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1 Background 

The National Treasury of Kenya presented its annual budget in a program-based format for the 

third time in April 2015. This is in line with international best practice and the requirements of 

Kenya’s own Public Finance Management Act 2012, which also initially required all of Kenya’s 

counties to shift to program-based budgets (PBB) in the 2014/15 financial year (FY 2014/15).  

Unfortunately, few government officials know much about how to prepare a PBB, and few 

citizens know how to read a PBB. Lack of information about how to prepare and use the new 

budget format could lead to reduced transparency and undermine confidence in budget 

information. Indeed, Kenya’s first national PBB in 2013/14 actually limited public and 

parliamentary access to key budget information substantially, due to poor design. Thankfully, 

the 2014/15 Budget rectified a number of the flaws in the government’s initial attempt to shift 

to PBB and there were some additional modest improvements in 2015/16. However, there is 

still more work to be done to make the new format deliver on its promise of more and better 

public finance information. There is also a need for a broader understanding of what PBB is 

meant to achieve if we are to get useful versions of program budgets at the county level. 

In light of this, we decided that it was important to prepare a guide that would inform both 

those who prepare the PBBs and those who use them. It is intended to speak to executives at 

national and county level, as well as oversight bodies, such as legislatures, auditors, civil society 

organizations, and the Controller of Budget.  

This guide begins by explaining the difference between program-based budgeting and line-item 

budgeting. We then look at how Kenya’s 2015/16 PBB compares to the 2014/15 and 2013/14 
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PBBs.  We proceed to look at budgeting in South Africa and Uganda. To make the discussion 

concrete, we use examples from the presentation of the health budget across our various years 

and cases. The guide provides information to allow both deeper interrogation of the PBB, and 

to encourage continued improvement in Kenya’s budget presentation at both national and 

county levels.  It is highly relevant as we review the 2015/16 budget estimates, which have 

been tabled at the National Assembly, and as we prepare to kick off the 2016/17 budget 

process sometime in August this year.  

2 What is a Program-Based Budget and Why Use It? 

2.1 Line-Item Budgeting  

Traditional line-item budgets (including Kenya’s budget until 2013/14) focus on providing 

details on what the government spends money on. This can lead to voluminous data on specific 

inputs. For example, a line-item budget will provide information on spending on stationery, 

fuel, hospitality, training, travel, and so on. Figure 1 and Figure 2 are examples of how 

information is organized in a line-item budget, taken from Kenya’s 2012/13 health budget.  

Figure 1: 2012/13 Health Budget for Subhead Physiotherapy Services  

 

Source: Ministry of health budget for the year 2012/13 

 

 

 

http://www.internationalbudget.org/


Improving Program-Based Budgeting in Kenya 

 

 www.internationalbudget.org  

 

3 

 

Figure 2: Kenyan Health Budget for Subhead National Aids Control Program 2012/13 

 

Source: Ministry of health budget for the year 2012/13 
 

These two examples illustrate the difficulty of understanding how the inputs listed (the “line 

items”) actually add up to the provision of physiotherapy services or controlling the spread of 

HIV/AIDS. For example, both units spend substantial amounts on travel, hospitality, routine 

maintenance, and office furniture. But how do these inputs yield the desired outputs? One of 

the main differences between these two units is the fact that physiotherapy services has no 

salary costs. How is this fact linked to final results? Is it possible to provide physiotherapy 

without any staff, while AIDS control requires permanent employees? Perhaps it is (e.g., if the 

staff providing these services are trained by this unit but paid by another unit), but it is difficult 

to understand precisely how a unit delivers services from the information presented in a line-

item budget.  

A traditional line-item budget has little or no information about objectives. Reviews of line-item 

budgets tend to focus on whether or not the money allocated for inputs was used (did you 

spend the money we gave you for stationery or not?) rather than whether services were 

delivered effectively (did you reduce the spread of HIV/AIDS or not?). Kenya’s traditional line-

item budget provided no narrative information to explain the tables and figures in the budget, 

and no information about how inputs were related to service delivery objectives. 
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2.2 Program-Based Budgeting  

In contrast, program-based budgets (PBB) organize the budget around objectives rather than 

inputs. A PBB presents a set of programs and (usually) subprograms with clear policy objectives. 

Each program has a set of indicators, which measure whether objectives are being achieved, 

and time-bound targets, which are related to each indicator and measure progress toward 

achieving these objectives. While it is focused on outputs, a PBB does not eliminate information 

on inputs.  It does normally provide less detail on inputs, however. 

Typically, a PBB is based on an economic classification that clearly identifies the different 

categories of expenditure, such as that dedicated to personnel, goods and services, or 

infrastructure. Each of these can be broken down further to illuminate the connection between 

spending on these categories and the objectives of related programs.  

An effective PBB arranges the budget around a set of programs and objectives that are clear 

and specific. The indicators and targets must also be concrete, realistic, and have credible 

baselines and timelines. For example, we may have a program/sub-program focused on 

improving the lives of people living with HIV/AIDS. One indicator for this program/sub-program 

might be the share of the population living with HIV/AIDS that is consistently receiving 

antiretroviral treatment. A target for this indicator might be extending antiretroviral treatment 

to 70 percent of the population living with HIV/AIDS, and our baseline might be 50 percent. For 

our target to be meaningful, we must be trying to achieve it over a fixed period of time, such as 

three years. Table 1 below shows how this information may be presented in an effective PBB.  
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Table 1: Sample Program-Based Budget for Improving the Lives of People Living with HIV/AIDS  

Program: PREVENTIVE AND PROMOTIVE HEALTH SERVICES TO AT RISK POPULATION 
Sub-program: Antiretroviral treatment provision 
Objective: To improve the lives of people living with HIV/AIDS 

Subprogram Indicator Baseline 
2013/14 

Targets 
2014/15 

Targets  
2015/16 

Targets  
2016/17 

Improving Lives of 
PLWHA 

% of population 
living with 
HIV/AIDS 

(PLWHA) that is 
receiving ARV 

treatment 

50% of PLWHA 
receiving ARV 

treatment  

55% of PLWHA 
receive ARV 
treatment 

60% of PLWHA 
receive ARV 
treatment 

70% of PLWHA 
receive ARV 
treatment 

Author note: ARV refers to antiretroviral 
 

The primary point of using PBB is to change the way that people use the budget: from a focus 

on accounting for money to an emphasis on accountability for service delivery. By presenting 

information on outputs and service delivery objectives, citizens and oversight bodies can review 

the budget according to what is most important: whether public money is providing the goods 

and services we expect.  

3 Has the Shift to Program-based Budgeting Improved Budget 

Presentation and Transparency? 

Having described some of the theoretical advantages of PBB, we now turn to look at whether 

Kenya’s PBB has actually improved budget presentation and transparency. We start by 

comparing the PBB in 2013/14 to the 2012/13 line-item budget. We then look at the 2014/15 

PBB, which brought a number of improvements. We will finally look briefly at the 2015/16 

budget estimates that have been tabled recently. 

3.1 The 2013/14 Program-Based Budget 

Kenya’s first attempt at PBB in 2013/14 fell short of expectations. A considerable amount of 

information was eliminated and the new narrative information on programs, indicators and 

targets was inadequate. For example, while the information presented in the 2012/13 line-item 

budgets for the National Aids Control Program and Physiotherapy Services as shown in figures 1 

and 2 above did not help us understand how inputs were converted into outputs, the 2013/14 
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PBB simply eliminated all spending information about these units. The 2013/14 PBB introduced 

only three programs related to health: Curative Health, Preventive and Promotive Health Care 

Services, and Disaster Management.  Table 2 shows the information provided on each of these 

programs.  

Table 2: Programs and Objectives in the 2013/14 Budget 

Programs Objectives 
Curative Health Improve the health status of the individual, family and community by ensuring affordable 

health care services 

Preventive and 
Promotive Health 

Care Services 

To increase access to quality and effective promotive and preventive health care services 
in the country 

 
Disaster 

Management 
A safe and resilient society responding adequately to disasters  

 

Source: Ministry of Health Program-Based Budget for the year 2013/14 

 

As these programs were not broken down further into sub-programs, it is very difficult to know 

how the various departments that existed in the two ministries responsible for health services 

in FY 2012/13 were rearranged among these three programs in 2013/14. 

