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Background 
 

In the 2013/14 financial year, the government of Kenya changed the way that it presents the annual budget 

to parliament. Previously, the budget estimates were presented based on line item budgeting, with a focus 

on allocations for inputs, no link between allocations and expected outputs, and no narrative. In 2013/14, the 

budget estimates tabled in parliament followed a Program-Based Budgeting (PBB) format. This was a major 

reform. PBB emphasizes the objectives and outputs of government spending, and presents information in 

ways that make it easier to relate allocations to the goals of spending, such as improved service delivery.  

We applaud Kenya’s shift to PBB, which is in line with international best practice. However, we also note that 

the implementation of PBB in FY 2013/14 suffered from a number of weaknesses, including a decline in 

budget transparency, as the figures presented were too highly aggregated. Moreover, while the inclusion of 

budget narratives, as well as indicators and targets, is welcome, there is room for considerable improvement 

in the coherence of the narrative, and the logic of the indicators and targets. 

In this brief, we first examine the concept of PBB and its potential. We then look at one example from 

Kenya’s 2013/14 PBB – the budget for the health sector. We compare the information made available in the 

2013/14 PBB with the information made available in 2012/13, and then compare Kenya’s health budget to 
the South African health budget. The South African health budget is also based on PBB and is considered 

one of the most transparent budget presentations in the world. We conclude with some recommendations for 

Kenya’s PBB. 

This paper aims to prepare stakeholders to engage with the 2014/15 budget estimates, which should be 

tabled by 30 April. Our goal is to inform government, parliament, and citizens about how to read and 

understand the PBB, as well as identify what information should be included and demand that it be included. 

From Line Item to PBB: Concepts and Practices 
This brief does not aim to provide a comprehensive introduction to PBB. However, it is important to 

understand at least some basic concepts in order to appreciate the successes and challenges of Kenya’s 
first attempt at PBB. 

Traditional line item budgets focus on providing considerable detail about what government spends money 

on. This leads to voluminous data on inputs. For example, the budget will provide information on spending 

on stationery, fuel, hospitality, training, travel, and so on. The image below provides an example from 

Kenya’s 2012/13 health budget.  
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Figure 1: Kenyan health budget for subhead Physiotherapy Services 2012/13 

See also an example of the National Aids Control Program below (also from the 2012/13 budget). 

 

Figure 2: Kenyan health budget for subhead National Aids Control Program 2012/13 

From the preceding, it is clear that one can only speculate about how such inputs are used, or how 

government spending on “hospitality supplies and services” is converted into service delivery outputs.  

Indeed, most of the inputs for the two subheads are identical, even though they are presumably used to do 

very different things. This is one of the key problems with line item, or input-based, budgeting: it focuses the 

reader on types of information that are difficult to connect to the ultimate objectives of public spending that 

we care about, such as physiotherapy or HIV services for Kenyans.  

PBB does not eliminate information about inputs, but it shifts the focus of budget presentation to outputs. 

This is in line with the thinking under the broad field of New Public Management (NPM), which emphasizes 

that we should pay more attention to the objectives we want to achieve and the incentives of public sector 

managers to deliver these objectives.1 Oversight should target accountability for achievement of objectives 

(did you deliver HIV services effectively?) rather than simply budget execution (did you spend the money we 

gave you for stationery or not?). This implies that managers should also be given some autonomy to spend 

                                                           
1 For a brief review of NPM, see http://www.mh-lectures.co.uk/npm_2.htm.  

http://www.internationalbudget.org/
mailto:info@internationalbudget.org
http://www.mh-lectures.co.uk/npm_2.htm


www.internationalbudget.org  For more information, contact:  
jlakin@internationalbudget.org  
or info@internationalbudget.org   

3 

in ways that meet objectives, rather than be tied down to very detailed plans (and related inputs) that cannot 

change.  

In order to achieve this shift in focus, PBB requires the budget to be organized around a set of programs, 

and usually subprograms, with clear policy objectives. Each program has a set of indicators (things that we 

will measure to know if we are achieving our objectives) and targets (levels of the indicator that we commit 

ourselves to achieving in a set period of time, such as a year). For example, we may have a program 

focused on managing the treatment of those with HIV. Our indicator might be the share of the population 

living with HIV that is consistently receiving antiretroviral (ARV) treatment. Our target for this indicator might 

be 70 percent, 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.    

