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Abstract

The 2004-2007 Yemen Public Health Expenditure Review (PHER) i s the third
round of PHER estimates completed by the help of the NHA team at the
Ministry of Public Health and Population of the Republic of Yemen. While it

builds upon the two rounds PHER estimates carried out for 1998, and 1999-
2003 it has adapted to the Yemeni context . This round of estimates benefit
from 000 the PHERof 1998 and 1999 through 2003 that was completed in 2005,

from results of the 2004 Census and the annual public expenditure reports

issued by MOF. In addition to t he findings of the NHA estimates of 2006.
This P HERreports analyzes the levels and trends in government financing of

the health sector in Yemen during the period 2004 through 2007. Total
government spending on health increased during the four -year period, with
41 Percent from 56 billion Yemeni ri als (YR) in 2004 to YR 79 billion in

2007. These amounts interpret into per - capita spending of YR2884 (US$15.61)

in 2004 and YR 3713(US$18.66) in 2007. But, as a Percent of total
government expenditure, government heath spending declined substantially

over the period, from 6.3% in 2004 to 4.5% in 2007. As a Percent of gross
domestic product (GDP), total government health spending decline over the

same period, from 2.1% of GDP in 2004 to 1.6% of GDP in 2007. Because

annual growth in real GDP per capita over the whole period was 16%, real
government health spending per capita didn't go in the same pace with GDP
growth it was 6 % only. The annual growth of r ecurrent government spending

on health averaged about 70.5 % of total government health spending from
2004through 2007, growing by 80% in that period, although its year - over -
year growth was slightly variable. Decrease in government investment

spending for health was also uneven. The share of investment composed of

foreign aid dropped significantly over that period, from two -thirds of
government investment spending in 2004 to more than one - third of government
investment spending in 2007. From the 2006 NHA report, cost - sharing has

become a very significant source of revenue supporting many facilities
sponsored b y government (topping up government budget transfers), being

responsible for more than the total recurrent expenditures. Investment in

AGEI AET ¢ AT A ANOEPPET C 1Ax EAAEI EOEAO EAO
budgetary capacity to staff them adequately. The asso ciated needs of the
new facilities likely exceed the availability of trained per sonnel even if
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budget were available. If trained staff were available, the new facilities

xi 01 A T EEAI U OANOEOA EIT AOAI AT 66 ET OEA ¢i OAOT I Al

roughly two to three times the rate it has ex perienced in recent years. At
the same time investment spending has ballooned, the share of the budget
devoted to maintenance and repair of existing equipment and facilities has

not only been too low (at about 2.5% . 2.9% of total recurrent spending).
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Introduction

9AT ATRO EAAIT OE OAAOIT geridd ©f trdnkito ByR2016, Ydmen is
expected to have a population of around 28.1 million. In addition to this

major demogr aphic change, epidemiological and nutritional transitions are

also occurring. Taken together, all these changes will require a very
different Yemeni health system from the one that exists today. But although
Yemenis are living longer, too many children con tinue to die of preventable
diseases and too many mothers die in childbirth. While Yemen still has this

heavy, albeit declining, burden of fighting communicable diseases, the
number of non - communicable diseases (diabetes, heart diseases, cancer etc)

is inc reasing rapidly. This double burden of high communicable and
increasing non - communicable diseases is placing additional pressures on the

health system.

In the past few years, Yemen has introduced some major changes into its

health system: decentralization has empowered districts and governorates to
manage and finance their different resources including the health workers

(midwives, nurses and doctors). However, Yemen is encountering difficulties

in implementing these bold reforms. For example, it still uncl ear to whom

health workers are accountable, and one consequence of this lack of

accountability is high levels of absenteeism from work and working at the
private health facilty at the same time . These difficulties are a
reflection of the broader challenges OEAO xEIl Z£EAAA 9AI AT RO EAAI OE

in the decade ahead.

This P HER is a very timely and welcome analysis that supports Yemen in the

development and implementation of its health sector strategy and a first

Ei pT OOAT O EI DOO A& O OEA ' 1 OAérh Nakidnd) Redelopnde@ O - AAEOI
Plan (2011 -15). This P HER highlights a number of different trends of public
expenditure on health in Yemen and highlights a series of fundamental

guestions about the future. These questions include the overall adequacy of
funding, the role of public versus private expenditures in the health
sector, the roles of central and governorate budgets, appropriate
mechanisms for mobilizing resources, and the proportion of public

expenditure that should be devoted to public health, as encounter to



individual medical care. This report provides six ideas for making the

health system more efficient.

The PHERIis a follow -up to thel99 8 and the 1999 -2003 Yemen Public Health

Expenditure Review and follows i ts successful model of collaboration
between the Government of Yemen and the World Bank. This report was written

in close collaboration with the staff from the Ministry of Public Health

and Population and some other government ministries and organizations. As

a first step, with this PHER we hope to provide the Government and its
partners with opportunities to maximize the efficiency of health spending.

Following this report, we also look forward to subsequent analyses that

will address the various components of the Yemeni health care system.

Yenen has made major improvements over the past three decades in its health
system, but is struggling to achieve important health outcomes, especially

among the poor. This can be explained by not only continuing, but also new,
challenges that the country is f acing due to demographic, epidemiological

and nutritional transitions that are increasing the demand for healthcare.

9AT AT RO cOi xET ¢ AATTTI1 Ut EOO bPil EOGEAAI
decentralization allow it to think expansively about healthcare, as

needed. However, improvements are also very much needed in spending
efficiency and quality of services. Although improvements have been made in
increasing access to health services, the per formance of the current health
system is inadequate for achievin ¢ O AAURO AT A EOOOOA
providing financial protection for poor Yemenis. Already, important steps

have been taken to issue the Social Health Insurance Law . Nonetheless,

OOAAEI

is

EAAI OE

utilization of health services in Yemen is low and self -treatment hi gh by

international comparisons. Despite substantial increases in public health
spending in recent years, overall health spending in Yemen remains low and
continues to be inequitably distributed between and within governorates,

while analysis also reveals major inefficiencies.
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Executive Summary

This PHER introduces and then discusses the major proportions of public
financing of the health sector in Yemen. It is the third comprehensive PHER
for the Health Sector.

The health sector is financed from three main sources . Some 67 percent is
made up of private spending, of which about 99 percent is out - of - pocket
spending. Despite substantial increases in public spending, private

health spending still comprises the bulk of total health

expenditures . Although, modest increases in recent years, Yemen still

spends comparatively little on health. In total, Yemen in 2006 spends

about 5.3 percent of GDP on the health sector . 9AT AT RO bDOAI EA
expenditures on health have increased modestly. In real terms, Total

government spending on health increased during the four - year period,

with 41 Percent from 56 billion Yemeni rials (YRS) in 20 04 to YRs 79

billion in 2007

In the years directly after decentralization, more than one third of

public health spending was carried out by governorates and

districts . The recurrent expenditure account for 70 percent of the

total, and the investment accou nt for 30 percent . Power over budget
and expenditure decisions has devolved to governorates and districts

as a result of health sector reform and then local administration

law, which emphasized on decentralization. The annual per capita health
spending thr ough governorate budgets was YR 1,167 for the four - year period.
There is a wide range of variances of annual per capita spending figures by

governorate around this national averages.

Recurrent government spending on health has averaged more than tow third of

total government health spending averaging 70% over the four - year period.

The average annual increase over the four - year period was 22%. The central

government still control a very big amount of the total recurrent health

expenditure. Especially, purcha sing drugs and vaccines still the

responsibility of the central government. Around 40% was spent on wages

and salaries On average over the four - year period, only about 2% of the

OAAOOOAT O AOACAO xAO OPAT O 11 =ei AET OAT AT ARz 1T £ EA

However, the distribution of spending in the recurrent budgets are very
different between the central authority and the local authority. These
differences derive mostly from the separate and distinct roles of the two

levels of government play in responsibiliti es for procurement within the
health system. Annual per capita recurrent spending through governorate
budgets was YR 987 for the four -year period. There is a wide range of

variances of annual per capita spending figures by governorate around these
national averages. While these data imply an uneven distribution of funds
by government, it should be said that a proper or fair distribution of the

MoPHP budgets by governorate might not necessarily correspond to the
distribution of the population by governorate.

There are four major sources of funds for government health investment
spending: the Central MoPHP budget, governorate health budgets, the Social
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Fund for Development (SFD), and the Public Works Projects (PWP). the
distribution of the capital investment health expenditure between local and
foreign funds, more than half 52% was being generated from foreign
assistance, and the rest 48 % was being received from the local budget. The

largest share of capital investment was spent by the MoPHP, which is 66

perc ent of the over all capital investment. The rest of 44 % was being

spent by the other organizations. Actual expenditures differed from the
approved investment budgets by source of funds local and foreign. There are

numerous substantial differences, with la rge variations amongst the m
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Background z The Yemen Health Sector

Overall Status

Yemen faces a major challenge in improving the health status of its

population. Poverty, low participation in education (especially for

girls), high illiteracy rates, and limited access to drinkable water and

proper sanitation all contribute to the poor health status of the

population. In addition, it is in a period of epidemiological transition:

Communicable diseases, such as tuberculosis and mea sles, although in

decline, remain high, while NCDs, such as diabetes, heart disease and

cancers are increasing. The increase in NCD is primarily attributable to

changes in dietary behavior and more sedentary lifestyles. The implications

of these changes in the demand for healthcare are important for decisions

regarding health financing and allocation of resources. Although , access to

health services is limited Z about 6 7 percent of the population has access

Ol AAOEA EAAI OE OAOOEAAOGt ! OlthAndicatdrOddd ambng 9 AT AT RO EAA
the lowest in the region. The maternal mortality rate (365 deaths per
100,000 live births) and infant mortality rate (75 deaths per 1,000 live
births) are the highest in the Middle East and North Africa Region. Yemen

is one of the few countries in the region where malnutrition is a major

problem, particularly among children. Population growth, at 3.02 percent

per vyear, is among the highest in the world, while family planning programs

appear to have very limited reach. At the same ti me, the incidence of

injuries and chronic diseases such as cancer and heart diseases is on the

rise. These indicators demonstrate an urgent need to improve access to

basic health services, while preparing for a rising demand for more costly

specialized hea Ith services.

