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Location: Yemen
What we know: Yemen is home to one of the worst protracted humanitarian
crises globally.  

What this article adds: The estimated prevalence of acute malnutrition in Yemen
has risen during the current conflict. Community-based management of acute
malnutrition (CMAM) programming, introduced in 2009, has evolved to meet
increased caseload and now includes mobile teams, integration with vaccination
and community health worker services, and increased geographical coverage.
Progress is reflected in significant improvement in cure rates, defaulter rates and
estimated number of deaths averted (over 221,669 deaths of children under five
years old were averted between 2012 and 2017). Management of acute
malnutrition (MAM) treatment scale-up has not kept pace with severe acute
malnutrition (SAM) treatment (48% versus 72% geographical coverage). Further
quality improvements and coverage are hampered by low funding for CMAM in
2016-2017, import restrictions on supplies, limited access, limited numbers of
community health volunteers (CHVs) and unpaid health worker salaries. Critical
actions being taken to scale-up quality CMAM programmes further focus on
outreach; greater scale-up of MAM treatment; securing urgent funding to
support life-saving treatment services, especially in high-risk districts; and
livelihood interventions to help alleviate food insecurity.

Experiences of
implementing
CMAM in Yemen
and number of
deaths averted  

Health workers providing integrated outreach
services in Sana’a governorate, 2017

Background
Yemen is one of the poorest countries in the
world, ranked 168 out of 188 (2016) on the
United Nations Development Programme
(UNDP) Human Development Index (UNDP,
2016) with a poverty rate in 2017 of over 62%
(World Bank, 2017). Yemen has suffered from
internal conflicts and clashes for several years,
resulting in severe disruptions of services, lack
of security for the population and 3.2 million
internally displaced people (IDPs) (YHNO,
2018). One of the worst protracted humanitarian
crises globally, the country now faces unprece-
dented displacement, a sharp rise in the price
of basic commodities, food insecurity, high
levels of unemployment, poverty and malnu-
trition, outbreaks of communicable diseases
(particularly water-borne diseases) and risk
of famine. An estimated 22.2 million people
(76% of the population) are now in need of
humanitarian or protection assistance, including
11.3 million who are in acute need (YHNO,
2018). More than 274 health facilities have
been destroyed or damaged due to air strikes
or ground fighting and only half of all health
facilities are functioning; even these face severe
shortages in medicines, equipment and staff,
with non-payment of salaries being a common
problem (YHNO, 2018).

e situation in the country is greatly
affected by the huge deterioration in the econ-
omy. Gross domestic product (GDP) fell by
41.8% between 2015 and 2017 and continues
to decline, while the Yemeni Riyal (YR) has
devalued at an alarming rate (from YR215 to
the US dollar in 2015 to YR500 to the US

dollar in 2017)1. Prices of fuel and basic com-
modities continue to rise as the purchasing
power of Yemeni families falls and livelihood
opportunities continue to diminish or disappear,
further limiting people’s access to healthcare
and food. As a result, millions of people are
now unable to meet their basic needs inde-
pendently; recent estimates are that 17.8 million
people (60% of the population) are food-in-
secure and 8.4 million (29% of the population)
are severely food-insecure and at risk of star-
vation. ese factors combined are bringing
the country ever closer to famine: a total of
107 out of 333 districts are now facing height-
ened risk of famine, an increase of 13% since
April 2017 (YHNO, 2018).

Yemen has historically had one of the
highest rates of chronic malnutrition in the
world; close to 60% of children were stunted
in 20032, which had reduced to 41% in 2013
before conflict broke out3. Recent estimates
are that 1.8 million children under five years
old (15%) and 1.1 million pregnant or lactating
women (PLW) are now acutely malnourished,
including approximately 400,000 children
under five years old who are suffering from
severe acute malnutrition (SAM) (YHNO
2018). Global acute malnutrition (GAM) rates
are as high as 27-31% in some locations
(YHNO, 2018). e severity of GAM according
to district is shown in Figure 1. 
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1 Socioeconomic update, Ministry of Planning and Interna
tional Cooperation, issue 30, December 2017.

2 Yemen Family Health Survey, 2003.
3 Yemen Demographic Health Survey, 2013.

Field Articles..................................................



65

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

is article shares the experiences of managing
acute malnutrition in the Yemeni context, in-
cluding the many challenges but also progress
made in spite of a hugely difficult operational
environment and escalating needs.
 