In addition, proper PBB requires that the budget be 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. 

Comparing Kenya’s 2012/13 and 2013/14 Health Budgets 
In order to understand the shift that occurred in Kenya’s budget between 2012/13 and 2013/14, we looked 

specifically at the presentation of information for the health budget. We examined five areas across the 

health budgets from the two years. The table below gives an overview of the areas we looked at as well as 

the changes we found. 

Table 1: Difference in Information Available in Kenya’s 2012/13 Line Item Budget and 2013/14 
Program-Based Budget (using Ministry of Health example) 

Area 

 

Shift 

2012/13 2013/14 

1. Narrative information None Some narrative available on the 

mandate of the health ministry, 

the programs, and the objectives. 

2. Indicators/targets and set 

period of time 

None Information available on the 

targets/indicators. For instance, 

MOH plans to reduce malaria 

case fatality rate in hospitals from 

21 percent to below 10 percent. 

No information is provided on the 

set time period for achieving the 

target. 

3. Ability to identify major 
spending priorities  

 

No narrative, but financial  
allocations to different 
administrative heads could be 
compared. 

Narrative identifies spending 
priorities for the financial year 
and describes measures that will 
be taken. For instance, in the 
2013/14 budget, the priority was 
to enhance the equitability of 
access to medical services, 
reduce health inequalities, and 
reverse the downward trend in 
health-related outcomes and 
impact indicators.  Link between 
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MOH programs and priorities 
above not clear. 

4. Information on key 
personnel and costs 

 

Detailed information on personal 
emoluments and other 
allowances with figures under 
each administrative unit broken 
down by head and job group. 

No information beyond single 
figure for “compensation” at 
program level.  

5. Programs, subprograms, 
and further 
disaggregation 

 

None 
 
The budget is categorized under 
administrative units, which are 
further broken down by head and 
subhead. All the other items are 
administrative units and services 
broken down to input level. 

Information is available on the 
programs and the objectives for 
each program. There were three 
programs, but no subprograms. 
Two of the three programs were 
actually at the level of the former 
2012/13 ministries (Medical 
Services=Curative; Public 
Health=Preventive), so no 
information below the ministry 
level except for Disaster 
Management Program, which is a 
new program. 

 

The table makes it clear that the shift to PBB introduced improvements in budget presentation, such as the 

inclusion of narrative guidance, indicators/targets, and further information about spending priorities. We will 

assess the quality of these additional items below, but their inclusion was definitely a step toward improved 

budget presentation. 

At the same time, the new presentation resulted in less information in some areas. For example, the old 

presentation provided extensive details about employment and wages, which is no longer available in the 

PBB format. Further, while the new PBB structure introduced a set of programs, these were highly 

aggregated. Recall that the Ministry of Health was formed in 2013 by collapsing the former Ministry of 

Medical Services and Ministry of Public Health and Sanitation. The PBB effectively made these former 

ministries into “programs” of the larger Ministry of Health. In doing so, and in providing no further subprogram 

breakdown, it substantially reduced the information available about what is happening within each of these 

programs (formerly ministries). For example, it is no longer possible to find physiotherapy services or the 

National Aids Control Programme (which we observed in Figures 1 and 2 above from the 2012/13 budget).  

The introduction of a third program, “Disaster Management,” has actually reduced clarity in the budget 

because the program’s objectives are unclear. The initial table in which the program objectives were 

introduced states that the objective for Disaster Management is: “A safe and resilient society responding 

adequately to disasters.”2 However, the only indicator for this program is: “Decrease in HIV/AIDS related 

deaths.” It is therefore hard to understand what this program does or how it relates to the other two 

programs, which also include HIV-related services. 

In summary, the 2013/14 PBB has set a mixed precedent: some improvements over the old way of 

presenting the budget but also a reduction in transparency in other ways. 

 

 

                                                           
2 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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Comparing Kenya and South Africa’s Program-Based 
Budget for Health in FY 2013/14  
We now compare five areas from Kenya’s 2013/14 Program-Based Budget for health to those same areas in 

South Africa’s health budget for the same year. This allows us to assess not only whether or not certain 

information is made available but also its quality of presentation. 