Furthermore, given the program names and broad objectives, it is not easy to distinguish which 

services were covered by the first program and which by the second. While it is likely that the 

“Preventive” program was more focused on preventive measures, it is hard to tell which 

activities and outputs were produced by each program and how these differ. Logically, the 

indicators and targets suggest that the curative program provided antiretroviral treatment to 

HIV patients, while the preventive program provided them to mothers to prevent transmission. 

Surprisingly, however, drugs seem to be important only for the preventive program, and health 

worker training only for the curative program (See table 3). 

Furthermore, the object of the “Disaster Management” program was “A safe and resilient 

society responding adequately to disasters.”1 However, the only indicator for this program was 

“Decrease in HIV/AIDS related deaths.” It is therefore hard to understand what this program 

                                                 
1 This program, with the same objective, is included in other ministries as well, where it is meant to achieve very different things. 
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was meant to do or how it related to the other two programs, particularly the curative program 

which also includes HIV-related services. 

Table 3: The 2013/14 Health Budget Showing Performance Indicators with No Targets, 
Baselines, or Timelines to Achieve Those Indicators 
 

 PROGRAMME 
NAME 

PROGRAMME 
OUTCOME 

EXPECTED  OUTPUTS MEDIUM TERM PERFORMANCE 
INDICATORS AND TARGETS 

1. Curative Health 
Care Services 

Reduced  
incidents of 
curable diseases 
and ill health 

 Patients getting 
curative interventions 

 Trained health 
personnel 

 Hospitals inspected 
and accredited 

 Patients receiving 
specialized curative 
interventions 

 No. of patients treated 

 No. of eligible inpatients 
on ARVs 

 Proportion of inpatient 
malaria mortality 

 Proportion of fresh still 
birth 

 No. of trained health 
personnel 

 No. of health facilities 
inspected and accredited 
 

2. Preventive and 
Promotive Health 
Care Services 

Reduced 
incidents of 
preventable 
diseases and ill 
health 

 Children under1yr 
immunized. 

 New TB cases 
detected and treated. 

 Pregnant mothers 
receiving LLITN’s in 
endemic districts 

 Eligible pregnant 
women receiving 
preventive ARVs 

 Health Commodities 
available at the 
health facilities 

 National radioactive 
waste management 
facility 

 % of children under 1 yr 
immunized 

  TB detection rate and TB 
treatment completion 
rate. 

 % of pregnant women 
receiving LLITN’s in 
endemic districts 

 % of eligible pregnant 
women receiving 
preventive ARVs 

 Drugs fill rates at primary 
health facilities 

 radioactive waste 
management facility in 
place 

3. Disaster 
Management 

 Decrease in 
HIV/AIDS 
related 
deaths 

 Increased ART 
services to persons 
living with HIV/AIDS. 
 

 No. of persons under ART 
services 
 

Source: Ministry of Health Program-Based Budget for the year 2013/14 
 

4 Progress and Challenges in Program-Based Budgeting in Kenya 

For this analysis, we looked more systematically at a number of areas of budget presentation 
and compared the 2013/14 PBB to the 2014/15 PBB and the 2015/16 PBB. Our summary 
findings are captured in Table 4 below.
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Table 4: Difference in Information Available in Kenya’s 2013/14, 2014/15, and 2015/16 Program-Based Budgets (using Ministry of 
Health example) 
 

  
2013/14 (Program Based Budget) 

 
2014/15 (Program Based Budget) 

 
2015/16 (Program Based Budget) 

Narrative information 
 
Narrative should: 
 

1. Explain overall 
mission and 
objectives. 

2. Be clearly linked 
to priorities and 
program 
allocations. 

3. Explain changes 
over time in 
allocations/expe
nditure. 

4. Relate challenges 
and objectives in 
the sector to 
budget 
allocations and 
how the 
challenges would 
be addressed. 

 
 

 

1. Some narrative available on 
the mandate of the health 
ministry, programs and 
objectives. 

2. Not clearly linked to 
program priorities and 
allocations. 

3. N/A 

4. Does not relate challenges 
and objectives in the sector 
to changes in budget 
allocation. No information 
on how past challenges will 
be addressed in the current 
financial year. 

 
 
 

1. Narrative information 
available on mandate of 
health ministry, programs and 
objectives. 

2. Some allocations mentioned, 
but most are not described. 
No clear link to program 
priorities or allocations.  

3. Some information provided 
on allocation trends as well as 
achievements in the last 
financial year, but not 
expenditure. 

4. Does not relate challenges 
and objectives in the sector to 
changes in budget allocation. 
No information on how past 
challenges will be addressed 
in the current financial year. 

 

 
 
 

1. Narrative information available 
on mandate of health ministry, 
programs, performance and 
achievements in the last financial 
year.  

2. Not clearly linked to program 
priorities or allocations. 

3. Some information on allocation 
trends and reasons for changes in 
allocation at ministry but not 
program level. 

4. Does not relate challenges and 
objectives in the sector to 
changes in budget allocation. No 
information on how past 
challenges will be addressed in 
the current financial year.  

Programs with clear 
objectives  
 
Budget should have 
programs that: 
 

 
1. Program objectives are 

vague and overlapping, 
making it hard to know how 
each program uses its funds 
to advance a distinct 
objective. 

 
1. Program objectives are still 

vague and overlapping, but 
the addition of sub-program 
information helps to clarify 
what each program actually 
does. 

 
1. Program objectives no longer 

overlap. For example, curative 
services and promotive services 
do not overlap, because one 
provides preventive and the 
other specialized services.  Sub-
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1. Are clear and 
with clear 
objectives that 
do not overlap.  

2. Have objectives 
that look at 
outputs and 
outcomes. 

 

2. Curative program’s 
objectives are focused only 
on outcomes (improved 
health status) while 
preventive program 
objectives are focused only 
on outputs (access to 
services). This leads to lack 
of clarity about differences 
between two programs. 

 

 
 

2. Programs objectives are 
mostly focused only on 
outcomes. For instance, 
“reduce incidences of 
preventable disease and ill 
health.” However, lack of 
outputs make it difficult to 
understand what programs 
actually do. 

programs also help to clarify 
distinct program activities. 

2. Objectives are now focused more 
at output than outcome level.  
They no longer overlap but it is 
less clear what the ultimate 
purposes of the programs are. 

Indicators, targets, and 
timelines 
 
Each program or sub-
program should have: 
 

1. A set of sensible 
indicators with 
baselines and 
targets that 
relate to 
program 
objectives. 

2. Consistent over 
time. 

3. Updated to 
reflect changes in 
baseline over 
time.  

 
 
 
 
 
 

1. Indicators are not in line 
with ministry objectives and 
have no baselines and lack 
targets.  

 
 
 

2. N/A 
 

3. N/A 

 
 
 
 
 
 

1. Indicators improved from last 
budget as targets were 
introduced. However, some 
targets are incoherent and do 
not have baselines. For 
example, there is an indicator 
for “% of facility based 
maternal deaths” which has a 
target of 100%, which is both 
unclear and does not align 
with Health Sector Working 
Group target from 2015/16.2  

2. Many new indicators with 
new targets. There was also a 
huge dropout of indicators 
that were used in the 

 
 
 
 
 
 

1. Improved clarity of indicators 
with targets to some extent but 
still no baselines. Some indicators 
that were not clear in the last 
budget were dropped, leading to 
reduced number but more 
focused. For instance, “% of 
facility based maternal deaths.” 

2. Many indicators and targets have 
been dropped, with some being 
replaced without any 
explanation. For instance, in the 
health promotion subprogram, 
under the delivery unit – 
environmental health services, 
the indicator used in 2014/15 

                                                 
2 Republic of Kenya, “Health Sector Working Group Report, MTEF for the period 2015/16-17/18” 
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2013/14 budget that did not 
appear in the 2014/15 
budget. For instance, in the 
health sector, there was an 
indicator “% of pregnant 
women receiving LLITN in 
endemic districts” which is no 
longer in the budget. 