Approaches used in Yemen to
manage acute malnutrition
In response to the prevalence of SAM in Yemen
the first SAM management protocol was devel-
oped in 2005. e Government of Yemen and
partners subsequently initiated emergency nu-
trition interventions in 2009, including com-
munity-based management of acute malnutrition
(CMAM). e nutrition-cluster approach was
adopted and initiated in Yemen in August 2009.
e steady increase in the acute malnutrition

caseload necessitated the development of an in-
terim CMAM guideline in 2013 (based on the
2005 guideline), which was revised in 20174, in-
cluding training modules and a community-
outreach strategy to increase coverage.

e CMAM programme is implemented
through fixed health facilities, mobile teams
(MTs) and integrated immunisation campaigns,
outreach5  and community health volunteers
(CHVs) (see Figure 2). e programme was ini-
tially implemented through fixed health facilities
only; however, only 60% of the population had
access to health services, a situation which dete-
riorated further as a result of the conflict; by
2018 only 50% of health facilities were functional
(YHNO, 2018). e Government and partners
broadened the implementation modalities to
improve access and coverage; for example, by
integrating the nutrition component into vacci-
nation campaigns and using MTs to reach remote
areas with no existing fixed health institutions,
conflict-affected areas where services have been
obstructed, and displacement areas. is was
guided by a 2015 Ministry of Health (MoH)
technical and financial plan to aid implementation
and standardise partner efforts. e Government

has also invested in growth monitoring of children
under five years of age and the promotion of ap-
propriate infant and young child feeding (IYCF)
practices. e number of IYCF ‘corners’ located
in health facilities increased from 17 in 2012 to
826 in 2017 as a result (although this still falls
far short of needs and is not currently growing
in line with CMAM expansion). IYCF aware-
ness-raising is included in the MTs through
health workers and/or CHVs.

CHVs: community health volunteers; OTP:
outpatient therapeutic programme; CMAM:
community-based management of acute mal-
nutrition; IYCF: infant and young child feeding;
MT: mobile team; DHO: District Health Office;
GHO: Governorate Health Office; IMOs: infor-
mation management officers; MoPH: Ministry
of Public Health. 

Scaling up CMAM in Yemen
To track CMAM scale-up and improve quality
and standardisation of data collected, the Gov-
ernment and partners developed a unified re-
porting tool and mechanism in 2013-2014,
which has since been revised on a yearly basis
to accommodate latest information needs. Data
flows from community level via CHV reports
to each health facility outpatient therapeutic
programme (OTP), to the district-level health
office then to governorate-level health office
and finally to the Ministry of Public Health and
Population (MoPHP), as shown in Figure 2.  

While the majority of interventions were
originally implemented through the MoPHP,
the presence of humanitarian agencies imple-
menting CMAM has doubled since 2013 to 34
partners. ere is now an increased interest by
the international community in funding CMAM
programmes in Yemen and since the risk of
famine was declared in 2017, additional resources
have been mobilised. A number of ‘traditional’
donors such as the United States Agency for In-
ternational Development (USAID), European
Civil Protection and Humanitarian Aid Opera-
tions (ECHO) and the UK Department for In-
ternational Development (DFID) provided fund-
ing to both United Nations (UN) agencies and
non-governmental organisations (NGOs), while
pooled funding (Yemen Humanitarian Pooled

4 CMAM interim guideline, 2013.
5 Yemen Health System Profile. WHO, 2006.
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A severely wasted, low birth weight newborn,
born prematurely to a malnourished mother,

Alamana governorate, 2017
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Funds and the Central Emergency Response
Fund (CERF)) managed by the United Nations
Office for the Coordination of Humanitarian
Affairs (UNOCHA) is used to fund priority lo-
cations and projects with funding gaps. In 2017
the World Bank also began funding projects in
Yemen that directly and indirectly support the
scaling-up of the CMAM programmes. is re-
sulted in US$127.1 million (69.7% of require-
ments) received for Nutrition Cluster interven-
tions in 2017, compared to US$39.8 million
(56.4% of requirements) in 2014 before the es-
calation of the conflict. Some of these funds
have been used to build the capacity of the
MoPHP to monitor and evaluate CMAM pro-
grammes and carry out joint CMAM missions
between the MoPHP, NGOs and UN agencies. 