Narrative Information 

Narratives help us understand what budget numbers and tables refer to. In addition, a narrative explains 

assumptions upon which the budget is based and the reasons for differences in focus and spending levels 

within each ministry. Sometimes this section provides information on citizens’ priorities and whether their 

inputs were included in the final budget proposal.  

In our review, both budgets provide narrative information. As we saw, Kenya’s narrative has improved from 

the 2012/13 budget, which had no narrative whatsoever. It now includes information about the mandate of 

the health ministry, some information about what the priorities will be for the health ministry, and information 

about the programs and the objectives to be met. See the sample below from Kenya’s budget narrative:  

 
108: MINISTRY OF HEALTH 
 
A. Mandate 
To promote and participate in the provision of integrated and high quality curative, preventive, and 
rehabilitative services that is equitable, responsive, accessible, and accountable to Kenyans. 
 
C. Context for Budget Intervention 
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 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. 
 

 
Figure 3: Kenya’s Ministry of Health budget 2013/14 

 

The Kenyan narrative suffers from two problems. First, it is quite limited in scope. General background 

information is provided but little detail that directly informs the tables, or decision making in the sector. The 

Kenyan budget narrative does not contain any information on expenditure trends. It also does not clarify the 

main spending within each program. For example, spending on HIV is mentioned in the narrative, but it is not 

clear which program this falls under. A look at the targets at the end of the health section suggests that there 

are HIV interventions in all three health programs, so it is not possible to know from the narrative in which 

program we should expect greater spending. 

Second, the available narrative is not entirely logical or coherent. For example, from the figure above, the 

section labeled “Context” talks about policy interventions aimed at enhancing equitability of access to 

medical services. However, it is not clear that the interventions mentioned are particularly targeting equity 

issues. Equity would normally refer to closing gaps between rich and poor or between regions, but it is 

unclear from the narrative how any of the interventions mentioned will do that.  

Figure 4 below shows the Kenya health budget summary tables. There is no accompanying narrative that 

explains the figures in the table. We can see that in the recurrent estimates, Curative Health received a 

higher allocation than Preventive and Promotive Health Care Services. On the other hand, a look at the 
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capital expenditure shows the reverse. The narrative provides no explanation for differences in spending 

across the two programs. 

i.  Current 

 

Programs 

 

Estimates 2013/2014 

 

Projected Estimates 
Gross 

Expenditure 

Appropriations in 

Aid 

Net Expenditure  

2014/2015 
 

2015/2016 

 

040100 Curative Health 

 

040200 Preventive and Promotive Health Care Services 

 

090400 Disaster Management 

 

17,109,067,289 

 

2,932,955,424 

 

282,720,400 

Kshs. 

3,823,880,713 

 

37,995,764 

 

- 

 

13,285,186,576 

 

2,894,959,660 

 

282,720,400 

 

17,962,893,062 

 

3,261,930,588 

 

319,215,000 

 

18,003,744,441 

 

3,443,830,321 

 

319,615,000 

 

TOTAL FOR VOTE 108 Ministry of Health 
 

20,324,743,113 
 

3,861,876,477 
 

16,462,866,636 
 

21,544,038,650 
 

21,767,189,762 
 

ii. Capital 

 

Programs 

 

Estimates 2013/2014 
 

Projected Estimates 
Gross 

Expenditure 
Appropriations in 

Aid 
Net Expenditure Estimates 

2014/2015 
Estimates 

2015/2016 

 

040100 Curative Health 

 

040200 Preventive and Promotive Health Care Services 

 

090400 Disaster Management 

 

Kshs. 

3,207,729,312 

 

11,704,727,241 

 

980,899,411 

Kshs. 

1,456,163,020 

 

2,144,101,750 

 

7,392,000 

Kshs. 

1,751,566,292 

 

9,560,625,491 

 

973,507,411 

Kshs. 

3,833,513,901 

 

12,894,757,436 

 

405,512,407 

Kshs. 

3,943,513,901 

 

13,627,097,584 

 

414,777,603 

 

Figure 4: Kenya health budget summary table: recurrent and capital expenditures 

 

South Africa, on the other hand, provides more extensive and more coherent narrative detail. The budget 

narrative explains the tables and provides information on the focus areas. For example, the table on 

expenditure estimates and the accompanying narrative below provide information on why the focus during 

that year would be on prevention and treatment of HIV and AIDS and Tuberculosis, and why certain items 

are receiving more or less money. There is a direct link to the table. This information helps readers to identify 

what and why priorities are being funded. 
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Figure 5: Expenditure trends for South Africa budget with narrative explaining the expenditure estimates in 

the table above 

Targets and Indicators 

We found both budgets to have information about the overall mandate of the health ministry and the 

goals/objectives that the sector aims to achieve. Both budgets also have indicators and targets.  