3. Most indicators did not have 
baselines.  Many from 
previous year lacked targets. 

was % of HH with latrines and 
with a target of 70% by the year 
2015/16. The same unit now has 
a new indicator – National 
Aflatoxin Management with no 
target for the year 2015/16. 

3. No updated information about 
changes in the baseline or 
whether targets for previous year 
achieved.  

 

Subprograms and further 
disaggregation 
 
Subprograms should: 
 

1. Be about 2-5. 

2. Have clear 
objectives and be 
related to the 
program under 
which they fall. 

3. Be consistent 
over time. 

 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 

1. N/A 
 

2. N/A 
 
 
 
 

3. N/A 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 

1. Two to five subprograms. 

 

2. The subprograms do not have 
objectives but have indicators 
and targets. 

 

3. N/A (new item). 

 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 

1. Between 3 and 9 subprograms 
under each program. 

2. The subprograms do not have 
objectives but have indicators 
and targets (though not fully 
consistent with last year). 

3. There is a drop in the number of 
subprograms, with some being 
replaced. For instance, in 
2014/15, the preventive and 
promotive subprogram had 5 
subprograms, now there are only 
three subprograms. Curative 
health program had 3 
subprograms – national referral 
hospital, mental and spinal injury 
which has now been combined 
into only one program National 
referral services. 
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4. Have clear 
indicators and 
targets. 

 

5. Broken down by 
economic 
classification that 
is clear 

 

 
 

4. N/A 

 

 

5. Generic economic 
classification with vague 
categories of “other 
recurrent” and “other 
development” at program 
level. 

 
 

4. Have somewhat clear targets 
and indicators, but as above, 
not entirely consistent and 
coherent. 

5. Subprograms have been 
broken down into an 
economic classification. 
However, the economic is 
generic with use of vague 
categories such as “other 
recurrent” and “other 
development.” 

 
 
 
 

 

4. Have somewhat clear targets and 
indicators, but as above, not 
entirely consistent or coherent. 

 

5. Broken down by economic 
classification. However, there is 
still use of vague classification 
which takes major share of 
allocations. 

Personnel and costs 
 
There should be 
information: 
 

1. Beyond 
“compensation 
to employees” at 
program or 
subprogram 
level. 

 
 
 

2. On number of 
staff, job group, 
emoluments and 
costs. 

 

 
 
 
 
 

1. No information beyond 
single figure for 
“compensation” at program 
level, with only 3 programs. 
 
 
 
 
 

2. No information on number 
of staff, job group, 
emoluments and cost, 
unlike in 2012/13. 

 
 
 
 
 

1. No information beyond single 
figure for “compensation for 
employees” but now this 
information is at program and 
subprogram level (increase in 
detail due to increase in 
programs from 3 to 5, plus 19 
subprograms, but still less 
than 2012/13.). 
 

2. No information on number of 
staff, job group, emoluments 
and cost. 

 

 
 
 
 
 

1. No information beyond single 
figure for “compensation for 
employees” at subprogram level. 

 
 
 
 
 
 
 

2. No information on number of 
staff, job group, emoluments and 
cost. 
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Appropriation in Aid (AiA) 
 
Information should be 
broken down to: 
 

1. Type of donor, 
the amount and 
type of grant. 
 

2. Where the 
money is coming 
from i.e. donor 
or user fees 

3. Where the 
money is going 
to, which 
ministry, 
department etc. 

 
 
 
 
 

1. No information on the type 
of donor and type of grant, 
only the total amount of 
AIA.  
 

2. No information.  
 
 
 

3. Information at vote and 
program level. 

 
 

 
 
 
 
 

1. None 
 
 
 
 

2. None 
 
 
 

3. None 
 

 
 
 
 
 

1. None 
 
 
 
 

2. None 
 
 
 

3. None 
 

 
Link between program-
based budget and line-
item budget 

 
The 2013/14 budget eliminated 
former administrative units and no 
information was provided that would 
allow for a link to the old 
classification to be established. 
 
 
 
 
 
 
 

 
The 2014/15 PBB has some link with 
the old administrative units in the 
2012/13 budget. It now has “delivery 
units” which can be linked back to the 
old line item budget, and the line-item 
classification was released along with 
the PBB. For example, “control of 
malaria and communicable disease 
control” delivery units appear under 
the sub-program “communicable 
disease control,” with codes 
108008900 and 108011800 
respectively. These are the same as 
the codes in the line-item budget for 
the same units. 
 
 

 
Same as 2014/15, with delivery unit codes 
allowing comparison between line-item 
and PBB budgets. 
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On balance, Kenya’s shift to PBB has made more information available. However, it also 

reduced the level of information available on wage costs and external funding. The narrative, 

indicators, and targets are still weak. In many cases, the sub-program breakdown does not 

allow a reader to fully understand what a sub-program does or how it uses public money to 

achieve specific objectives. We elaborate on each row of Table 4 below.  

4.1 Narrative Information 

A key advantage that a PBB has over a line-item budget is that it provides a fuller narrative 

explanation of budget allocations.  

The 2013/14 PBB introduced a few paragraphs of narrative, but these were not very closely 

connected to the budget figures, tables, or program objectives. For example, the 2013/14 

health budget mentions a number of key initiatives in the sector, such as the provision of free 

maternity health, improving immunization coverage, and medical equipment. This appears in 

the 2013/14 PBB as follows: 

“The financial year 2013/14 Budget would give priority to scaling up the policy interventions 

aimed at enhancing the equitability of access to medical services. Such measures will include: 

provision of FREE maternal health care and ensuring that most deliveries are conducted under 

the care of skilled health attendants, equipping public health facilities [emphasis added] and 

provision of adequate medical supplies, improving immunization coverage for children, and 

reducing morbidity and mortality from malaria, HIV/AIDS, tuberculosis and non-communicable 

diseases.” 

However, it is not possible to link the above narrative to expenditure because it is not clear 

which programs these initiatives fall under. The initiatives mentioned do not clearly match 

program objectives (see table 2), nor do they align with the program breakdown. For example, 

under which program would we expect to find “equipping public health facilities”? The budget 

does not tell us. Even if we surmise that it should be under the “Curative Health” program, we 

would not be able to see it, as the curative program breakdown uses only a generic economic 

classification (see table 5 below). 
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Table 5: Summary of Expenditure by Program in the Ministry of Health budget 2013/14 

040100 Curative Health 
 

Economic Classification Estimates Projected Estimates 

2013/2014 2014/2015 2015/2016 

Current Expenditure 17,109,067,289 17,962,893,062 18,003,744,441 

Compensation to Employees 1,259,160,177 1,297,300,309 1,336,222,928 

Use of Goods and Services 1,077,247,111 1,333,005,462 1,333,183,722 

Current Transfers to Govt. Agencies 14,598,865,601 14,980,585,601 14,982,335,601 

Other Recurrent 173,794,400 352,001,690 352,002,190 

Capital Expenditure 3,207,729,312 3,833,513,901 3,943,513,901 

Acquisition of Non-Financial Assets 448,310,514 460,500,000 460,500,000 

Capital Grants to Govt. Agencies 507,700,041 1,016,900,081 1,016,900,081 

Other Development 2,251,718,757 2,356,113,820 2,466,113,820 

Total Expenditure 20,316,796,601 21,796,406,963 21,947,258,342 

Source: Ministry of Health Program-Based Budget for the year 2013/14 
 

The quantity and quality of the narrative were both moderately improved in the 2014/15 

budget. First, the narrative was expanded to include the vision, mission, performance overview, 

and background of program funding; the challenges faced by the ministry in implementing the 

budget; and the focus of spending for the upcoming year (see Figure 4).  
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Figure 4: Narrative Section from the 2014/15 Health Budget  

 

 
Source: Ministry of Health Program-Based Budget for the year 2014/15 

 

The 2014/15 PBB also provides a link between the narrative and the program/sub-program 

objectives. For instance, the highlighted section in Figure 4 shows that the health ministry will 

focus on providing free maternal healthcare at a cost of Ksh 4.04 billion. This can be linked with 

summary table figures of the maternity subprogram, as shown in Figure 5 below.  