However, Yemen continues to under perform in a number of important areas

and, as a result, is unlikely to achieve several of its health - related
MDGs. In particular, the country has made very little progress in reducing

maternal mortality, imp roving child nutrition and other health determinants

or addressing geographic health disparities.

'l OET OCE 9AiI AT RO EAAI OE x1 OEZI OAA EO <cOixETCct OE,
DOAAOEAAz xEOEI OO0 POI DAO 1T OAOOECEO EET AAOO OEA AEAE7
The governmel O© EAO Al 11T xAA EOO OOAZE&E O1 AT CAcCA EI 2AC
recognition of the low level of public salaries. However, allowing public

health workers to simultaneously take jobs in the private sector has

negative effects. Proper oversight mechanisms to ensure accountability for

public working hours and maintain quality standards are still weak in

Yemen. In addition, since urban areas are generally more attractive to

private health service providers, dual practice may also contribute to the

shortage of health wo rkers in rural areas.
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The Government Health System

The public sector remains the major provider of health care at all levels
of services. At present there are 55 major hospitals, 173 rural and

district hospitals, 805 Health Centers, and 2,609 Health Units directly

under the Ministry of Public Health and Population (MoPHP). In addition,

there are two autonomous tertiary care hospitals (Al - Thawra and Al - Kuwait

(T OPEOAI O ET 3AT ARA #EOUt OEAO OAAAEOA AOACAO Al 1T 7
of Finance (MOF). There is evidence of an expanding role for the private

for - profit health sector and Non - Governmental Organizations (NGOSs) in the

delivery of health services. Although the exact number and scope of their

activities are not yet known, it is likely that the c oordination of

investments and activities between the public and private sector will

become an important issue in the coming years.

So far, decentralization has failed to deliver its full potential to

improve health service delivery. Within the current civ il service and
decentralization regulations, local governments have limited authority in

managing their staff . The current fiscal transfer formula contains a

fiscal incentive to expand staff levels. This has led to substantial

increases in the number of u nskilled staff in the different sectors and is
having a similar effect on health sector staffing. However, local
governments have limited flexibility in deploying health workers or in
sanctioning staff , for example, for absenteeism or working with the

pri vate sector during official working hours. This lack of local authority

and accountability hinders the development of a more efficient and well -
distributed health workforce at the district level, resulting in some

health centers being overstaffed while oth ers face staff shortages.

Health infrastructure is also deficient in quality and many health centers

are poorly equipped. The average local health center serves around 15,000
people and is supported on average by five health units. Health facilities

also o ften lack adequate infrastructure such as clean water, sanitation or

regular access to electricity. Furthermore, ensuring sufficient stocks of

basic medicines, medical supplies and equipment remains problematic,
especially in remote areas. These inefficien cies and poor quality in the
health sector have resulted in low utilization rates of public facilities.

Increasing health spending, decentralization and the HSR program have yet

to translate into clearly improved health outcomes. In part this is due to

a lack of demand resulting from shortcomings in health literacy and

relatively high non - medical costs (opportunity and transportation costs, as
well as user fees). It is also due to inefficiencies in the health system
itself, such as high levels of absenteei sm and shortcomings in health

workforce education, together with low quality infrastructure and

geographic disparities. However, poor health outcomes are also a

Al T OANOAT AA 1T £ xAAET AOGO ET 9AI AT RO DPOAI EA £EIT AT AEA
difficulties in makin g investments early in the fiscal year and stronger

incentives to hire unskilled staff than invest in operations and

maintenance.
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The Private Health System

The private medical care system has been developing quickly in recent

years, mainly in urban areas, and is not only an important source of care

(mainly for urban residents) but is also a competitor with public sector

facilities for trained medical per sonnel. OOP spending by households that

is spent in private facilities means less revenue for gove rnment facilities
charging nominal user fees in order to help to fund their o per ations. Many
government - employed physicians are direct recipients of such OOP spending

when (and if) they also practice privately in their off - hours. The latest

data publ ished by the MoPHP are for 2007 show that the private sector there

AOA why ET OPEOAI Ot wynri DI 1 UATETEAOt wyay EAAI OE AA]
clinics, 909 laboratories, 696 dental clinics, 1041 first aids clinics, 75

X- Ray diagnostic centers, 2,491 pharmacies, and 1931 drug stores. As will

be documented later in this report, it is difficult to obtain precise

estimates of the number of visits or procedures and of the flow of funds to

private providers and facilities. It is undeniable, however, that the

private medic al system has been growing quickly since 1995, and will be an

increasingly important source of medical care in the future 3even if
predominantly accessible only to urban residents. That was a result of an
official direction announced in one of the president of the RoY speeches in

that period of time.

Health Sector Reform

In recognition of the shortcomings of the existing health system, the MOPH

has initiated the preparation of a Health Sector Reform Strategy that will

form the basis for future restruct uring and reorganization of the
government health system. The key features of the Reform Strategy include:

(1) greater decentralization of management decisions to the governorate

Health Offices and autonomous facilities; (2) expansion and standardization

of cost -sharing schemes; and (3) strengthening financial management and
quality assurance systems.
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Health Sector Review

The Ministry Of Public Health and Population (MOPHP) of Yemen started a

health sector review end 2007, in order to develop a concr ete strategy with
agreed medium term guidelines for MOPHP actions. Conceptually two key
elements were give n high importance: the improvement of health services ,

being at the centre of the process and having a participatory method,

involving all stakeholde rs. Thus, instead of a planning based merely on a

technical logic, with pre - designed strategies, often driven by the inertia

of already existing national or international programmes. The work was
AAOGECT AA EI Ox1 DPEAOGAOKk A 200A000 Ntrsse AT Al UOGEO
unstructured consultation of per ceptions of users and providers at

AEZEEAOAT O 1T AOGAT O 1T &# OEA EAAI OE OUOOAI AT A A 2
transforming this information into objectives and strategic action lines

until the year 2015. From these benchmark s, the MOPHP, in close

consultation with other relevant Ministries and Partners, has set the

following strategic directions for the year 2009 Z 2015 in line with the

six building blocks of the WHO framework for action.

Service delivery: Al 2! AAOAAEOAOET T xEOE OEA |1 AT AAGA O1 A,

standards and quality improvement processes for different levels of health

facilities should be created in order to certify public and private health

facilities. Specialized Institution and the MOPHP administration should

undergo a systematic quality control and assurance programme.

Staff: A unified curricular framework for every kind of health profession

trained in Yemen should be available. In order to be able to strategize on

numbers, quality, gender and distribution of staff within the country, a
unified registration and licensing process will be build up. A system of

continuous education, an incentives system (through financial incentives,

career, housing and/or other incentives) and terms of reference will be

develope d with the aim to increase staff per formance and job satisfaction.
Planning and _information _system: a continuously updated health map,
covering infrastructure, staff, equipment, epidemiological data and kind

and quality of services delivered should be the main guide to plan
activities and especially to direct new investments. Furthermore, all

activities of the MOPHP should be planned result -based, and regularly
monitored.

Drugs and technology: A Medicine Authority, with sector wide competency
should be esta blished, and a National Medicine Policy, which regularly

updates the way medicine is handled in the country, introducing
international research news into the management of the pharmaceutical

sector guide the sector. Existing pharmaceutical regulation and | egislation
should be revised, in order to ensure coherence, avoiding gaps or
overlapping and to increase simplicity and transparency. The regulation

will tackle aspects of registration of medicine, the quality control of the

substances, the control and in spection of the production sites, the local
manufacturing of medicines and the pricing system. The existence of enough
medicines and medical supply in the public sector, should be guaranteed

including the good logistic of drugs from the purchase to the po int of
delivery, as well as the safety of the dispense of these elements through

the staff working in the health facilities. A minimal set of equipment and

medical devices, including the good logistic of these elements should be
guaranteed, as well as the existence of an efficient and effective
maintenance system.

Finances: The total amount of money, both in absolute as in relative terms,

should be increased steadily over the next years until 2015, and the cash
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flow follow a more systematic pattern. Mechani sms of poor protection,
through a national health insurance as well as through the set up of pilot

exper iences, should be established.

Leadership:  The work between MOLA and the MOPHP should be harmonized

according to the Local Authority Law 4/2000 and the -/0(0 OAAOI ORO OI 1A
should be reactivated in order to re -enforce all existing laws and
regulation concerning health matters in Yemen. The coo per ation among

development partners and other stakeholders in health should be aligned to

this strategy.

Infrastruc __ture: A set of minimal standards for each kind of health facility

should allow to clearly classify all kind of facility in order to re -
allocate facilities in line with the health map. The engineering system at

governorate level should be strengthen, to gua rantee that all new
infrastructure is done according to MOPHP standards.

Results:  In order to guarantee accountability, the MOPHP should develop

easy measurable indicators to evaluate its per formance.