While Kenya’s budget has a number of indicators and targets, there are no timeframes for achieving the 

targets, not all indicators have targets, and there is not a clear logic linking the program objectives to the 

indicators. The Disaster Management program, for example, seems to be targeting general disasters, but 

has only one indicator related to HIV, which is also covered under the other programs. From the Kenyan 

table on outputs and performance indicators, the percentages mentioned have no actual figures in them. For 

example, there is an indicator for “% of children under 1 yr immunized” but no target. It will not be possible to 

know whether any progress has been made on an indicator without a target or timeframe. The same is true 

for many of the indicators in the figure below. Some targets are mentioned earlier in the narrative, but many 

indicators remain without a target (e.g., proportion of fresh still birth, no. of trained personnel, no. of health 

facilities inspected, etc.). 
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G. Summary of the Program Outputs and Performance Indicators 

 
 Program Name Program 

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 under 1yr. 
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 
antiretroviral 
treatment (ART) 
services to persons 
living with HIV/AIDS. 
 

 No. of persons under 
ART services 
 

 
Figure 6: Kenya’s health budget summary of the program outputs and performance Indicators 

 

South Africa provides detailed information on the goals to be achieved, the indicators used to measure 
these, the baseline, the targets, and finally, the timeframe for achieving these goals. In some parts, 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 7: South Africa health budget strategic goals and selected performance indicators 

Ability to Identify Major Spending Priorities 

Both budgets have information regarding priorities. However, they differ in the degree to which the priorities 

mentioned can be linked to spending, targets, and indicators. 

In Figure 8 from the Kenya budget, a look at the first paragraph provides information on what the Kenyan 

budget will prioritize. However, it is difficult to link the priorities mentioned to budget numbers. Since these 

priorities are not linked to the three programs, we cannot even see how much the broader program that 

funds the priorities is receiving. Given the lack of detail within each program, we would not be able to link the 

priorities to specific allocations. Moreover, the priorities are generally vague. For example, one of these is to 

“reverse the downward trend in health.” It is unclear what this refers to or how we will know if it is being 

accomplished.  

Context for Budget Intervention; 

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 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. 

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

outcomes and impact indicators. 

Figure 8: Kenya’s health budget indicators, targets, and information on priorities of the health ministry 

By contrast, the South African budget provides information on the priority areas and backs it up with financial 

data. This can be seen in the examples below that give the summary of expenditure estimates, and an 
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explanation of which areas are receiving the bulk of spending and which areas the health ministry will focus 

on. One is able to link the allocations to the priority areas.  

 

 

 

 

Figure 9: South Africa’s expenditure estimates and information on expenditure trends and priority areas 

In addition, South Africa also provides information on priorities in capital expenditure and what the ministry 

will focus on. For instance, the ministry plans to focus on infrastructure by increasing spending in the year 

2013/14 and over the medium term. The budget provides detailed information on the types of infrastructure 

(mostly hospitals), including the names of the projects, the current stage of the projects, and the initial cost of 

the projects, as seen in the figure below. 
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Figure 10: South Africa’s health budget with information on infrastructure spending and summary of 
expenditure 

 

Availability of Information on Key Personnel and Costs 

Both budgets provide a general level of information about spending on wages, but South Africa’s budget is 
far more detailed. 

The Kenyan budget does not contain any information beyond general “compensation to employees” at 
program level. There is no further detail on the breakdown of this compensation, or the kind of staff at 

different levels of compensation. This is a shift; the 2012/13 health budget figures, shown below, had staff 

salary details according to job groups, as well as number of staff under each job group. 