However, there are some figures mentioned in the narrative which are quite difficult to link to a 

program or sub-program. For instance, the narrative mentions that the health ministry will 

focus on upgrading facilities in the slum areas, at a cost of Ksh 300 million. This spending cannot 

be linked to a specific program or found in the budget summary table.  
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Figure 5: Maternity Sub-Program in the 2014/15 Health Budget 

 
Source: Ministry of Health Program-Based Budget for the year 2014/15 
 
 

The 2014/15 budget narrative discusses performance in 2013/14; it provides a brief overview of 

the achievements (Figure 4) and the challenges the health ministry faced in implementing the 

previous year’s budget.  

For instance, page 192 of Kenya’s 2014/15 Ministry of Health Budget narrative states: 

“Despite the achievements, the Ministry experiences the following challenges: (i) Many Health 

facilities are not adequately equipped according to norms and standards. (ii) Most public health 

facilities are old and dilapidated and (iii) Inadequate budgetary provision for the procurement 

and distribution of Essential Health Products and Technologies. In addition, there is a high 

prevalence of Preventable Communicable diseases and rising incidence on Non 

Communicable Diseases e.g. Cancer, Cardiovascular diseases and Diabetes [emphasis added].”   

This is a substantial improvement over the 2013/14 narrative. However, it is not entirely clear 

how the proposed initiatives and allocations for 2014/15 respond to the challenges identified. 

For example, from the challenges listed above, we might expect more funding to go to 

“essential health products and technologies” but we would have a difficult time identifying any 

such increase in the budget allocations. 

The narrative allocations that are mentioned are also hard to link to the indicators or the actual 

allocations in the budget tables.  Equipping 94 hospitals at a cost of Ksh 3 billion is also 

mentioned in the narrative. But the indicator tables do not refer to these hospitals. There is 

instead an indicator that refers to the rehabilitation of 23 hospital over three years (10 in the 
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first year) under the “Administration” program, “Health Policy” sub-program.  That sub-

program has a budget of Ksh 4.2 billion in 2014/15, which might include Ksh 3 billion for 10 

hospitals in the first year, but it is clearly difficult to know how these figures align with the 

narrative claim of equipping 94 hospitals.  The narrative may refer to the Ksh 3.3 billion 

equipment leasing scheme that is mentioned in the Budget Highlights document, but this is not 

referenced in the PBB at all.  The Ksh 3 billion in the narrative and the Ksh 3.3 billion figure in 

the Highlights also do not match precisely. 

The narrative could do more to illuminate expenditure trends and tradeoffs in each sector. It is 

difficult to identify areas of greater and lesser focus and how this is changing over time. In some 

cases, quantitative information about absorption is provided, which is an improvement. 

However, the link between the general discussion in the narrative and the budget tables is 

often weak. Given the numerous challenges with the quality of the narrative identified here, we 

recommend that some minimum standards be developed to guide the contents of all budget 

narratives.  

In 2015/16, the narrative challenges continue largely as in 2014/15.  The narrative still fails to 

illuminate expenditure decisions at the program or subprogram level, and it is not possible to 

identify priority allocations mentioned in the narrative, such as the Health Insurance Subsidy 

Program (HISP), in the budget tables.  The 2015/16 budget also lacks some information that 

was available in 2014/15 on sector allocations over the last few years.  There is also no 

explanation of the reorganization of programs and subprograms since 2014/15, leading to 

considerable confusion about whether priorities are changing or just moving from one part of 

the budget to another. 

4.2 Programs with Clear Objectives 

The creation of new programs and subprograms in FY 2014/15 substantially increased the 

transparency of the budget. Subprograms did not exist in the 2013/14 budget, and the number 

of programs was also highly aggregated, with little detail provided on the purpose of each 

program. Moreover, the objectives of many of these programs were unclear (see Table 2). For 

example, it seems that the objective of the “Preventive” program (access to preventive 
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services) would also be an input to the objective of the “Curative” program (better health 

status). As we saw, there are various other activities highlighted for each program that could 

potentially overlap, such as the training of health workers or supply of drugs. It is therefore 

unclear how these programs work in different ways to achieve different objectives.  

The 2014/15 budget format continues to suffer from unclear objectives at program level, but 

the addition of sub-program information helps to clarify what the program is actually doing. We 

saw that the objective of the “Preventive and Promotive” program in the 2013/14 budget was 

to “increase access to quality and effective promotive and preventive health care services in the 

country.” In FY 2014/15, the new objective is “to reduce incidence of preventable diseases and 

ill health” (see Figure 6). This is a marginal improvement, with a greater focus on outcomes, but 

still leaves a lot of questions about what the program does and still overlaps with the “Curative” 

program. However, we can see from the sub-program data that the program is responsible for 

“health promotion”, “non-communicable and communicable disease control,” and “the 

government chemist.” 

The 2015/16 budget creates a stronger distinction between these programs: curative health 

now focuses on specialized care, while preventive and promotive focuses on prevention of 

disease.  However, neither program objective clarifies the outcomes of the program, focusing 

instead at output level.  Thus we now have clarity about the kinds of services in each, but not 

the ultimate objectives of the programs.  In spite of apparent similarities in the names of 

programs and subprograms between 2014/15 and 2015/16, there are also confusing shifts in 

what they do.  For example, part of immunization was under promotive health in 2014/15, but 

it has now been removed and placed under the Maternal and Child Health program without 

explanation.  There have also been substantial shifts in budget lines from Non-Communicable 

Disease Control to Communicable Disease Control (e.g., budget lines for HIV, TB, Malaria), 

raising questions about whether budgets are properly classified within programs. 
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Figure 6: Preventive and Promotive Health Services Program in the 2014/15 Budget 

 

 
 
Source: Ministry of Health Program-Based Budget for the year 2014/15 
 
 

4.3 Indicators, Targets, and Timelines 

The 2013/14 budget included many indicators that lacked targets, baselines, and timelines for 

achieving objectives. While the narrative included some precise targets, none had timelines as 

can be seen below: 

“The budget further seeks to reduce health inequalities and to reverse the downward trend in 

health related outcomes and impact indicators. Reduce malaria case fatality in hospitals from 

21% to below 10%, increase number of mothers attending ante-natal clinic delivered in 

hospitals from 51% to 72%, increase the number of eligible patients on ARV from 56% to 63%, 

improve customer satisfaction from less than 60% to 64%, reduce infant mortality from 74 
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deaths to below 52 per 1,000 live births, reduce child mortality from 115 deaths to below 74 

per 1000 live births.”3 

The narrative above shows that the health ministry was planning to reduce the number of 

malaria fatalities in hospitals (indicator) from 21 percent (baseline) to below 10 percent 

(target). However, the timetable for achieving this was not provided. Was this the target to be 

achieved in FY 2013/14, or sometime later?  On the other hand, the section on formal 

indicators and targets (Table 6), shows that many indicators also lacked targets. 

Table 6: The 2013/14 Health Budget Showing Performance Indicators with no Targets, no 

Current Status and no Set Period of Time that they will Achieve those Indicators 

 PROGRAMME 
NAME 

PROGRAMME 
OUTCOME 

EXPECTED OUTPUTS MEDIUM TERM 
PERFORMANCE INDICATORS 

AND TARGETS 

2. Preventive and 
Promotive Health 
Care Services 

Reduced 
incidents of 
preventable 
diseases and ill 
health 

 Children under1yr 
immunized. 

 New TB cases detected 
and treated. 

 Pregnant mothers 
receiving LLITN’s in 
endemic districts 

 Eligible pregnant 
women receiving 
preventive ARVs 

 Health Commodities 
available at the health 
facilities 

 National radioactive 
waste management 
facility 

 % of children under 1 yr 
immunized 

 TB detection rate and TB 
treatment completion rate. 

 % of pregnant women 
receiving LLITN’s in endemic 
districts 

 % of eligible pregnant 
women receiving preventive 
ARVs 

 Drugs fill rates at primary 
health facilities 

 radioactive waste 
management facility in place 

Source: Ministry of Health Program-Based Budget for the year 2013/14 
 

Moreover, the 2013/14 budget included some performance indicators which did not relate to 

the program. For instance, the “Disaster Management” program’s objective, “A safe and 

resilient society responding adequately to disasters,” had a performance indicator “[Number] of 

persons under [antiretroviral] services” which did not relate to the program (see Table 3). This 

information had already been captured in the curative and promotive health programs. 

