IOM T&R

High

Multiple (primarily
FSL)

Focal Point

Individual

Protection
Cluster

High

Protection (case
management for
severely
vulnerable
individuals and
groups.
Suggested:
unaccompanied
minors, GBV
survivors, legal
assistance)

Scale

WFP (GFD)

Established

FSL

Business process
mapping
Focal
Organisation

MoU amendment
(for inwards
referrals)
Referrals reports

Scale

Unicef Cash Plus

Medium

Multiple
(Nutrition,
education,
protection/
documentation)

Focal Point
Business process
mapping

CRA can be
requested to visit
communities or
households
Initiate discussion
on services,
timing, and
capacity
Can refer specific
vulnerability types
into a General
Protection lead
(identified
through
Protection Cluster
dashboard);
referring
outwards to
Protection Cluster
may pose
reporting issues
(due to Cluster
capacity)
To refer into GFD,
check the timing
of WFP’s
verification
exercises

Multiple
governorates;
locations to be
determined
Locations to be
determined

Align with timing
of Cash Plus
exercises.
Services:
documentation,
education, and
nutrition
programs.

Sana’a (governoate
and city) and Aden

Multiple
governorates;
locations dependent
on complementary
service provision and
protection partner

Full Country

2

Batch

WASH Cluster

Medium

WASH

Focal Point

Initiate discussion
on timing and
capacity

Scale

UNHCR

Medium

Protection

Focal Point

Batch

Care

Medium

Focal Point

Batch

UNDP

Medium

WASH (1.2
million)
FSL (1.4 million)
Protection
FSL

Continuous
referral possible
Initiate discussion
on timing and
capacity

Focal Point
Business process
mapping

Batch

ZOA

Medium

FSL

Focal Point

Scale

WFP
(humanitarian)

Low

FSL

Focal Point

Multiple
governorates;
locations to be
determined
Full Country
Locations to be
determined

Requires a
discussion on
programs, timing,
and capacity

Locations to be
determined

Requires a
discussion on
programs, timing,
and capacity
Continuous
referral possible

Locations to be
determined
Full Country

3

Annex 2: Referral Systems
Sector

Program

Referral Direction
Inward Outward

Referral Type
Ind.
Batch

Current Performance

Capacity for expansion

Scale

Protection

N/A
(cluster
level
analysis)

Highest performing referral
type in the Yemen context.
Protection sector has
harmonised assessment
forms, service mapping,
infrastructure for inter-agency
discussion and follow up.
While good practices may not
be uniformly implemented,
they do exist within the sector
in Yemen.

Limited capacity for scale-up:
programming is resourceintensive, case management
approach is time consuming,
non-protection staff are unlikely
to have skills. New referrals
should focus on specific
vulnerable groups. Likely
candidates would be
households with an injured
family member, unaccompanied
minors, GBV survivors).

Protection

UNHCR

Distinct intake form is used.
Assessment results not
disseminated; no active
referral pathways sought.
Prospect system is used;
currently open only to UNHCR.

Strong possibility for expansion.
Discussions have started for
UNHCR to refer ‘surplus’
households to CCY.

n/a
(cluster
level
analysis)

Health is a critical need, and
was acknowledged as such by
a significant minority of
respondents. Some referrals
are taking place within the
scale program structure. The
sector is broadly recognised
as posing a gap in the referral
pathway.

While health is a critical need, it
is also likely to need an
individualised approach. CCY
should not focus on health as a
sector, given the likely resource
requirements. However, if
households with an injured
family member are selected as
a key vulnerability criteria, then
opportunities and barriers to
health referrals should be
tracked during the pilot phase.

Health

Nutrition

SFD

SFD currently serves
approximately 40,000
beneficiaries with cash for
nutrition support. Few if any
referral linkages established.
Demonstrable impact. One
key challenge to
implementation was the lack
of nutrition facilities.

Strong capacity for expansion,
in collaboration with SFD.
Would require development of a
specific referral pathway and a
commonly understood goal.

Nutrition

Unicef

Unicef currently uses cashplus to transition beneficiaries
from SWF to nutrition
programs. Cash Plus program
limited to Sanaa and Aden.
Nutrition program is wider.
One key challenge to
implementation was the lack
of nutrition facilities.

Possibility for expansion in two
ways: (1) CCY beneficiaries
could be enrolled in the Cash
Plus systems in Sanaa and
Aden, or (2) CCY could set up
separate referral systems
outside Sanaa and Aden.