P
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Yemen is one of the poorest countries in the region. Gross Domestic Product

(GDP) per capita was US $926 in 2006. Not surprisingly given the
distribution of its low income and consumption, poverty levels in Yemen are

high. Over 35 percent of the Yemeni population was living below the poverty
line in 2005 and 2006 according to Yemen Poverty Assessment Report
(November, 2007). The macro -economy is characterized by modest fiscal
deficits, one of the major current account imbalances in the world as a

proportion of GDP , inflation rate was 7.7% in 2006, and a unpredictable GDP

with little prospect of sustainable growth. In the same year the inflation

rate for the health sector was 4.5%.

Oil production is and will remain for sometime the support of the Yemeni
economy. However, this sector is highly vulnerable to excessive production

and price fluctuations. Crude Oil and natural Gas accounts for 31.4% of

GDP. Agriculture and Fisheries accounts for about 9.3% of GDP in 2006.
Manufacturing accounts for only 7.5% of GDP, industry overall including oil
and natural gas production account for 89.3% and services around 14.5%.
Government Services accounts for 9.7 %. (Page 398 CSO - AR, 2007)

Yemen has a small formal sector. In 2006, only 30% of all individuals over
age 15 we re employed in the formal sector. Although the size of the Civil
Service has increased, private sector employment has increased too. Around

70% of the labor force is engaged in the non - formal sector, which includes
self -employment in small scale agricultur e, labor estates and larger
farmers. These are the major sources of income for the rural poor. The
unemployment accounts for 16.1%. (Page 48 CSO - AR, 2007)
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The sources of revenue from which public services are funded in Yemen are

mainly oil and natural ga s income, taxes on personal income and company
profits, trade taxes and grants from donors. In the event of insufficient

revenue to cover budgeted expenditure, the resulting deficit is financed

either from the domestic bank and non - bank sources, which tend s to increase
domestic interest rates and crowd out the private sector, or from foreign

financing in the form of donor and overseas bank loans, which become
increasingly hard to service with a depreciating currency. Total government

revenue in 2006 represe nted 44.7% of GDP.

The share of total spending by the Government of Yemen that is committed to

health increased modestly from 4.9 Percent in 2003 to 6.3 Percent in 2006

(Table 1). As a Percentage of GDP, however, total nominal government health

expendit ures have been fairly steady 31.7 Percent in 1998 and 1.8 Percent in
2003 and 1.67 Percent in 2006. However, government health spending,
including donor contributions, amounted to roughly one - third of the total
spent on health, with most of the remaining sp ending having been done by
private parties, mostly by households paying out - of - pocket (OOP) for drugs
and medical care including overseas treatment. (NHA 2006)

The Scope and Organization of this Public Expenditure

Review:

This PHER introduces an d then discusses the major proportions of public
financing of the health sector in Yemen. It is the third comprehensive PHER
for the Health Sector after the first one which was conducted in 2000, and

the second which was conducted in 2005 and will serve to provide truthful

DOAI EA ODPAT AET ¢ AAOA &£ O 9ATATRO . ('t )1 AAAEOEII
the findings and data of two previous PHERs, this PHER provides an update

on the fiscal data for government health spending for the four - year period

2004 through 20 07, and analyzes several of the important policy issues that
are raised and highlighted in these data. This PHER concludes by submission

OEA AOOET ORO OAATITTATAAOEITO A& O AAEOOOI AT 606 01
decisions that are both implicit and explicit in th e fiscal data that are

presented. Data presented here were gathered and processed by the MoPHP NHA

team.

The health sector is financed from three main sources. Some 67 percent is

made up of private spending, of which about 99 percent is out - of - pocket

spending. Less than 7 percent is provided through foreign aid, which is
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mainly channeled through the government budget. The remainder 27 percent is
financed through general government revenues.

Despite substantial increases in public spending, private healt h spending

still comprises the bulk of total health expenditures . About 66.8 Percent of
all spending on health is private and, of that, 99 percent is direct out -
of - pocket spending. The remaining private spending from companies funds is

limited in Yemen. Th is makes OOP spending two third of all health spending

in Yemen and compensates for low public spending and limited or absence of

health insurance coverage. As long as high OOP levels exist in Yemen,

equity in health financing will be difficult to achieve.

Although it affects only a relatively small and apparently declining

segment of the population, catastrophic health expenditures still drive

people into poverty. Almost one third of all Yemenis live at an income

level that is vulnerable to poverty. As a c onsequence, unanticipated health
expenditures could be a major cause of some of these near - poor falling
into poverty, in addition to causing extreme suffering among the poor.

High rates of self - treatment are a major driver of inequity. 2006 NHA data

suggA OO OEAO 9AiI ATEOR AZEOOO OI OOAA 1T &£ EAAI OEAAOA
private vendors of pharmaceuticals. Pharmaceuticals constitute a large

share of OOP. A study was being done by the Superiom Drug Authority found

out that prices of frequently prescrib ed drugs are often higher than
regional GCC prices. This, together with high self - treatment rates, drives
high levels of OOP spending. With higher numbers of the poor driven to seek

self -treatment in the absence of health insurance coverage, this is an

important driver of inequality in health spending.

20

ET



Total Spending on Health Related to Macroeconomic Statistics,
Republic of Yemen, 1998, 2003 and 2006

1998 NHA 2003 NHA 2006 NHA
Indicator
TOTALS % TOTALS % TOTALS %
Population (millions) 16.367 19.136 20.614
Gross Dome;t@c Product, nominal (at mkt 844.240 2,081,640
prices, YR millions) 3,760,038
GDP, real (at 1990 prices, YR millions)) 202,389 245,405 508,508
GDP PHER capita, nominal, YR 51,583 110,149 182,402
GDP PHER capita, real, YR 12,366 12,985 24,668
Exchange rate (US$1.00 = YR__ ) 135.9 183.5 197
GDP PHER capita, nominal, US$ $380 $600 $926
Consumer price index (1990 = 100) 784 1,240
Health price index (1999 = 100) 91 127
Health Expenditures by Original Source of Funding
Public, YR millions 14,458 35% 37,759 32% 62,714 27%
Nonpublic, YR millions 23,670 57% 70,536 60% 158,000 67%
Rest of the World, YR millions 3,166 8% 8,974 8% 15,716 7%
TOTAL, YR millions 41,294 100% 117,270 100% 236,430 100%
Public health spending PHER capita, YR 883 1,973 3,001
Public health spending PHER capita, US$ $6.50 $10.76 $15.23
Nonpublic health spending PHER capita, YR 1,446 3,686 7,560
Nonpublic health spending PHER capita, US$ $10.64 $20.09 $38.36
Foreign aid health spending PHER capita, YR 193 469 752
Foreign aid health spending PHER capita, US$ $1.42 $2.56 $3.82
TOTAL health spending PHER capita, YR 2,523 6,128 11,312
TOTAL health spending PHER capita, US$ $18.57 $33.40 $57.41
TOTAL government expenditures, YR millions 256,100 777,087 1,679,959
Proportion of govt. spending on health 5.6% 4.9% 3.73%
As % of GDP
Public 1.7% 1.8% 1.67%
Nonpublic(Private) 2.8% 3.4% 4.2%
Rest of the world 0.4% 0.4% 0.42%
TOTAL 4.9% 5.6% 6.3%
Notes:

1998 NHA estimates from Table 1, page 8, of report (Ministry of Public Health and Population 2000), with US dollar figures
converted to YR using 1998 exchange rate; 1998 PHER capita and % of GDP data differ from those in report because of
changes in (1) population estimates for 1998, and (2) GDP estimates for 1998.

2003 NHA estimates from Table 2.1, page 4, of report (National Health Accounts Team, Republic of Yemen, and Partners for Health
Reformplus. June 2006. Yemen National Health Accounts: Estimate for 2003. Bethesda, MD: The Partners for Health Reformplus Project, Abt
Associates Inc)

Source for macroeconomic data, exchange rates, and price indices: Central Statistical Organization, Republic of Yemen.
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PHER Results 200407:

The focus of this chapter is on public expenditures and the data used relate to
expenditures through the whole system not only MoPHP. For these resource flows,

MoF expenditure data are used as these are currently the most
comprehensive. They allow for reliable analysis of aggregate public

spending over time, together with cross - sectoral analysis. The MoF data
cover not only central level expenditures, but also allow for governorate

expenditure analysis, even though since decentraliza tion districts decide

how to spend their own resources in theory, but there are some interference

by the local administration officials and the MoF financial unit s in
diverting some of the health budget to unjustified activities.

The sub - national data all ow for economic analysis of health expenditures at
the sub -national level, while functional classifications or analysis of
spending by program remain difficult.

Total Public Spending on Health:

Despite  modest increases in recent years, Yemen still spends comparatively

little on health. In total, Yemen in 2006 spends about 5.3 percent of GDP

on the health sector (which is split between private and public spending in

a ratio of 3.8 to 1.5). In contrast, Jordan, Omman, Labanon and most of

9AT ATRO 1T OEAO T AECEAT OO OPAT A 11 0A AT A OAI OA AAOGO,
measures of health outcomes, such as DPT and measles vaccinations, as well

as on child and maternal mortality rates.