 

                                                 
3 Ministry of health budget 2013/14 
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The 2014/15 PBB improved the presentation of targets and indicators. However, indicators still 

had no baseline and some targets were not informative. Most indicators and targets are at the 

level of the subprogram, and many targets are simply set for 2014/15 and future years, but we 

do not know the current status (baseline) of these indicators and therefore how realistic the 

targets are. This is particularly problematic when the targets mentioned are at odds with other 

government figures.  

For example, the 2014/15 health budget set a target of 44 “[percent of] births conducted by 

skilled attendant,” to be achieved during FY 2014/15. However, prior to the introduction of the 

government’s flagship free maternal health program in 2013, the government estimated that 

44 percent of births took place at a health facility, all of which were presumably attended by a 

skilled attendant.4 In May 2014, the “Beyond Zero Campaign,” an initiative spearheaded by 

Kenya’s First Lady, claimed that “free maternity services helped increase the number of women 

delivering in hospitals from 44% to 66%.”5 This means that the target for 2014/15 is below what 

has already been achieved. Moreover, the 2015/16 target is 60 percent; and the 2016/17 target 

is 65 percent. This means the target for 2016/17 has already been achieved.  

Similarly, the indicator for “% of facility based maternal deaths,” has a target of 100 percent. It 

is hard to understand what this means – is the goal to ensure that all mothers who die do so in 

a facility? This is a surprising indicator and target. It also does not match the indicator used by 

the Health Sector Working Group, which looks at the absolute number of in-facility maternal 

deaths per 100,000 live births and is targeting a decline to 111 (baseline of 114 in 2013).6  

In 2015/16, some of the uninformative or contradictory indicators, such as “facility based 

maternal deaths” have been dropped.  However, other indicators that seemed important have 

also been dropped.  For example, in 2014/15 there was an indicator for under 5 year old 

mortality which has been dropped in 2015/16.  It is not clear why.  At the same time, new 

indicators have been introduced that also contradict other sources as was the case for the 

                                                 
4 Nicole Bourbonnais, 6 November 2013, Implementing Free Maternal Health Care in Kenya. 
5  See http://www.president.go.ke/beyond-zero-campaign-a-timely-idea-says-health-cs   
6 Republic of Kenya, Health Sector Working Group Report, MTEF 2015/16-2017/18, p. 15. 
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maternal death indicator.  For example, the 2015/16 target for Kenyatta National Hospital for 

“Average Length of Stay” has already been exceeded in 2014/15, according to the Health Sector 

Working Group Report.7 

Figure 7: Program Output and Performance Indicators in the 2014/15 Health Budget  

 
Source: Ministry of Health Program-Based Budget for the year 2014/15 

 
4.4 Subprograms and Further Disaggregation 

The 2013/14 budget had few programs and no subprograms. The main programs were actually 

ministries under the previous government which were then combined into a single, larger 

Ministry of Health. As a result, these programs did not provide much detail about what was 

happening within the ministry. 

The 2014/15 budget improved upon this. More programs were included, programs were 

further broken down into between two and five subprograms, and there was even further 

disaggregation (delivery units) into what previously used to be administrative heads in the 

2012/13 line item budget. For instance, the outcome of the “Preventive and Promotive Health 

Services” program was to “reduce incidences of preventative diseases.” This was further broken 

down into subprogram: “Health promotion,” “Non communicable disease prevention & 

control,” “Government chemist,” and “Radiation protection and Communicable disease 

control.” Each of these has delivery units contributing to its outputs. For example, under the 

                                                 
7 Ibid. 
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“Health promotion” sub-program, there are five delivery units with key outputs, indicators and 

targets.  

 

Figure 8: The 2014/15 Health Budget Showing Program and Subprogram Breakdown 

 
Source: Ministry of Health Program-Based Budget for the year 2014/15 

 

Beyond the number of programs and subprograms, PBBs should provide a classification of 

expenditure. While all budgets do this, the key question is how much detail they provide. The 

2013/14 PBB divided spending using standard economic classifications: compensation to 

employees, goods and services, transfers, and development. These economic classifications 

persist in the 2014/15 PBB, but they provide more information because they are now at the 

level of subprograms. However, the budget still uses categories such as “other recurrent” and 

“other capital” which are vague. These require further breakdown. At best, such residual 

categories should be used to aggregate a few minor expenditures rather than describe large 

allocations.  For example, when most of the budget for the Preventive & Promotive Health 

Program goes to “other development,” this leaves us wondering what this program is actually 

doing with its allocation. 

The 2015/16 budget is very similar to the 2014/15 budget in terms of subprograms and further 

disaggregation.  One notable improvement is the addition of a column in the budget tables 

showing 2014/15 approved budget by subprogram, allowing comparison between the two 

years.  However, as we have already seen, some of the underlying activities in each 
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program/subprogram have actually moved to new programs/subprograms, creating confusion 

that undermines the usefulness of this column and can only be partially rectified with reference 

to the line-item budget.  Subprograms still lack objectives.  The economic classification in the 

budget continues to use “other recurrent” and “other development” to classify substantial 

amounts of spending with no further details.   

4.5 Information on Personnel and Costs 

The budget does not provide comprehensive information on staff, wages, or benefits. The 

2012/13 line-item budget includes extensive details about the wages and benefits of staff in 

each ministry. This information was eliminated in the 2013/14 PBB, the only information on 

wage costs was a single line for “compensation to employees” at program level.  

The 2014/15 PBB improves upon this by providing information on “compensation to 

employees” down to the sub-program level. We are able to find 19 pieces of information about 

compensation to employees because of the breakdown. However, there is still no breakdown 

to allow us to know how many, or what type of, employees are in each ministry, or how much 

they are paid either individually or by job group, as was the case in the line item budget. 

There is no additional information provided about staff in 2015/16 beyond what was available 

in 2014/15. 

4.6 Information on Appropriations in Aid 

Appropriations in Aid (AiA) is a revenue source, and it consists primarily of two things: donor 

funds that go directly to various agencies; and fees collected by agencies that are normally 

retained by those agencies for their operating costs.  

The 2012/13 budget provided extensive information about AiA within each ministry, including 

the administrative unit that received the funds and whether the funds came from donors or 

were internally generated. 
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The 2013/14 PBB provided information about AiA aggregated by program, with medium-term 

projections. Each program had an overall figure for AiA, but it was unclear if these were donor 

funds or user charges, or what they were used for.  

The 2014/15 PBB no longer contains critical information related to AiA. Aggregate information 

is provided in the “Budget Highlights” companion to the budget, but this lacks information on 

AiA by ministry, program, or subprogram.  

Unsurprisingly, neither the 2013/14 PBB nor the 2014/15 PBB formats contain information on 

external revenues. External revenues are similar to external AiA, but are generally given to 

Treasury directly to pass through government financial systems; AiA may be given directly to a 

ministry or agency without passing through Treasury. Information on external revenues was 

provided in the line-item budgets but is lacking from both PBBs. 

The 2015/16 PBB still lacks information about AiA and external revenues. 

4.7 Link between PBB and administrative classification (line-item budget) 

In 2013/14, there was no way to link the 2013/14 PBB format to the 2012/13 line-item budget. 

One could only make a guess as to where to find specific units or ongoing initiatives in the new 

budget. The 2014/15 PBB attempted to correct this by introducing a link between programs and 

“delivery units” that are recognizable as administrative units in the old line-item budget format. 

A transition from one budget format to another should be accompanied by a “crosswalk” that 

helps people link the information in the two budgets and this was an improvement in the 

2014/15 PBB.  

In 2015/16, the PBB continues to use delivery units at the subprogram level, allowing a 

connection back to the line-item budget. 