Nutrition

ACF

Nutrition interventions
reached 44,620 people.
Focused on Al Hodeidah,
Abyan and Lahj. One key
challenge to implementation
was the lack of nutrition
facilities.
Distinct intake form is used.
Information is disseminated
to clusters, but is not
considered fully usable. Some
referrals take place to other
scale programs and NGOs. No
follow up.

No contact with ACF – would
require discussion and start-up.

Shelter/NFI

UNFPA/R
RM

Referrals into CCY (and likely
other clusters) appear underrepresented. This may be due to
data management issues. As
such, possibility for expansion
exists, if technical support is
provided.
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FSL

WFP GFD

Distinct intake form is used.
Assessment process is not
understood by potential
referring partners, so it is
unlikely that referrals are
enrolled. SCOPES is only used
by WFP, not other actors. Use
of biometrics is sensitive.

FSL

WFP
(other)

FSL

Care

FSL

IOM T&R

Distinct intake form is used.
Referrals appear to be
successful.
Care provides FSL services to
1.4 million people; this
includes cash transfers.
Limited formal engagement
with other mechanisms.
Growing program.

FSL

FAO

Sizeable program (based on
FSL mapping).

Referrals are currently not fully
understood. CCY has an MoU
with WFP and cases are being
enrolled, but it seems likely that
they are being enrolled in shortterm food provision rather than
FGD. A common effort for WFP
and CCY to jointly map out
processes and for WFP to
develop an internal protocol for
referrals would be welcome.
Likely high capacity for
expansion.
Likely high capacity for
expansion.

Likely high capacity for
expansion.
FSL should be a focus of
referrals for CCY. These
referrals should take a ‘batch’
approach, however. Large
programs should be identified
(starting with FAO, SFD UNDP
and Care), and the timing of
their beneficiary registration
should be mapped. Several
weeks before any beneficiary
registration, CCY should engage
to transfer any relevant cases.
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FSL

UNDP

Sizeable program (based on
FSL mapping).

FSL should be a focus of
referrals for CCY. These
referrals should take a ‘batch’
approach, however. Large
programs should be identified
(starting with FAO, SFD UNDP
and Care), and the timing of
their beneficiary registration
should be mapped. Several
weeks before any beneficiary
registration, CCY should engage
to transfer any relevant cases.
There is a possibility for
expansion. A batch approach
should be used, in which full
communities, or groups of
households, are referred.
There is a possibility for
expansion. A batch approach
should be used, in which full
communities, or groups of
households, are referred.

WASH

SI

Referral does take place on an
ad hoc basis; referrals
correspond to the batch types.

WASH

Care

Care provides WASH services
to 1.4 million people in
Yemen.

Multi

Unicef

No assessment is conducted
(SWF beneficiary list from
2012 is used). Referrals take
place primarily within UNICEF,
through the Cash Plus
program. Program covers only
Sanaa (city and governorate)
and Aden. Restricted to key
services.

Possibility for expansion, but
this would need to be done in
line with UNICEF’s business
processes. CCY could plan to
provide supplementary longerterm cash support to the SFDCash Plus beneficiaries. Such a
process would require careful
mapping and collaboration with
UNICEF, and would need to be
integrated into their case
management and phasing
process.
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Annex 3: Organisation and Service Provider Density
Table 5: Number of organisations by governorate

Governorate

Need*

Protection
CP

Food Security

General

Mine
Action

Women

Abyan

418,544

2

2

2

2

7

Aden

722,791

3

6

2

5

4

Al Bayda

543,743

2

2

1

4

1

Al Dale’e

589,476

1

4

1

4

4

2,491,619

4

6

1

6

3

507,256

2

2

0

1

2

53,126

0

0

0

2

2

557,678

1

0

0

2

4

1,984,573

6

4

0

11

4

880,649

3

1

0

3

3

1,433,257

3

2

0

4

5

580,500

2

1

0

5

8

Hajjah

2,107,819

3

4

0

4

6

Ibb

1,660,980

2

5

1

5

8

Lahj

613,837

4

4

2

4

12

Marib

893,165

6

5

2

2

4

Raymah

402,432

1

1

0

2

2

Sa’dah

691,161

3

2

1

3

4

Sana’a

924,452

3

2

1

3

3

Shabwah

404,490

2

1

1

2

4

35,291

0

0

0

0

0

1,942,646

5

8

1

5

10

Al Hodeidah
Al Jawf
Al Maharah
Al Mahwit
Sana’a City
Amran
Dhamar
Hadramawt

Socotra
Taiz

* severe + extreme + catastrophic, for both IDP and non IDP populations, as per 2021 HNO