9AI ATRO DOAT EA AoPATl AEOOOAO 11 méddsly. OHn réaA OA ET AOAA
terms, Total government spending on health increased during the four - year

period, with 41 Percent from 56 billion Yemeni rials (YR) in 2004 to YR 79

billion in 2007. But, as a Percent of total government expenditure,

government heath spending decli ned substantially over the period, from 6.3%

in 2004 to 4.5% in 2007. As a Percent of gross domestic product (GDP),

total government health spending decline over the same period, from 2.1% of

GDP in 2004 to 1.6% of GDP in 2007.
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Table 1: Trends in Yemen public health expenditures, 2004-07

Expenditure 2004 2005 2006 2007

Total public health expenditures 55,980 59,077 71,337 78,866

Per capita public expenditures on health in

2,884 2,953 3,461 3,713

Ryal

Annual growth of public health

expenditures (%) 5.53% 20.75% 10.55%
Z};)blic health expenditures as % of GDP 2.10% 1.74% 1.70% 1.60%
Publ_ic health gxpenditures as % of total 6.29% 4.95% 4.98% 2.49%
public expenditures (%)

In the years directly after decentralization, more than one third  of p ublic
health spending was carried out by governorates and districts (see Table
2) . Until 2004, governorates and  districts accounted for around 36 Percent
of total health spending, ranging from low 31 percent in 2004 and in 2007

to a high of 39, the centra | government for less than  tow third , ranging
from low 56 percent in 2007 and in 2004 to a high of 64 percent. However,
since 2000, with the introduction of the HSR program and the Local
Adminstration Law , the share of total spending by the gorvernorates has
increased substantially, resu Iting in decreasing the power of central
government over the health spending.

Table 2: Public health expenditures by level of government, 2004-07

Government Level 2004 ‘ 2005 ‘ 2006 ‘ 2007 ‘ Average
35,903 34,183 42,422 44,236 39,186
Central Authority
64% 58% 59% 56% 59%
17,510 22,140 25,803 30,898 24,088
Local Authority
31% 37% 36% 39% 36%
L 2,567 2,754 3,112 3,732 3,041
Public Firms
5% 5% 4% 5% 5%
: 55,980 59,077 71,337 78,866 66,315
Tota
100% 100% 100% 100% 100%
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Table 3 shows the distrbutions of public health expenditure between
recurrent and investment. The recurrent expenditur e account for 70 percent
of the total, and the investment account for 30 percent.

4EAOA xAOA A OECi EEZEAAT O OAOEAOEITT 1T &£/ AAAOAAOA EI
theyear 200 4t OEA Ai 1T 01T O OPAT O 11 2AADPRDHIionETI®BAOOI AT Oe
2007 was about YR 18 hillion less than it was for 2004, decreasing from  40%

in 200 4 to 23% in 2007.

Most of the increase in recurrent expenditure was attributable to the

gradual decrease in capital investment over the years and the increase of

allocated operational budget f or the new operational health facilities

Table 3: Distribution of total public health expenditures between
recurrent and capital investment

Type of Expenditure 2004 2005 2006 2007 Total

33,715 41,098 51,368 60,729 186,910
Total Recurrent

60% 70% 2% 7% 70%

) 22,265 17,978 19,970 18,137 78,351
Total Capital Investment

40% 30% 28% 23% 30%

Total 55,980 59,077 71,337 78,866 265,261

Table 4 shows the distrbutions of level and shares of public health
expenditure at differe n levels of government (between the central authority
and the local authority) and the (recurrent and investment expenditure).

The recurrent expenditure account for 70 percent of the total, and the
investment account for 30 percent. Out of the total recur rent 56 percent
was spent in the central level the rest 46 percent was spent in the local

authority. Out of the capital investment 81 percent was spent in the

central and the rest 19 percent was spent by the local authority.

These differences derive mostl y from the separate and distinct roles the

two levels of government play in responsibilities for procurement within
the health system.
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Table 4: Levels and shares of health expenditures at different

levels of government

Type of Expenditure 2004 | 2005 | 2006 | 2007 Total

Central Authority Expenditure

Recurrent 19,077 | 23,207 | 29,092 | 34,074 105,450
57% 56% 57% 569% 56%

Cap|ta| Investment 19,393 13,729 16,441 13,894 63,458
87% 76% 82% 7% 81%

Local Authority Expenditure

Recurrent 14,638 17,891 22,275 26,655 81,460
43% 44% 43% 44% 44%

Capital Investment 2,873 4,249 3,528 4,243 14,893
13% 24% 18% 23% 19%

Sub Total

Total Recurrent 33,715 41,098 51,368 60,729 186,910
100% 100% 100% 100% 100%

Total Capital Investment 22,265 | 17,978 | 19,970 | 18,137 78 351
100% 100% 100% 100% 100%

Total 55,980 | 59,077 | 71,337 | 78,866 | 265,261
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Table 5 Distribution of Total Public Health Expenditure between MoPHP and Other

Governments Agenesis

Managing Authority

Public Health Expenditure

2004 2005 2006 2007 | Average
< | MoPHP 22,068 | 16,542 | 19,343 | 18,405 | 19089
8
‘—g Governorate Health Offices 17,502 | 22,103 | 25,764 | 30,834 24,051
o .
S | Supreme Drug Authority 254 375 374 390 348
o
- . 4,743
= Al-Thawra Hospital 3,258 4,352 5,618 5,746
2 : . 267
S Health Institutes (Sana'a) - 280 341 447
'5;3_ Health Institutes (Aden) - 175 229 315 180
s _ 180
<. | National Center for Blood Safety - - 401 317
g National Center For Public Health 195
.'EE Laboratory - - 293 488
Sub Total 43,082 | 43,825 | 52363 56941 49,053
% 76.96% | 74.18% | 73.40% | 72.20% 74%
1,740
Central Allotments (MoF) 1,151 1,526 2,187 2,096
Social Development Fund 724 864 1,115 1,107 953
Al-Kuwait Hospital 1,062 1,197 1,197 1,229 Lin
2 | Ministry of Defense 5,160 5,929 8,020 | 10,358 7,367
2 | Mini . 974
= inistry of Interior 832 920 974 1,170
< - : 271
G | Public Works Project 245 115 340 382
= "
8 Independent Entities & Attached Funds 125 167 162 158 153
ng Handicap Care and Rehabilitation Fund 233 284 976 1,180 668
@] .
Local Councils 9 38 39 64 37
A 887
Other Ministries 791 1,458 852 448
Public Firms 2,567 | 2,754 | 3112 | 3,732 3,041
Sub Total 12898 | 15252 | 18,974 | 21925 | 17262
% 23.04% | 25.82% | 26.60% | 27.80% 26%
Total 55,980 | 59,077 | 71,337 | 78,866 | °0°1°
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The largest component of public expenditure on health is undertaken by the

Ministry of Health and

its

related

departments.

distribution of flow fund from MoF to the different gover
MoPHP had spent the largest component, which account for 76 percent and the
rest of the government agencies spent the rest 26 percent.
finance what is often referred to as the

provision under

Table 5 shows the

nment agencies.

These flows

2main system 2 of health service

MoPIR management, which is in principle open to all Yemeni

citizens. There are also a number of public agencies in Yemen that incur
health expenditure incidentally to their principal functions, and whose
services are targeted primarily at special groups in the

as the military, and the police . A full accounting of public expenditures

population, such

on health would attempt to capture these additional expenditures, but they
are often difficult to trace.

Public Agencies having Health Expenditure

INSTITUTION S

HEALTH CARE
PROVIDERS

TYPE OF SERVICES
OFFERED

PEOPLE ENTITLED

Ministry of Finance

Treatment Abroad

Policy and regulatory
functions
Funding of Ministries

Patients with medical
report for treatment
abroad. All ministries
have budget for their
staff for drug cost
compensation.

Ministry of Health

National Health

Service

Policy and regulatory
functions

Curative and
preventive care,
Training and research

All the population. The
coverage is estimated
to be
67%

Ministry of Defense

Health Care Facilities

Curative care

Soldiers and their

family
members. Approx.
2106000
persons
Ministry of Health Care Facilities | Curative care Policemen and their
Interior family
members. Approx.
516000
persons
Ministry of Higher University  Hospitals| Curative care All the population. The
Education and Facuies of| And  Training  of| coverage is very low.
Medicine Medical Doctors
Other Ministries drug cost | Partial Ministries staff and
compensation. their family members.
Public Firms drug cost | Partial Public Firms staff
compensation. and their family
members.
Social Fund for | Capital Investment Infrastructure, All the population.
Development Building, Equipping
and Training.
Public Work Projects | Capital Investment Infrastructure, All the population.
Building, Equipping
and Training.
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Distribution of Public Health Expenditure on 2006

Table 6 shows where the sources of public health care financing transfer

their funds. Of the Yrs 60,750 million transferred by the Ministry of

Finance in 2006, Yrs 10,352 million (17 perce nt) went to the MoPHP. large
amount Yrs 25,946 million (42.71 percent) were transferred to Governorate

and Districts Health offices. Good amounts were transferred to other

ministries that finance health care services Z including the Ministry of
Defense for  health care for their staff and the Ministry of Interior (14.8

percent) most of it went to MoD. Al - Thawra Hospital got almost 10.5 percent
which account for one quarter of what had been spent in the Governorates

and districts Health offices, whom are resp onsible of funding all the
Public Governorates and districts Hospitals and Health Centers. This

reflect a real argument about the allocative efficiency in financing the

health care system. Less then Two percent goes to Al - Kuwait hospital (which
is also a h  ealth care provider) and 1.89 percent is transferred to public

firms for medical care. Less then 7 percent is transferred back to the

central government budget managed by the MoF Z this amount represents
payments for medical treatment outside the country. Once approval for
AOT AET ¢ A1 O Al ETAEOEAOAI RO OPAAEAEA OOAAOGI AT O AT
granted. (NHA 2006)

Table 6 Distribution of Public Health Expenditure by Financing Agents,
Republic of Yemen, 2006

Financing Agents MoF %

Mlnlstr_y of public health & population & Supreme Drug 10,352 17.04%
Authority

Vertical Programs 550 0.91%
Ministry of Finance 2,187 3.60%
Ministry of Defense 8,020 13.20%
Ministry of Interior 974 1.60%
Al-Thawra Hospital 6,354 10.46%
Al-Kuwait Hospital 1,197 1.97%
Other Ministries & Central Allotments 4,021 6.62%
Goverr)orate & Districts Health Offices & Other Local 25046 | 42.71%
Authority

Public firms 1,148 1.89%

Total 60,750 100%
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Allocation among Geographic Regions

Power over budget and expenditure decisions ha s devolved to governorates
and the districts as a result of health sector reform and then local
administration law, which emphasized on decentralization. The share of the
government budget controlled by the Central MoPHP has therefore declined.