4.8 Changes in the PBB presentation 

There are inevitably going to be changes to the PBB as it is implemented and improved over 

time. Nevertheless, the introduction and disappearance of programs from year to year can 

make it difficult to understand and monitor spending over time. Between FY 2013/14 and 
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2014/15, there were substantial changes to program names, objectives, and financing. This 

makes it difficult to track spending for similar areas. For example, the health ministry had a 

“Disaster Management” program in 2013/14; this has disappeared in 2014/15. What happened 

to what was being financed under that program? How do we track what has happened to it 

over time? 

Instability in programs can undermine the PBB’s original purpose of providing greater clarity 

about government objectives and how spending is organized to achieve those objectives. 

Ideally, programs should be tweaked rather than completely overhauled to better represent 

sets of activities of government oriented toward common objectives. This will be less disruptive 

to readers of the budget. Major changes should also be accompanied by explanations, allowing 

readers to connect the old way of doing things to the new approach. 

The same logic applies to the changes we have mentioned in 2015/16.  The decision to move 

certain expenditure items between programs and subprograms creates confusion in the 

absence of a detailed narrative explanation of these changes. 

5 Comparing Kenya, Uganda and South Africa’s Budgets for Health in 

FY 2014/15 

In this section of the paper, we compare Kenya’s PBB trajectory with two countries: South 

Africa and Uganda. We focus our analysis on the key issues we identified earlier, particularly: 

narrative information, clarity of outputs and objectives, targets/indicators, breakdown of 

information, and program and subprogram level of breakdown. 

The South African budget, which is a PBB, is considered one of the most transparent budget 

presentations in the world. 8 Uganda uses an output-based budget approach, which is similar to 

PBB, but with some important differences. 9 It also ranks as a more transparent budget than 

                                                 
8 See http://www.treasury.gov.za/documents/national%20budget/2014/default.aspx 

 
9 See http://www.budget.go.ug/budget/national-budgets-documents 
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Kenya, according to the Open Budget Survey 2012.10 Both the South African and Ugandan cases 

allow us to probe the logic of shifting from a focus on inputs to a focus on outputs, and 

demonstrate that this can be done in different ways that both deserve consideration as Kenya 

continues to reform. Generally, the Kenyan PBB is more similar to the South African approach. 

However, the Ugandan approach also has benefits, and in some ways is more wholly committed 

to focusing on outputs and outcomes than either Kenya or South Africa. At the same time, the 

Ugandan approach also has weaknesses and introduces considerable complexity.  

Table 7 summarizes the differences between the budgets of the three countries, using the 

health budget as an example.   

Table 7: Comparison of Kenya’s 2014/15 Program-Based Budget with Uganda’s and South 

Africa’s 2014/15 Budgets (using Ministry of Health example) 

 

Area  
Kenya 2014/15 

 
 South Africa 2014/15 

 
 Uganda 2014/15 

Narrative 
information 

Narrative information 
provided on mandate of 

health ministry, programs and 
subprograms, objectives, 
expenditure trends, and 
achievements in the last 

financial year.  
 

The narrative is not clearly 
linked to allocations. 

More extensive and coherent 
narrative and details are 

provided compared to Kenya. 
This includes information on 

expenditure trends, major 
spending priorities, 

performance over the last 
year.  

Narrative can be clearly linked 
to allocations, the budget 
figures, and why certain 

priorities are being funded. 

Detailed budget narrative with 
overview of sector expenditures 
and how each sector contributes 

to the national development 
plan. Information about the 

sector outcomes, the challenges 
faced during the budget year, 

and plans to improve the 
outcomes. 

 
Narrative can be linked to 
allocations and outcomes.  

No explanation of how priorities 
change over time. 

 

Programs with 
clear objectives  

 

Five programs broken down 
into economic classification.  

 
Program objectives are vague 

and overlapping, but sub-
program information helps to 

clarify what each program 
actually does. 

There are six programs with 
clear and distinct objectives, 
with further program details 

provided. 
 

The program objectives are 
focused only on outputs of the 

The vote functions, which are 
similar to programs, do not have 

clear objectives, but are each 
linked to a sectoral outcome (of 
which there are 3 in the health 
sector) through their outputs. 
This can be found both in the 
national budget framework 

                                                 
10 See http://internationalbudget.org/what-we-do/open-budget-survey/ 
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For instance, the preventive 

and promotive program 
objective is not totally clear: 

“reduce incidences of 
preventable diseases and ill 
health”. But the inclusion of 

subprogram “health 
promotion” helps clarify how 

the objective will be met. 
 

Other programs, like the 
curative health program lack 

clear objectives and have 
remained the same as those 

in the 2013/14 PBB. For 
example, “Improve the health 
status of the individual, family 

and community.” 

department, rather than the 
ultimate outcomes.  

For example, “Program 5, 
Hospitals,” “Tertiary Health 

Services,” and “Human 
Resources Development” each 

focus on hospitals. But the 
objective is mostly a set of 

activities and deliverables from 
the department without 
reference to the broader 
purpose of investing in 

hospitals, such as improved 
health status. 

 

document and the public 
investment plan document. 

 
For instance, in the health 

sector budget framework paper 
under the vote: ministry of 

health, there is a vote function: 
Clinical and Public Health tied to 

a sector outcome: “children 
under one year protected 

against life threatening 
diseases.” The vote function 

helps to achieve this outcome 
through, for example, provision 

of immunization services.  
 

Several vote functions together, 
producing multiple outputs, 

yield broad outcomes. 
 

Indicators, 
targets, and 

timeline  

There is improvement in the 
indicators and targets 

presentation from 2013/14. 
Most indicators are clear and 

have numerical targets.  
 

However, some targets are 
incoherent. For example, “% 

of facility based maternal 
deaths” has a target of 100%.  

 
Indicators and targets lack 

clear baselines.  

Detailed information is 
provided on the goals to be 

achieved, the indicators used 
to measure these, the 

baseline, the targets, and the 
timeframe for achieving these 

goals.  
However, some objectives lack 

targets and timeframe. For 
instance, the goal to “combat 

HIV and AIDS and decrease the 
burden of disease from 

tuberculosis” does not show 
the target or the timeframe.  
Nevertheless, on balance the 

indicators, targets, and 
timeframes are superior to 

those in the Kenyan and 
Uganda budgets. 

Indicators and targets at sector 
level and output level, but not 
program level, are provided.  

Each sector outcome shows the 
timeframe for achieving the 

targets, and most have a 
baseline that shows the current 

status.  
For instance, for Outcome 1 

(increased deliveries in 
facilities), there is an outcome 

indicator, “Proportion of Health 
Centres with approved posts 

that are filled by trained health 
workers.” This has a baseline of 
56 (2009) and targets of 75 in FY 
2014/15 and 80 in the medium-

term forecast (2015). 
 

In addition, outputs also have 
targets. For example, the output 

“clinical health services 
provided” has an indicator for 

number of health workers 
trained, and a target of 5000 for 

FY 2014/15. No baseline is 
provided, but information about 

previous year target and 
achievement is given. 

Subprograms and 
further 

disaggregation 

Each program has two to five 
subprograms. However, 

Programs into subprograms 
are further broken down, and 

Information is broken down 
beyond the vote and vote 

function to projects, and sub-
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subprograms lack clear 
objectives.  

 
Subprograms have been 

broken down into an 
economic classification, and 

each have indicators and 
targets.  

 
The economic classification is 

basic – compensation to 
employees, use of goods and 
services, acquisition of non- 
financial assets and capital 

grants to government 
agencies. This has not 

improved from the previous 
year. There is still no further 

breakdown and vague 
categories such as “other 

recurrent” and “other 
development”.  

 

their own set of objectives to 
achieve.  

For instance, the HIV and AIDS, 
TB, and Maternal and Child 
Health programs, each have 

four subprograms. Information 
on funding is provided for each 

subprogram. 
The basic economic 

classification is similar to 
Kenya’s (following IMF 
“Government Finance 

Statistics”), but there is a 
further breakdown for staff, 

goods and services, 
administration fees, 
advertising fees, etc. 

 

programs, and linked to a set of 
outputs. For example, Vote - 

Ministry of Health 
Vote function - Health Systems 

Development 
Project - Health Systems 

Strengthening 
Detail-Hospital 

Construction/Rehabilitation. 
 