e programme has scaled up steadily since
2011, as shown in Figure 3. In 2017, 330 (11%
more than in 2016) additional OTPs and 436
(22% more than in 2016) additional therapeutic
supplementary feeding programmes (TSFPs)
were established. Over half a million children
were admitted to the CMAM programme in
2017, which is one quarter of the projected
caseload. However, in spite of the geographical
scale-up (72% and 48% for OTPs and TSFPs re-
spectively), the number of admissions remained
similar in 2017 compared to 2016 for both SAM
and MAM treatment programmes (as per the
data currently available in the Nutrition Cluster).
In addition, TSFP scale-up did not match OTP
scale-up, which explains the low admission rate
of MAM cases from 2009 to 2016, even though
MAM caseload is four to five times the SAM
caseload (as shown in Figure 3).

ere are several contributing factors to this:
first, not all reports for CMAM treatment have
yet been received (there are still 117 reports
missing from OTPs and 30 reports missing from
TSFPs from MoPHP); these are expected to sig-
nificantly increase the number of new admissions
to CMAM programmes. Second, outreach serv-
ices in Yemen remain weak, with less than 25%
of needed CHVs currently in place and a limited
number of mobile teams. ird, health workers
have not received salaries for more than two
years and there are competing priorities in the
health system, such as the cholera outbreak,
which impacted CMAM programme imple-
mentation. Fourth, the deteriorated economic
situation has severely affected the population’s
ability to seek services, including those for mal-
nutrition treatment. e integration of MUAC
screening into the polio campaign in October
2017 increased active case findings; over 65,500
and 227,000 children under five years old were
found to be severely acutely malnourished and
moderately acutely malnourished respectively. 

Performance of the CMAM
programme in Yemen
Many quality issues remain in the CMAM pro-
gramme in Yemen and some standards fall
below SPHERE indicators, although there has
been encouraging improvement in programming
quality over the last few years.

SAM cure rates increased significantly from
64% in 2013 to 77% in 2017 and the numbers of
defaulters and deaths among children also re-
duced (Figure 4). Similarly, for MAM treatment,
cure rates increased from 55% to 78% in the
districts where the programmes were imple-
mented, also due to decreased number of de-
faulters, which correlates with less stockouts of
supplies (Figure 5).

Despite this progress, the programme faces
many bottlenecks. While there have been sig-
nificant increases in funding (described above),
funding remains below necessary levels (the
CMAM programme was only 69.7% funded in
2017), especially for the MAM and PLW acute
malnutrition treatment component. Another
constraint is the restrictions on commercial and

Variety of Food Groups Consumed – April 2017 and December 2013Figure 3
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MAM performance indicators (2013-2017) Figure 5
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Standard CMAM training packages were de-
veloped for health workers and CHVs by the
MoPHP with technical and financial support
from UNICEF. e training was rolled out across
the country by a pool of MoPHP-qualified trainers
to both government and NGO workers. Over
10,000 health workers have been trained on the
CMAM package to date; training has been delivered
on the provision of nutrition services as part of
the primary healthcare package in OTPs and the
integration of nutrition services into MTs and
vaccination outreach. In addition, to increase
CMAM coverage, over 16,500 CHVs have been
trained in community sensitisation and the pro-
vision of basic services, including awareness-
raising, screening, referral and follow-up of acutely
malnourished children and PLWs. 
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humanitarian imports and distribution, which
has led to general reduction in food availability
in the country, thus leading to increased food
insecurity and increased caseloads for CMAM
programmes. Furthermore, access, movement
and activities in certain governorates/districts
are restricted due to the escalation in the conflict,
cumbersome bureaucratic impediments and
complex clearance mechanisms. e capacity
of NGOs in Yemen also remains low; one of the
main contributing factors to this is the difficulty
of obtaining visas and bringing international
humanitarian personnel into the country to
complement and build national capacity. Limited
numbers of CHVs and cessation of health work-
ers’ income create additional pressures, as pre-
viously mentioned.