In 1998, th e Central MOPHP kept direct control over 46% of the total budget

while by 2003 it controlled only 33% of the total and in 2007 it controlled
37% of the total this increase was attributed by the increase of the

capital investment . While there will be a tran sitional period before
adequate administrative capacity and expenditure controls are developed at

governorate and district levels, the Central MoPHP will keep some level of

control over budgetary allocations to them for several years.

Table 7 Distribution of Governorate Health Offices Total Health
Expenditure
Per capita & Population

Health Spending in YRs

# Governorate

2004 | 2005 | 2006 | 2007 | Ave. E;;p' Pop.
0 %)
1 Sana'a City 820 930 1,204 | 1,689 | 1,180 | 9.3% | 9.3%
2 Sana'a 668 848 977 1,118 | 907 3.6% | 4.6%
3 Aden 4344 | 4351 | 4,806 | 5788 | 4,845 | 12.6% | 3.0%
4 Taiz 617 788 922 1,061 | 851 8.8% | 12.0%
5 Hadramout 1,867 | 3,327 | 2,531 | 2,838 | 2,649 | 11.9% | 52%
6 Al Hodeidah 516 589 693 753 641 6.0% | 11.0%
7 Lahj 1,796 | 2,109 | 2,348 | 2,697 | 2247 | 7.0% | 3.6%
8 Ibb 482 553 733 931 679 6.2% | 10.7%
9 Abyan 2,284 | 2,524 | 3,151 | 3,205 | 2,801 | 52% | 2.2%
10 Hajjah 460 521 637 648 569 37% | 7.5%
11 Dhamar 513 607 837 872 712 41% | 6.8%
12 Shabwah 1,655 | 1,887 | 2,163 | 2,384 | 2030 | 41% | 2.4%
13 Al Maharah 2,883 | 3,524 | 4,167 | 4,248 | 3,732 | 1.5% | 05%
14 Sa'adah 423 463 638 829 595 1.8% | 3.6%
15 Al Baida 667 800 918 1,025 | 856 21% | 2.9%
16 Al Mahweet 577 648 791 889 730 1.6% | 2.5%
17 Marib 1,769 | 2641 | 3179 | 3811 | 2872 | 3.0% | 1.2%
18 Al Jawf 546 549 731 717 638 1.2% | 2.2%
19 Amran 582 794 905 | 1,077 | 843 32% | 4.4%
20 Al Daleh 861 970 1,157 | 1,234 | 1,061 | 22% | 2.4%
21 Reymah 318 465 589 755 537 0.9% | 2.0%
Total 889 | 1,090 | 1,233 | 1,432
AGR ( Year by Year) 23% 13% 16% 1,167 | 100% | 100%
TGR 61%
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In order to review the recent trends in distribution of the MoPHP budget
among the geographic regions, recurrent expenditures (Chapter 1 of the

budget) and investment expenditures (Chapter 2 of the budget) were

calculated by governorate, in the aggregate, for the four - year period (see
Table 7 and chart 0). The geographic distribution of expenditures for the

period was then compared to the geographic distribution of the population

using two methods: first, per capita spending by governorate was compared

to per capita spending nationwide; and, second, the percent age distribution

of spending by governorate was compared to the percentage distribution of

the population by governorate.

As seen in Table 7, annual per capita health spending through governorate
budgets was YR 1,167 for the four -year period. There is a w ide range of
variances of  annual per capita spending figures by governorate around this

national averages. The differences are also evident when the percentage

distribution of spending is compared to the percentage distribution of

population.

Governorate Health Offices Expenditure & Population Distribution by
Governorate
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Actual Expenditures versus Approved Budgets

Actual expenditures of government funds, by MoPHPand by line item as
approved in the annual budgets of the current and investment accounts, are
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reported annually by the MoF. While the approved budgets may consti tute the

outline  for spending, the reports of actual expenditures re flects  the true
allocation and application of government resources. Approval of official
requests to spend budgeted funds is controlled by Directors General for

Finance within the MoPHP an  d within each governorate, and recently within
each district. These finance officers are appointed and supervised by the

MoF. Each follows a process that in many instances leads to actual
expenditures being at variance with the approved budgets.

Table 8 Actual Expenditure compared to Approved Annual Budget
for Total Health Expenditure MoPHP 2004 i 2007

Total Expenditure in

Million YRs : :
Year Different Portion
Budgeted Actual

2004 14,432 22,068 7,636 153%

2005 17,878 16,542 (1,337) 93%

2006 18,499 19,343 844 105%

2007 21,297 18,405 (2,893) 86%
Average 18,027 19,089 1,063 106%

Table 8 shows that actual expenditures slightly exceeded approved budgets

for the aggregated spending of the MoPHP (excluding governorates) for 2004

- 2007. The 6% deficit in the four year period amounted to about YR 1.063
billion. actual expenditures for these two years (2004 and 2006) were more

than approved budgets 3sometimes by significant amounts. In 2005 and 2007
show a different pattern, both years ending with significant surpluses in
the budget YR 1.8 billion in 2005 (7% of the approved budget) and YR 2.9

billion in 2007 (14% of the approved budget).

One explanation that was given for these differences in 2004 and 2006 is

that availability of donor funding is not always known in advance, and
amounts sometimes spent during a given year may have become available after

the budget was approved, thus making their actual expenditures, if made

during the same year, exceed the amount of spending that the budget

anti cipated. This explanation, however, could not be confirmed by evidence,

and it is not clear how unexpected amounts could have been received and

spent so quickly, especially given the typically lengthy design and

approval process for foreign assistance proj ect expenditures. It is evident
that there is a lack of coordination between the MoPHP and its development
partners.
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Table 9 Actual Expenditure compared to Approved Annual Budget for
Recurrent Health Expenditure MoPHP 2004 i 2007
@
5 &
a8 El8 -
s|5lel s Expenditure 2004 | 2005 | 2006 | 2007
5|a|" ("
=]
n
Grand Total 141% | 93% | 102% | 86%
1 Current Expenditure 75% | 83% | 89% | 96%
1 Wages and Salaries 64% | 67% | 95% | 106%
2 Temporary Wages & Salaries 80% | 84% | 86% | 83%
2 Goods and services 70% | 84% | 76% | 96%
1 | Drugs and \medical Supplies & tools 69% | 76% | 87% | 90%
5 | Others 15% | 40% | 49% | 61%
3 Maintenance 64% | 42% 68% 68%
5 Mamtenance of Vehicles and Other 64% | 41% | 70% | 68%
Equipment
4 Current Transfers and Support 92% | 94% | 98% | 93%
5 Other Acquiring 0% 6% 5% 18%
2 8 Buildings and Constructions 53% | 40% | 79% | 51%
9 Salaries and General Expanses 2489 | 1108 392% | 79%
% %
33 The_Government Contn_buuon in Capital 8206 | 84% | 84% | 54%
Equity of the Local Entities
In 2007, 86 percent of the MoPHP budget allocation was spent. This is not

very different from the realization rate in 2005, when the central

government realized spending of around 93 percent. In particular,

operational expenditures under goods and services perform poorly in terms

of actual disbursements. In terms of the economic classification analysis

that follows, the category of building and constructions sees only half of

its budget spent (Table 9). Salaries and General Expanses appearsto beth e
best performer in terms if spending its allocated budget. This is rather

misleading because this reflect all the materials, goods, drugs, equipment

and vaccines imported by donors are considered to be the contribution of

the development partners and acco unted under this item budget line.
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Recurrnet Spending:

Recurrent government spending on health has averaged more than tow third  of
total government health spending from 2004 through 2007 3ranging from a low
60% in 200 4 and in 200 7 to a high of 77% in 20 05 and 200 6 70% and 72% (see
Table 10)3averaging 7 0% over the f our-year period. The average annual
increase over the four -year period was  22%.

Table 10 Distribution of total health expenditures between recurrent and
capital investment

Type of Expenditure 2004 2005 2006 2007 Total

33,715 41,098 51,368 60,729 186,910
Total Recurrent

60% 70% 2% 7% 70%

) 22,265 17,978 19,970 18,137 78,351
Total Capital Investment

40% 30% 28% 23% 30%

Total 55,980 59,077 71,337 78,866 265,261

Table 11 shows the distribution of recurrent health expe nditures at the
different government level. The central government recurrent spending on

health averaged more than one half of the total recurrent health
expenditure a round 56%. The rest 44% of the  total recurrent health
expenditure is being spent by the governorates and the districts which is

less than one  half . This indicate that the centr al government still control

a very big amount of the total recurrent health expenditure. Especially,
purchasin g drugs and vaccines  still the responsibility of the central
government.