The economic classification 
remains basic – wage, non-

wage, Government of Uganda 
development and External 
financing. Classification of 

“other goods and services” in 
both recurrent and 

development classifications also 
remains vague. 

 
 

Information on 
personnel and 

costs 
 

No information beyond single 
figure for “compensation for 
employees” but this is now 
provided at program and 

subprogram levels. There has 
been a substantial increase in 

detail from 2013/14 due to 
increase in programs from 3 
to 5, plus 19 subprograms 

Information on staff according 
to their salary level and details 
on the number of added and 
planned posts at the program 

level.  
 

Information on the costs for 
the current year as well as 
those for the medium term 
and average growth rate is 

provided.  

The Uganda budget does not 
provide detailed information 
about wages. It only provides 
different classifications under 

employee costs such as general 
staff salaries, emoluments and 

other costs. 

Appropriations in 
Aid (AiA) and/or 
external funding 

AiA information eliminated 
altogether.  

Shows the amount received 
from donor funds with 

information on the type of 
donor; the amount of money 
received; the name or type of 
project; and the departmental 

program that receives the 
funding. 

 

Uganda’s budget has 
information on external 

financing at vote function level 
(development). Further details 
are availed at project level for 

capital projects, including name 
of the donor, the amounts for 

past two fiscal years, the current 
year as well as medium term 

projections. For example, under 
the TB Laboratory Strengthening 

project in the health sector 
public investment plan, the 

donor named is International 
Development Association (IDA). 
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Link between PBB 
and 

administrative 
classification 

(line-item budget) 

The 2014/15 PBB has some 
link with the old 

administrative units in the 
2012/13 budget. It now has 

“delivery units” which can be 
linked back to the old line 
item budget, and the line-

item classification was 
released along with the PBB. 

For example government 
chemist, special Global Fund 
and control of malaria have 

the same codes/chart of 
accounts in both the old 

administrative units and the 
new delivery units. 

N/A N/A 

  
  

5.1 Narrative information: South Africa 

South Africa provides more extensive and more coherent narrative detail than Kenya. The 

narrative explains the tables, as well as the figures in the tables, and provides information on 

focus areas. It also identifies major spending priorities and it is possible to link the narrative to 

expenditure items, programs, and subprograms.  

For example, Figure 9 shows how the table and accompanying narrative on expenditure 

estimates looks in South Africa’s 2014/15 budget.  Information is provided on why the focus 

during FY 2014/15 would be on hospitals, tertiary health services and the human resource 

department followed by the Prevention and Treatment of HIV and AIDS and Tuberculosis 

program. Reasons are also given for why there is a projected increase over the medium term. 

There is a direct link between the narrative and the budget figures in the table and this 

information helps readers to identify which priorities are being funded and why. 
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Figure 9: Expenditure estimates and trends for South Africa Budget with Explanatory Narrative 

 

 

 

Source: South Africa ministry of health program-based budget for the year 2014/15 
 

South Africa also provides information on priorities in capital expenditure. For instance, there is 

a section providing information on the planned infrastructural plans for FY 2014/15. There is 

information on the funding amount, the “mega projects,” and large projects to be completed in 

the medium term (see Figure 10).  
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Figure 10: South Africa’s Health Budget with Information on Infrastructure Spending  

 
Source: South Africa ministry of health program-based budget for the year 2014/15 

 
5.2 Narrative Information: Uganda  

Uganda produces more than one budget document that links the activities of the government 

to outputs and outcomes, including the Background to the Budget, the National Budget 

Framework Paper, and the Public Investment Plan (the latter contains information about 

development projects). These documents provide some narrative to complement the budget, 

but this could still be improved.  

Uganda generally fails to provide adequate narrative to explain the budget figures and tables, 

although, for some specific projects, detailed narrative is provided. Aside from these specific 

projects, there is more narrative at the outcome and output level than at the vote function 

(program) level. The narrative provided has details on the implementing agencies, total 

expenditure costs, performance indicators, period of implementation, as well as the planned 

outputs and objectives of the project. 
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Figure 11: Summary of Medium Term Budget Allocations for the Health Sector

 

 
Source: Uganda’s ministry of health program-based budget for the year 2014/15 
 

The example below shows a section of the narrative describing the sector outcomes, 

performance and plans to improve the sector outputs. However, the budget makes it difficult to 

link this narrative to the allocation figures.  
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Figure 12: Uganda Budget Showing Sector Outcome Indicators and Performance over the First 

Quarter of 2013/14 

 
Source: Uganda’s ministry of health program-based budget for the year 2014/15 

 

The Uganda budget identifies spending priorities in the health sector, but provides little 

explanation of why these are prioritized or how this is changing over time. As shown in Figure 

13 below, the biggest share of funds will go towards primary health care, followed by 

pharmaceutical and medical supplies, and regional referral hospitals, but no explanation for this 

is provided. 
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Figure 13: Uganda Budget Framework Paper Showing Sector Performance for the Ministry of 

Health 

 

 

Source: Uganda’s ministry of health program-based budget for the year 2014/15 
 

In addition, Uganda provides information on what the ministry of health will focus on in FY 

2014/15. Table S3.2 is mentioned in the Budget Framework Paper, which would show the major 

changes in the sector allocation. However, there is no such table in the paper. While there is no 

explanation of tradeoffs in the Budget Framework Paper, it does contain a final section showing 

areas that were not funded and require additional funds. This provides a sense of some of the 
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tradeoffs that were made in the budget proposal, as well as guiding potential amendments to 

the overall budget proposal that would free up funds for the sector. 

Figure 14: Snippet from Budget Framework Paper Showing Unfunded Outputs by the 

Government 

 

 
Source: Uganda’s ministry of health program-based budget for the year 2014/15 
 

5.3 Programs with Clear Objectives: South Africa  

The South African budget has six program with clear and distinct objectives, which reduces the 

potential overlap between program objectives we observed in the Kenyan budget. Moreover, 

further program details are provided below the section on programs in the South African 

budget that further clarifies their function (see Figure 15). 
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Figure 15: South Africa’s Health Budget Programs and Purposes 

 

Source: South Africa ministry of health program-based budget for the year 2014/15 
 

Figure 16: South Africa’s Health Budget Program on HIV and AIDS, Tuberculosis, and Maternal and 

Child Health; with the Objectives 

 
Source: South Africa ministry of health program-based budget for the year 2014/15 
 

Although the South African program structure is more advanced than that of Kenya, it still 

suffers from some deficiencies. For example, Kenya’s PBB manual argues that programs 

objectives should not only state outputs, but also state intended outcomes of the program. 

Arguably, most of the South African program objectives shown in Figure 16 are focused on 

outputs of the department, rather than the overarching outcomes of the program. For 
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example, Program 5 in figure 15 above focuses on hospitals, but the objective is mostly a set of 

activities and deliverables from the department without reference to the broader purpose of 

investing in hospitals, such as providing curative interventions to improve health status. 

5.4 Programs with Clear Objectives: Uganda  

Uganda’s budget is organized differently from both the South African and the Kenyan budget. 

The focus is not on program in the same manner as Kenya or South Africa’s budgets. Instead, it 

is organized around sector outcomes and outputs. Each sector has votes (ministries and 

agencies), vote functions (like program), key outputs contributed to by vote functions, and then 

program and projects below the vote function level. For instance, under the health sector, the 

health ministry (vote) has six vote functions. Vote functions are groups of related services and 

capital investments. They are sometimes further broken down into projects or programs, e.g. 

0802 Health Systems Development (vote function) has project 0216 “District Infrastructure 

Support Programme.” 

Vote functions have key outputs which are strategically important services that contribute 

directly to the vote’s overall objective. They also contribute to the sector’s key outcomes (in 

health, all outputs contribute to one of the three sector outcomes). See Table 8 below. 