Deaths averted by the CMAM
programme in Yemen
SAM carries a high risk of death and requires
therapeutic treatment for recovery, which high-
lights the importance of CMAM scale-up. To
estimate deaths averted by the CMAM pro-
gramme in Yemen, the same equation as used
in a CMAM programme in Nigeria (Bulti et al,
2015) was applied, as recommended by the
Global Nutrition Cluster (GNC) to estimate the
number of lives saved in one year for use in ad-
vocacy. In this equation, DA= EM* PC* NT
(where DA is the estimated number of deaths
averted by the CMAM programme; EM is the
expected excess mortality in untreated SAM
cases with similar severity of wasting to those
treated by the programme; PC is the proportion
of SAM cases cured by the programme and NT
is the number of SAM cases treated by the pro-
gramme). Yemen’s cure rate, caseload and un-
der-five mortality for the last six years were
used and, similar to the Nigerian study, an esti-
mate of mortality associated with MUAC was
used, based on published data on mortality as-
sociated with MUAC in untreated SAM cases
(Briend and Zimicki, 1986; Briend et al, 1987
and Vella et al, 1994). Using these calculations,
in 2017 alone 260,000 children under five years
old were admitted to the SAM programme
(OTPs), over 50,000 of whom were saved from
death, which is around 20% of cases admitted.
Over the last six years, during which time around

1.2 million children under five years old were
admitted to OTPs, it is estimated that over
221,600,000 children were saved from death,
which is around 19% of the cases admitted.
ese calculations serve to emphasise the impact
of the programme on deaths averted; the limi-
tations addressed in the original study apply
here also. While this is a good achievement,
quality CMAM scale-up in Yemen with increased
focus on equity to reduce defaulters and increase
access would save many more children’s lives in
the country.

Future recommendations for
CMAM programming in Yemen
In light of progress made in the treatment of
acute malnutrition, challenges experienced and
lessons learned, several key actions are needed
in Yemen to improve CMAM programming. 

Further scale-up of quality CMAM pro-
grammes is necessary, focusing on community
outreach-supported activities to improve access
and utilisation. CMAM components must be
scaled up in parallel to cover SAM, SAM with
complication and MAM children; slow scale-
up of MAM services for children is an important
bottleneck. An urgent appeal should be issued
to all major humanitarian donors to fund CMAM
as a critical life-saving activity, especially in dis-
tricts at high risk of sliding into famine. Con-
tinuous advocacy for secure humanitarian access
and facilitation of importation and distribution
of goods is also critical. 

Plans for 2018 aim to address some of the
constraints mentioned in this article. Cluster’s
geographical coverage of CMAM will be increased
to 85% of functional health facilities (for SAM
treatment throughout the country and for MAM
treatment in priority districts), including scaling
up MTs from 113 to 200. is also includes
scaling up current TFCs in the country from 49
to 85 during 2018, based on a detailed scale-up
plan. To avoid duplication and fill gaps, all new
programmes are now mandatorily coordinated
with the DHOs and GHOs and are open in
those areas most in need, based on the results
of micro-assessments and knowledge of the sit-
uation. An additional 15,000 CHVs will be
trained and supervised to support scale-up, and

several capacity-building activities will take
place among different cadres through the MoPHP
for sustainability of nutrition efforts in the field. 
In 2018 the MoPHP, with UNICEF support as
the Nutrition Cluster lead, aims to improve the
quality of monitoring and supervision visits by
the GHOs and DHOs by ensuring that each
monitoring visit provides an opportunity to in-
crease programme quality through the provision
of immediate mentoring to overcome identified
problems. An online system for CMAM reporting
is also being finalised to improve the quality of
reports submitted and availability of information
for all partners. 

Additionally UNICEF, World Health Organ-
ization (WHO) and UNDP projects, funded by
the World Bank, aim to support the functioning
of health facilities. is will indirectly contribute
to better coverage of CMAM services and support
CMAM scale-up.

IYCF activities, an important prevention
component of CMAM programmes, while also
scaled up year by year, remain below necessary
levels. In response the Nutrition Cluster is plan-
ning to develop guidance on ‘IYCF corners’ to
make them standard within all services and to
more than double the number of CHVs trained
in IYCF to provide health education in com-
munities.

A bottleneck analysis is planned for CMAM
programmes in Yemen in 2018 to identify key
bottlenecks and to develop a plan on addressing
them to improve CMAM programming further. 
Addressing the immediate and underlying causes
of acute malnutrition is also necessary in order
to decrease the CMAM caseload in the country.
e Nutrition; Water, sanitation and hygiene
(WASH); Health; Food Security; and Agriculture
Clusters are now working together to develop
and pilot an integrated famine-risk reduction
approach in Yemen.

For more information, please contact Najwa Al
Dheeb at naldheeb@unicef.org
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A malnourished child from Dhamar who has
been screened and is receving treatment

through integrated mobile team services, 2017
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