33



Table 11 Levels and shares of recurrent health expenditures at different levels of
government

Type of Expenditure 2004 2005 2006 2007 Total

Central Authority Expenditure

19,077 23,207 29,092 34,074
Recurrent 105,450

57% 56% 57% 56% 56%

Local Authority Expenditure

14,638 17,891 22,275 26,655
Recurrent 81,460

43% 44% 43% 44% 44%

Sub Total

33,715 41,098 51,368 60,729
Total Recurrent 186,910

100% 100% 100% 100% 100%

Total
55,980 | 59,077 | 71,337 | 78,866 265,261

For the 2004 - 2007 period, of the 70% of the total public health
expenditure  that were spent on recurrent spending , around 40% was spent on
wages and salaries (see Table 11), aboutone -half xAO OPAT O 11 2acilT AO Al
OAOOEAAOGz s ET Al OA Embdal fuppes)Gandlaboit 11 percent  was
OPAT O 11 2AO0OO0AT O OOAT O&Xn aGverdge Aoved thedfbuir O Oyear
period, only about 2% of the recurrent budget wasspenton 21 AET OAT AT ARz 1 £

facilities and equipment.
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Table 12 Distribution of the Total Average of Recurrent Health Expenditure
Among Line ltems

Type of Expenditure Central Authority % Local Authority % Total %

ey Sl 4,396,658,562 | . o | 14583,510,844 1605 | 18980,169,406 | 0
23% 77% 100%

Seor(\)/i(ise 2ngXCI e 18,080,943,243 | .o, | 3,668,513,963 1800 | 21749457206 | .
; 9 83% 17% 100%

Drugs 4,054,466,936 | . 0. 286,835,880 Laos | 4341302816 0.3%
93% 7% 100%

Maintenance 578,367,780 0 20 611,089,664 300 | 1/189457,443 > 5%
49% 51% 100%

glljrre(r;rtt Transfers and 3,306,623,004 | ., | 1501783618 a0 | 4808406621 | oo
PP 69% 31% 100%

Treatment abroad 2,689,113,302 10.2% 0 0.0% 2,689,113,302 5.8%
100% 0% 100%

T‘g%?ﬁ;‘:{:i”t 26,362,592,588 100% | 20,364,898,088 100% | 46,727,490,676 100%

However, the distribution of spending in the recurrent budgets are very
different between the central authority and the local authority

Table 12. These differences derive mostly from the separate and distinct
roles of the two levels of government play in responsibilities for
procurement within the health system. The central authority has a dominant
role in the procurement of dru gs and medical supplies. This factor may
explain why the shares of the recurrent budget going to salaries and to

goods and services  (and drugs) are so different:

- fourths of the local
- fourth of the central

9 Salaries account for roughly more than three
authority expenditure versu s only for one
authority expenditure; and

1 Goods and services account for 17% of the local authority
expenditure but about 83% of the  central authority expenditure
of which is for drugs and cost of general transportation ).

1 Maintenance account for 49% of the central authority expenditure
versus 51% of the local authority.

1 Treatment Abroad account for 100% of the central authority
expenditure, The MoF has a dominant role in the disbursement of the
treatment abroad budget.

3as shown in

(most
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Distribution of Recurrent Budget Among Line Items

Central Authority W Local Authority

100%
90%

80%
70%
60%
50%
40%

00%

3%

9%

30%
20%
10%

0%

9%

Wages and Goods and Drugs Maintenance Current Treatment
Salaries services, excl Transfers and abroad
drugs Support

Table 12 and chart 00 show the distribution of recurrent expenditure among
the line item and the government level ( central and local). Wages and

salaries account for 17% of the total recurrent spent in the central level,
in the local level it account for 4 1%. This reflect a good indicator of the
distribution as local level responsible of health prov ision. Goods and

services account for 69 % in the central level, in the local level it
account for 47%. Drugs account for 15% in the central level and in the
loc al level it account for 9%.

Distribution of Recurrent Budget Among Line Items

Central Authority W Local Authority

69%
70.0%
60.0%
50.0%
40.0%
30.0%
20.0%
10.0%
0.0%
Wages and Goods and Drugs Maintenance Current Treatment
Salaries services, excl Transfers and abroad
drugs Support
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2004-2007

Table 13 Distribution of Recurrent Budget Among Line Items

in millions of Yemeni Rials

Expenditure Category
2004 2005 2006 2007
Current Expenditure 33,715 41,098 51,368 60,729
12,997 16,547 20,949 25,428
Wages and Salaries 39% 40% 41% 42%
16,171 18,407 23,323 29,097
Goods and services, excl drugs 48% 45% 45% 48%
2,936 3,355 4,632 6,442
Drugs 9% 8% 9% 11%
830 981 1,204 1,742
Maintenance 2% 2% 2% 3%
3,717 5,163 5,891 4,463
Current Transfers and Support 11% 13% 11% 7%
1,998 3,000 3,164 2,594
Treatment abroad 6% % 6% 4%

Expenditure Category

As a percent of total current expenditure

Current Expenditure 5.55% 4.87% 4.90% 4.60%
Wages and Salaries 5.73% 5.89% 5.62% 5.41%
Goods and services, excl drugs £2:65% L) Lk i) 17.42%
10.01% 10.10% 8.82% 8.37%
Drugs 132.86% 126.47% 124.48% 134.46%
97.28% 94.48% 95.92% 96.53%
Maintenance 10.28% 6.34% 6.18% 4.98%
Current Transfers and Support L5880 e e Bl
1.49% 1.29% 1.26% 0.74%

Drugs (Totals) 100% 100%
Drugs (as % of Recurrent Spending) 8.71% 8.16% 9.02% 10.61%
Drugs (yr-over-yr growth) 14.29% 38.06% 39.07%

Table 13 shows the distribution of recurrent budget line items for the

period from 2004 to 2007.
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These differences derive mostly from the separat
two levels of government play in responsibilities for procurement within
the health system. The MoPHP has a dominant role in the procurement of

drugs and medical supplies. This factor may explain why the shares of the
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recurrent bud get going to salaries and to goods and services (and drugs)
are so different.

Recurrent Health Spending as a share of overall national spending decline from 5.5
percent in 2004 to 4.6 percent in 2007.

Local governments have limited opportunities to make decisions regarding
spending on local needs. In 200 7, it is estimated that the central
government managed about 61 percent, while governorates and districts
managed about 39 percent of public health expenditures. The multiple
funding channels and specific mandates that accompany them restrict the
scope for local governments to make spending choices. The high share of

salaries in routine expenditure illustrates this issue, as salaries are

centrally directed expenses. There is very little room for reallocati

and, as a result, very little scope for funding choices in the supervision

of public health activities.

Systemic weaknesses in public financial planning and management largely

explain the poor allocative efficiency. However, this is not just an issue

in the health sector but a more general problem that affects the

public sector.

on

entire

Per capita & Population

Table 14 Distribution of Governorate Health Offices Recurrent Health
Expenditure

Health Spending in YRs

# Governorate

2004 | 2005 | 2006 | 2007 | Ave. E;P- Pop.
0 %
1 Sana'a City 573 688 889 1,165 842 7.9% 9.3%
2 Sana'a 611 768 872 949 803 3.7% | 4.6%
3 Aden 3,988 | 4,029 | 4,518 | 5169 | 4,445 | 13.6% | 3.0%
4 Taiz 525 640 770 949 726 8.9% | 12.0%
5 Hadramout 1,590 | 1,962 | 2,289 | 2,599 | 2,123 | 11.2% | 5.2%
6 Al Hodeidah 442 493 621 716 572 6.4% | 11.0%
7 Lahj 1,613 | 1,974 | 2,238 | 2,578 | 2,111 | 7.8% 3.6%
8 lbb 335 394 525 715 496 54% | 10.7%
9 Abyan 2,172 | 2,503 | 3,077 | 3,144 | 2,734 | 6.0% 2.2%
10 Hajjah 350 416 550 563 473 3.6% 7.5%
11 Dhamar 405 484 615 724 561 3.8% 6.8%
12 Shabwah 1,392 | 1,744 | 2,030 | 2,261 | 1,866 | 4.5% 2.4%
13 Al Maharah 2,690 | 2,992 | 3,965 | 3,947 | 3,424 | 1.6% 0.5%
14 Sa'adah 278 373 461 519 411 1.5% 3.6%
15 Al Baida 566 699 838 897 753 2.2% 2.9%
16 Al Mahweet 466 589 677 822 643 1.6% 2.5%
17 Marib 1,483 | 2,057 | 2,582 | 3,228 | 2,357 | 2.9% 1.2%
18 Al Jawf 392 495 693 711 576 1.3% 2.2%
19 Amran 431 560 668 773 611 2.7% | 4.4%
20 Al Daleh 675 874 1,063 | 1,148 947 2.3% 2.4%
21 Reymah 313 456 568 676 508 1.0% 2.0%
Total 743 881 1,065 | 1,235
AGR ( Year by Year) 19% 21% 16% 987 100% | 100%
TGR 66%
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As seen in Table 1 4, annual per capita recurrent spending through
governorate budgets was YR 987 for the four  -year period. There is a wide
range of variances of annual per capita spending figures by governorate
around t hese national averages. The differences are also evident when the
percentage distribution of spending is compared to the percentage
distribution of population.