Table 8: Uganda Budget Showing Vote Function Expenditure and Allocations 

 
Source: Uganda’s ministry of health program-based budget for the year 2014/15 
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Figure 17: Uganda Budget Showing the Vote Functions, Projects, and Programs 

 
 
Source: Uganda’s ministry of health program-based budget for the year 2014/15 
 

The Public Investment Plan document contains detailed information of development projects of 

the vote function and goes further to give a number of specific outputs and objectives. For 

instance, under the vote function “0802 Health Systems Development”, the project “0216 

District Infrastructure Support Programme” has the following objective, expected output and 

link to the National Development Plan.  
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Figure 18: Vote Function 0216 District Infrastructure Support Program in the Public Investment 

Plan document 

 
 

 

 

 
Source: Uganda’s ministry of health program-based budget for the year 2014/15 
 

The project outputs mentioned in the Public Investment Plan document above correspond to 

the numbered outputs in the Health Sector Budget Framework Paper as shown in Table 9 

below. 
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Table 9: Project 0216 District Infrastructure Support Program in the Health Framework Budget 

Paper Showing Outputs 

 
 
Source: Uganda’s ministry of health program-based budget for the year 2014/15 

 

While the Public Investment Plan lists additional activities for FY 2014/15, these are not all 

reflected in the plan. For example, we can only see “Completion of Construction and equipping 

carried out” of Buyiga HCIII planned for the year 2014/15 while the Public Investment Plan 

document also mentions Kisozi HCIII. 

5.5 Indicators, Targets, and Timeline: South Africa 

South Africa provides detailed information on the goals to be achieved, the indicators used to 

measure these, the baseline, the targets, and the timetable for achieving these goals. South 

Africa provides information on selected performance indicators with details on the project or 

activity under each program, as well as the timeframe with both the past, present, and 

projected expenditure. Not all objectives are this detailed, however. For instance, the goal to 

“combat HIV and AIDS and decrease the burden of disease from tuberculosis” does not show 

the target or the timeframe. Nevertheless, on balance the indicators, targets, and timeframes 

are superior to those in the Kenyan budget. 
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Figure 19: South Africa Health Budget Strategic Goals and Selected Performance Indicators 

 

 

Source: South Africa ministry of health program-based budget for the year 2014/15 

 

5.6 Indicators, Targets, and Timeline: Uganda  

Uganda provides indicators for the three priority sector outcomes of the health sector. These 

are generally broader than the vote functions and link to the national development plan 

objectives. Each outcome indicator has targets and shows the timeframe for achieving them, 

including a baseline showing current status. For instance, the outcome on increasing deliveries 

in health facilities has an indicator “proportion of deliveries in health facilities.” 
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Figure 20: Sector Outcomes in Health Facilities and Contribution to Sector Outomes in the 

Uganda budget 

 

 

Source: Uganda’s ministry of health program-based budget for the year 2014/15 
 

As can be seen in Figure 20, the Uganda budget lacks detailed information on progress over 

time, showing only the baseline from the year 2009. It could be improved by including more 

recent information about the indicator, whether recent targets were met, and projections of 

the target for more than one additional year. As with the Kenyan budget, there are some 

indicators that lack actual figures. It is therefore impossible to know whether any progress has 

been made against these. For example, the figure below is not clear on the status of the fencing 

or rehabilitation of the sewer line. Baseline information is also missing and one does not know 

when these targets will be achieved.  
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Figure 21: Uganda Budget Showing Indicators that Lack Actual Figures and Baseline Information 

 

Source: Uganda’s ministry of health program-based budget for the year 2014/15 
 

5.7 Subprograms and Further Disaggregation: South Africa  

The South African breaks all of its programs into subprograms, which each have their own set of 

objectives (see Figure 22). 

Figure 22: South Africa Health Budget with Information on Subprograms 

 

Source: South Africa ministry of health program-based budget for the year 2014/15 

 

Four subprograms are presented in the HIV and AIDS, Tuberculosis, and Maternal and Child 

Health programs. The amount of money that goes into each subprogram is also presented. For 

selected subprograms each year, a further breakdown of the subprogram’s budget is provided.  
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Figure 23: South Africa Health Budget with Information on Estimates Under one Program 

 
Source: South Africa ministry of health program-based budget for the year 2014/15 

 

5.8 Subprograms and Further Disaggregation: Uganda   

Uganda’s budget provides extensive detail about outputs. When it comes to further detail 

about activities within vote functions, this is limited to the capital side of the budget (usually 

called “projects”). Figure 24 shows the details beyond the vote function “clinical and public 

health.” 
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Figure 24: Uganda Budget Showing Details Beyond Output Level of Projects 

 

Source: Uganda’s ministry of health program-based budget for the year 2014/15 

 

 

5.9 Economic Classification: South Africa  

A summary of the estimates by economic classification (current payments to staff, goods and 
services, transfers and subsidies, payments for capital assets, and payments for financial assets) 
is provided in the South African budget. Each economic classification is also further broken 
down. For instance, under “Current Payments” in the South African budget, there is a further 
breakdown of goods and services, which includes administration fees, advertising, assets etc 
(see Figure 25). 
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Figure 31: South Africa Economic Classification Breakdown 

 

Source: South Africa ministry of health program-based budget for the year 2014/15 
 

5.10 Economic Classification: Uganda   

Uganda provides a different breakdown of its economic classification. For instance, the national 

budget framework document provides extremely limited breakdown of the budget into 

recurrent and development allocations. The recurrent budget is further broken down into wage 

and non-wage information, and the development budget is broken down by source 

(government or external). This information is only available at the vote level. The approved 

budget estimates provide six categories of economic classification for both development and 

recurrent expenditure (payments to personnel, employer contribution, fixed assets, arrears and 

taxes, transfer and other goods and services). However, this information is only provided fir the 

overall budget but is not even broken down to vote level. 
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Table 10: Sector Expenditures in the Uganda Budget Framework Paper with Economic 

Classification 

 

Source: Uganda’s ministry of health program-based budget for the year 2014/15 
 

The Ugandan Public Investment Plan document provides a detailed breakdown of inputs into 

different projects. However, these are not aligned to a clear economic classification (see Figure 

26).  
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Figure 26: Summary Project Estimates by Item from Uganda 2014/15 Ministry of Health Public 

Investment Plan document 

 

Source: Uganda’s ministry of health program-based budget for the year 2014/15 
 

5.11 Information on Key Personnel and Costs: South Africa  

South Africa provides information on staff salary levels and the number of added posts at the 

program level (see Figure 27). Costs for the current year and for the medium term are provided, 

as is average growth rate. However, it should be noted that the presentation does not allow for 

a distinction to be made between administration staff and service delivery staff. 
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Figure 27: South Africa’s Health Budget with Information on Personnel According to the Salary 

Level 

 

Source: South Africa ministry of health program-based budget for the year 2014/15 

 
5.12 Information on Key Personnel and Costs: Uganda   

The 2014/15 Uganda budget does not provide detailed information about personnel type, nor 

job group beyond overall wages. The Budget framework paper categorizes recurrent allocations 

into wage and non-wage at the vote function level. The Public Investment Plan document is 

further broken down into general staff salaries and allowances. The overall thrust of the 

Ugandan budget is to focus almost exclusively on outputs and outcomes, so there is fairly 

limited input data, such as that on wages.  
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Figure 28: Uganda’s 2013/14 Health Budget Showing Wages Broken Down 

 
 
Source: Uganda’s ministry of health program-based budget for the year 2014/15 

 

Figure 29: Wage Spending by Vote Contained in the Uganda Background to the Budget 

 

 

Source: Uganda’s ministry of health program-based budget for the year 2014/15 
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5.13 Appropriation in Aid (AiA): South Africa  

South Africa provides information about donor funding, including the amount of funds received 

from donors; which type of donor; the name or type of project; and the departmental program 

that receives the funding. 

Figure 30: South Africa 2013/14 Health Budget Showing Summary of Donor Funding 

 

 

Source: South Africa ministry of health program-based budget for the year 2014/15 
 

5.14 Appropriation in Aid (AiA): Uganda   

Uganda’s budget on the other hand has information about external financing which is 

contained in both the PIP document and the budget framework document. In the PIP, one can 

find the name of the donor, the amount of donor funding to be received and the medium-term 

projections. In the budget framework paper, donor funding at the vote function level is 

provided, but not by specific donor source. 
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Figure 31: Uganda Budget Showing Information About Donor Funds Including Information 

About the Allocations 

 

 

Source: Uganda’s ministry of health program-based budget for the year 2014/15 
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