While these data imply an uneven distribution of funds by government, it

should be said that a proper or fair distribution of the MoPHP budgets by

governorate might not necessarily correspond to the distribution of the

population by governorate. oIl pOI AGETT AAT OAOO ET 3AT ARA #EOQUt
Hadramout are the location of regional referral and speci alized hospital

facilities that serve a catchment areas that go beyond the governorate

borders, including to some degree most of the nation. There are also bound

to be differences in health problems from one region to another, and these

differences could, to some degree, justify differences in how the MoPHP
allocates its resources. Furthermore, there are certainly differences in

the size and technological quality of the health services infrastructure

(number and types of facilities, number of staff, sophist icated equipment,
etc.) that would inevitably be associated with differences in costs (as

noted, due to the concentration of secondary and tertiary care facilities

in population centers) To be sure, more detailed analysis would be needed

to draw any conclu sions about the fairness or appropriateness of the
distribution 3which would be a matter of judgment in any event. There is no

guestion, however, that, in general, most resources and staff are highly

concentrated in and around urban areas, while services in rural and remote
regions remain several understaffed and underfinanced. As will be seen,

increasing the investment budget to focus on the peripheral areas does not

necessarily improve access to services 3if (and when) the recurrent budget
and/or availabili ty of trained staff are not increased alongside.

Governorate Health Offices Recurrent Health Expenditure & Population
Distribution by Governorate

W Exp. % Pop. %

39



The deconcentrated portion of spending by the MoPHP accounts for central

spending in the governorates and districts . This type of spending was
established long before decentralization and concerns a s ystem whereby
regional government budgets bear the cost of salaries and core

administration functions, while the central ministry provided the inputs to

most programs, including drugs, vaccines, travel allowances and incentives.

In effect, the central fund ing provided the means to alive the basic
capacity installed by regional funding.

A considerable part of this flow consists of transfers of goods in kind

rather th en cash: drugs, vaccines, medical equipment and vehicles are often
procured centrally and the n distributed in kind to the regions.

Table 15 Actual Expenditure compared to Approved Annual
Budget for Recurrent Health Expenditure MoPHP 2004 i 2007

recurrent Expenditure in Million
YRs

Year Different Portion

Budgeted Actual
2004 7,376 5,026 (2,349) 68%
2005 7,121 5,444 (1,678) 76%
2006 7,557 6,151 (1,406) 81%
2007 8,004 7,710 (295) 96%

Average 7,515 6,083 (1,432) 81%

Central MoPHP spending on recurrent health (excluding governorate
expenditures) for the following four years (2004 - 2007), however, show the
same pattern, in all years ending with significant surpluses in the budget

YR 2.3 billion in 2004 (32% of the approved recurrent budget) and YR 1.7

billion in 200 5 (24% of the approved recurrent  budget). In no category of
spending ( with one minor exception) did actual expenditures exceed the

approved budget. T he explanations w as offered for these surpluses. The
Directors General for Finance were responding to a financial incentive
given them by the MoF for keeping spending lower than the approved budgets.

Corruption and performance deterioration take many forms, reducing the
efficiency of expenditures.
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Investment Spending:

There are four major sources of funds for government health investment
spending: the Central MoPHP budget, g overnorate health budgets, the Social
Fund for Development (SFD), and the Public Works Projects (PWP). The first

two are in a combined MoPHP budget, but the responsibility for execution of

the projects is divided between the center and the governorates and
districts. The SFD and the PWP have budgets that are independent of that of

the MoPHP and of that of each other. All four of these sources channel

foreign assistance funds to one degree or another. A wide variety of

projects are targets of investment fund s from these sources, and are shown
below in Table 13. But they are all designed, to one degree or another, to

construct, rehabilitate, to furnish, and/or to equip health facilities of

five major types. Moving from the tertiary care level on down, there a re
central hospitals, governorate hospitals, district/rural hospitals,

maternal and child health (MCH) centers (sometimes physically incorporated

within other institutions), health centers, and health units.

Investment spending on health has averaged les s than one third of total
government health spending from 2004 through 2007 3ranging from  high 40% in
2004 and in 2007 to low of 23% in 2005 and 2006  30% and 28% (see Table 16)3
averaging 30% over the four -year period. The average annual increase over

the fo ur-year period was - 4%. There were considerable variation in its
proportion of the total and in its growth rates from year to year. Table 55

shows the annual growth which ranging from low of minus 19% in 2005 to high

11% in 2006 and minus 9% in 2007. These variation reflect an absence of an
investment vision and lack of capacity in the central, governorates and

districts to plan and manage investment projects.

Sources and Uses of Investment Spending in Health

As seen in the table 17 the di stribution of the capital investment health
expenditure between local and foreign funds, more than half 52% was being
generated from foreign assistance, and the rest 48 % was being received
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from the local budget. The largest share of capital investment was
the MoPHP, which is 66 percent of the over all capital investment. The rest
of 44 % was being spent by the other organizations.

spent by

Table 16 Distribution of Capital Investment Health Expenditure
by sources of fund for 2004 - 2007

2004 2005 2006 2007 Ave. % Local | Foreign

Al-Thawra Hospital 819 934 1,034 1,010 949 4.85% 100% 0%
MoPHP 17,042 11,098 13,192 10,695 13,007 66.40% 31% 69%
Supreme Drug Authority 88 157 134 124 126 0.64% 100% 0%
Health Institutes (Sana'a) - 32 29 68 32 0.16% 100% 0%
Health Institutes (Aden) - 4 24 43 18 0.09% 100% 0%
National Center for Blood ) i} 9 9 9
Safety 113 133 62 0.31% 100% 0%
National Center For Public
Health Laboratory - - 50 42 23 0.12% 100% 0%
Al-Kuwait Hospital 475 524 411 291 425 2.17% 100% 0%
Social Development Fund 724 864 1,115 1,107 953 4.86% 5% 95%
Public Works Project 245 115 340 382 271 1.38% 3% 97%
Governorate Health Offices 2,873 4,226 3,506 4,227 3,708 18.93% | 100% 0%
Local Councils - 24 22 15 15 0.08% 100% 0%

Total 22,265 17,978 19,970 18,137 19,588 100% 48% 52%

% 28% 23% 25% 23%
AGR -19% 11% -9%
AGR (4 Years) -19%
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Nunber of Health Facilities Currently Receiving Investment Funds

While expenditures on building and equipping of health facilities have been
a main part of the MoPHP budget for the past decade, there has never been a
detailed, comprehensive plan that identifies the needs in diverse areas of

the country, and there has never been an effort made to equi valent
available resources with those needs in a planned way.

Tablel7: Number of Health Facilities Currently Receiving Investment Funds, by Type of Facility,
Republic of Yemen, 2004-2007
2005 2006 2007
2004 -
2007 . . .
New On going New On going New On going
Specialty Hospitals 16 3 7 2 6 0
Governorate Hospital 9 4 1 3 1 2 3
District Hospital 44 11 6 18 9 14 1
Specialty Centers 3 1 2 0 2 2 0
Health Center 364 106 72 124 51 131 54
Health Unite 754 257 260 253 240 243 164
Quarantine 12 0 4 2 2 3 1
Health Institutes 8 3 3 0 1 2
Central Health Laboratory 3 1 1 1 0 1 1
Total 1213 386 350 411 307 403 226

Table 17 provides data on thember of health facilities currently receiving investment
fundsi n period 2004 through 2007 in each <categol
staus as new or ongoing health project. As seen in table 17 there were 1213 health project

receiving investment funds.
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Table 18 Distribution of Governorate Health Offices Investments Health
Expenditure
Per capita & Population

Health Spending in YRs
# Governorate
2004 | 2005 | 2006 | 2007 | Ave. | P | POP
0 %)
1 Sana'a City 247 242 315 524 338 17.3% 9.3%
2 Sana'a 57 80 105 169 104 2.7% 4.6%
3 Aden 356 322 288 619 400 6.7% 3.0%
4 Taiz 92 148 152 111 126 8.4% 12.0%
5 Hadramout 277 1,365 241 239 526 15.3% 5.2%
6 Al Hodeidah 73 96 72 37 69 4.2% 11.0%
7 Lahj 182 134 110 119 136 2.8% 3.6%
8 Ibb 147 158 208 216 183 10.9% | 10.7%
9 Abyan 111 21 74 62 67 0.8% 2.2%
10 Hajjah 111 105 87 85 96 4.0% 7.5%
11 Dhamar 109 123 223 148 151 5.7% 6.8%
12 Shabwah 264 143 133 123 164 2.2% 2.4%
13 Al Maharah 194 532 202 302 307 0.8% 0.5%
14 Sa'adah 145 91 177 311 183 3.6% 3.6%
15 Al Baida 101 101 80 128 103 1.7% 2.9%
16 Al Mahweet 112 59 114 67 88 1.2% 2.5%
17 Marib 286 584 597 583 516 3.5% 1.2%
18 Al Jawf 154 54 37 5 61 0.8% 2.2%
19 Amran 151 233 237 304 232 5.7% 4.4%
20 Al Daleh 186 96 94 86 114 1.5% 2.4%
21 Reymah 5 9 21 79 29 0.3% 2.0%
Total 146 208 168 196
AGR ( Year by Year) 43% -19% 17% 180 100% 100%
TGR 34%
As seenin  Table 1 8, annual per capita capital investment spending through
governorate budgets was YR 180 for the four  -year period. There is a wide
range of variances of annual per capita spending figures by governorate
around these national averages. The differences are also evident when the

percentage distribution of spending is compared to the percentage
distribution of population.
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Governorate Health Offices Investments Health Expenditure & Population
Distribution by Governorate

W Exp. % Pop. %

Table 19 Actual Expenditure compared to Approved Annual
Budget for Investment Health Expenditure MoPHP 2004 i 2007

Investment Expenditure in Million
YRs
Year Different Portion
Budgeted Actual
2004 7,057 17,042 9,985 242%
2005 10,757 11,098 341 103%
2006 10,942 13,192 2,250 121%
2007 13,293 10,695 (2,598) 80%
Average 10,512 13,007 2,495 124%
Central MoPHP spending on investment health (excluding governorate
expenditures) for the following four years (2004 - 2007), however, show the

same pattern, in all years ending with significant deficit accept 2007, it

had different pattern with a surplus of 2.6 billion Yrs. The reported

defi cit in 2004 was YR 10 billion (142% of the approved investment budget)

and YR 341 million in 2005 (3% of the approved investment budget).

One explanation that was given for these differences in 2004 and 2006 is

that availability of donor funding is not a lways known in advance, and
amounts sometimes spent during a given year may have become available after

the budget was approved, thus making their actual expenditures, if made

during the same year, exceed the amount of spending that the budget
anticipated. This explanation, however, could not be confirmed by evidence,
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and it is not clear how unexpected amounts could have been received and
spent so quickly, especially given the typically lengthy design and

approval process for foreign assistance project expe nditures. It is evident
that there is a lack of coordination between the MoPHP and its development
partners.

Table 20 Actual Expenditure compared to Approved Annual Budget for Investment
Health Expenditure by Source Local or Foreign MoPHP 2004 i 2007

Local Foreign
Year Different Portion Different Portion
Budgeted Actual Budgeted Actual

2004 4,367 2,865 (1,502) 66% 2,690 14,177 11,487 527%

2005 5,437 3,144 (2,293) 58% 5,320 7,954 2,634 150%

2006 5,889 4,462 (1,427) 76% 5,053 8,730 3,677 173%

2007 6,730 5,792 (938) 86% 6,563 4,903 (1,660) 75%
Average 5,606 4,066 (1,540) 73% 4,906 8,941 4,035 182%

Table 20 provides a detailed picture of the how actual expenditures
differed from the approved investment budgets by source of funds local and
for eign. There are numerous substantial differences, with large variations

AilT1co0 OEAIt 4EA 111U OECIEEZEAAT O AAZEAEO ODPAT A
source in thAree out of Athe four years (account~ing for 82% of the approved A
AOACAOst T A A& O 211 AA lfieant SuEpAOiA theAspeldin@ & C1 E

investment (accounting for only 27% of the approved budget). There is ample

evidence that, for whatever reason, the actual expenditures were

consistently lower than the approved budgets.

It is worth noting that actual spe nding on investment (very low to begin
with, in the approved budget) is regularly less than budgeted (a surplus of

YR 2.3 billion for central MoPHP in 200 5, or less than  half of what was
budgeted), even though the amount budgeted is inadequate for the need s of
the investment health projects.
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Table 21 Projected New Staff Needed for New Facilities Scheduled to Open 2008-2009
Additional Staff Needed To Staff New Facilities
Type of Staff Total
Large District Health Health Large District Health Health
Hospital | Hospitals Center Unite Hospital | Hospitals Center Unite
Specialist Physicians 21 3 0 0 525 132 0 0 657
Generalist Physicians 73 1 1 0 1825 44 367 0 2236
Expatriate Physicians 5 0 0 0 125 0 0 0 125
Dentists 4 1 0 0 100 44 0 0 144
Medical Assistants 2 1 1 150 88 367 754 1359
Nurses 41 5 2 1 1025 220 734 754 2733
Pharmacists 1 1 0 0 25 44 0 0 69
Pharmacist Technician 4 2 1 0 100 88 367 0 555
Anesthetists 3 1 0 0 75 44 0 0 119
Laboratory Specialists 3 0 0 0 75 0 0 0 75
Lab Technicians 4 3 1 0 100 132 367 0 599
Mental Health Personnel 0 0 0 0 0 0 0 0 0
Public Health Personnel 2 0 0 0 50 0 0 0 50
X-ray Technicians 4 2 1 0 100 88 367 0 555
Dental Assistants 4 1 1 0 100 44 367 0 511
Nurses (training) 0 0 0 0 0 0 0 0 0
Midwives 9 5 2 1 225 220 734 754 1933
Health Guides (PHC worker) 2 2 2 1 50 88 734 754 1626
Administrators 22 8 2 0 550 352 734 0 1636
Operating Technicians 6 2 0 0 150 88 0 0 238
Sipport Staff 0 0 0 0 0 0 0 0 0
Maintenance 20 7 2 0 500 308 734 0 1542
Technical Assistants 2 0 0 0 50 0 0 0 50
Midwifery (training) 6 0 0 0 150 0 0 0 150
Statistics Personnel 0
GRAND TOTAL 242 46 16 4 6,050 2,024 5,872 3,016 16962

Table 21 provides the projected new staff needed for new facilities scheduled
to open 2008-2009 for each category of "type of facility" according to the
health professional needed. As seen in the table the MoPHP needs about
16962 health workers in order to operate the new health facilities.

Calculating Need for Recurrent Budget

Insufficient budgets and inadequate expenditures for operating existing facilities were

thepri mary reasons f or tlaring im beslth finanicibhgiinal®9i7.o n o f
To some extent, as discussed above, the additional resources that were generated
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by cost-sharing have accomplished at least part of what was plannedd an increase in
the capacities of individual facilities to provide basic services and medicines.
However, despite a cessation declared on new projects in 2005, the overinvestment
in facilities that characterized the late 1990s has apparently resumed, and, under
decentralization, has become an even larger problem. Excessive spending on
construction of new facilities, and on furnishing and equipping them, have resulted in
the prospect that more facilities will exist than can be operated given the approved
recurrent budget (even if it were completely spent), not to mention the need for

trained staff that do not exist (and could not be employed even if they did).

Table 22 The Cost of Projected New Staff and Operational Cost Needed for
New Facilities Scheduled to Open 2008-2009

Type of Staff

Additional Wages Needed To Staff New Facilities

Large

District

Hospital Hospitals Health Center | Health Unite
Specialist Physicians 56,000 29,400,000 7,392,000 - -
Generalist Physicians 50,000 91,250,000 2,200,000 18,350,000 -
Expatriate Physicians 60,000 7,500,000 - - -
Dentists 50,000 5,000,000 2,200,000 - -
Medical Assistants 42,000 6,300,000 3,696,000 15,414,000 31,668,000
Nurses 36,000 36,900,000 7,920,000 26,424,000 27,144,000
Pharmacists 42,000 1,050,000 1,848,000 - -
Pharmacist Technician 36,000 3,600,000 3,168,000 13,212,000 -
Anesthetists 42,000 3,150,000 1,848,000 - -
Laboratory Specialists 56,000 4,200,000 - - -
Lab Technicians 36,000 3,600,000 4,752,000 13,212,000 -
Mental Health Personnel - - - -
Public Health Personnel 42,000 2,100,000 - - -
X-ray Technicians 36,000 3,600,000 3,168,000 13,212,000 -
Dental Assistants 36,000 3,600,000 1,584,000 13,212,000 -
Nurses (training) - - - -
Midwives 36,000 8,100,000 7,920,000 26,424,000 27,144,000
Health Guides (PHC worker) 36,000 1,800,000 3,168,000 26,424,000 27,144,000
Administrators 36,000 19,800,000 12,672,000 26,424,000 -
Operating Technicians 42,000 6,300,000 3,696,000 - -
Support Staff 36,000 - - - -
Maintenance 32,000 16,000,000 9,856,000 23,488,000 -
Technical Assistants 32,000 1,600,000 - - -
Midwifery (training) 42,000 6,300,000 - - -
Statistics Personnel 261,150,000 77,088,000 215,796,000 113,100,000
Sub TOTAL 3,133,800,000 925,056,000 2,589,552,000 | 1,357,200,000
8,005,608,000
Operational Cost 1,800,000,000 327,360,000 330,300,000 113,100,000
Total Operational Cost 2,570,760,000

GRAND TOTAL

10,576,368,000
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Table 22 provide the needed opertional cosr in order to opertionalize the
completed health facility scheduled to open in 2008-2009. as seen the
MoPHP needs 10.6 Billion YRS in addition to the existing budget. This
projections were based in the new agreed amount of mony that was
implemented in 2007. there was a substantial increase in the health facilities
operational cost. Table 23 shows the old amount and the new ones.

Table 23 New and Old Operational Cost implemented in 2007
No Type of H. Facility Level Old New
Operational  Operational
cost cost
1 Health Unit First 2500 12500
2 Health Center First 8000 250000
Second 7000 80000
Third 5000 60000
3 Rural Hospital First 260000 1200000
Second 180000 430000
Third 130000 450000
Fourth 90000 400000
4 Central Hospital First 3500000 6200000
Second 2500000 5900000

Main Findings and Recommendations:

Budget realization indicators demonstrate the need for improvement in

budget performance in the health sector. Actual expenditures have
consistently deviated from plans, as well as transfers to governorates
have been disbursed late. This trend was observed across the governorates
as particularly capital/development expenditures tend to be lower than

initially budgeted. It appears to be a long -term style now that payments
always starts slowly and accelerates towards the end of the year . This
expenditure model is cause for concern because project implementation is

disrupted by an adverse budget cycle. Project implementation starts late

and, in the case of multi - year projects, is interrupted at the beginning of
each year.

In general, low levels of disbursement can be explained by the delayed

availability of funds and rigidities in reallocating resources between weak

and better performing activities. Given substantially increased public
resourc es for health, financial management systems are even more important

in ensuring spending quality and effectiveness. Currently, Yemen Rs health
budgeting and execution systems have considerable room for improvement and
modernization. Yemen needs to make prog ress in establishing a sound legal
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