 

 

 
Figure 11: Kenya’s health budget 2012/13 with information on personal emoluments and other allowances 
missing from 2013/14 PBB 
 

South Africa makes available details of staff according to their salary level and details on the number of 

added posts, as shown below. There is information on the costs for the current year as well as those for the 

medium term and average growth rate. 
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Figure 12: South Africa’s health budget with information on personnel according to the salary level 
 

Programs, Subprograms, and Further Disaggregation 

Program detail  

 
This section looks at the level of detail provided in the two budgets. The number of programs and 

subprograms in a budget really determines the level of detail that a reader has about how the government is 

using money and for what purpose. A good PBB needs to include a number of programs and subprograms 

to communicate this information. However, it is possible to have too many programs, leading to complexity 

and confusion. But too few programs also undermine the purpose of PBB, which is to help the public 

understand what government is doing with public money. Beyond programs and subprograms, different 

budgets offer more or less breakdown of their economic classifications. 

Information about programs and the objectives/purpose of each is made available in both budgets, with 

Kenya having three programs while South Africa has six. Kenya’s programs are Curative health, Preventive 

and Promotive Health Care Services, and Disaster Management. South Africa’s programs are as shown in 
Figure 13. Kenya’s budget does not have any subprograms or further breakdown beyond program level. 

C. Programs and their Objectives 

 

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    

 

 

While both budgets provide program objectives, the objectives in the Kenyan budget, as seen in the table 

above, are not as clear as those in the South African budget. For example, both the Curative and Preventive 

programs in the Kenyan budget are about ensuring access to health services, making them difficult to 

distinguish. Which services are covered by the first program and which by the second?  

By contrast, the South African objectives tend to reduce confusion and overlap between programs. 

Moreover, further program details are provided later in the South African budget that make each program 

even clearer, as can be seen in Figures 13 and 14. 
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Figure 13: South Africa’s health budget programs and purposes 

 

 

Figure 14: South Africa’s health budget program on HIV and AIDS, TB and Maternal and Child Health with the 

objectives 

The South African budget goes further to break the programs into subprograms, which have their own set of 

objectives to achieve as shown below. 
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Figure 15: South Africa health budget with information on subprograms 

 

Looking at the HIV and AIDS, TB, and Maternal and Child Health program in the South African budget, four 

subprograms are presented, along with the amount of money that goes into each subprogram.  

 

 

 

Figure 16: South Africa health budget with information on estimates under one program  

 

Economic classification 

 
Beyond the number of programs, PBBs should provide a classification of expenditure. All budgets do this 

and the key question is how much detail they provide. 

In the expenditure estimates, both the Kenyan and South African budgets have a summary of the estimates 

by economic classification. The detail in the classification is what differs in the two budgets. Generally, in 

both budgets there seems to be a clear distinction between recurrent payments, capital, and transfers. 

Kenya’s budget uses a standard classification of compensation, goods and services, and transfers and 

acquisitions of nonfinancial assets.  

E. Summary of Expenditure by Economic Classification (KSh.) 
 
 
 

 
Economic Classification 

 
Estimates 

 
Projected Estimates 

 
2013/2014 

 
2014/2015 

 
2015/2016 

 
 
Current Expenditure 

 
 

20,324,743,11

 
 

21,544,038,65

 
 

21,767,189,762 
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Compensation to Employees 

 
1,755,476,841 

 
1,796,026,162 

 
1,840,791,641 

 
Use of Goods and Services 

 
1,423,942,036 

 
1,830,949,941 

 
1,844,630,154 

 
Current Transfers to Govt. Agencies 

 
16,849,588,94

 
17,408,244,34

 
17,563,729,742 

 
Other Recurrent 

 
295,735,295 

 
508,818,206 

 
518,038,225 

 
Capital Expenditure 

 
15,893,355,96

 
17,133,783,74

 
17,985,389,088 

 
Acquisition of Non-Financial Assets 

 
682,841,850 

 
711,567,710 

 
722,595,505 

 
Capital Grants to Govt. Agencies 

 
6,873,748,775 

 
7,987,479,495 

 
8,494,915,773 

 
Other Development 

 
8,336,765,339 

 
8,434,736,539 

 
8,767,877,810 

 
Total Expenditure 

 
36,218,099,07

 
38,677,822,39

 
39,752,578,850 

 
Figure 17:  Kenya’s summary of expenditure by economic classification 

 

South Africa’s health budget has five classifications, namely current payments to staff, goods and services, 

transfers and subsidies, payments for capital assets, and payments for financial assets. Information on 

payments for financial assets is missing from the Kenyan budget. Also there is a lack of clarity in the Kenyan 

budget about what “other recurrent” and “other development” mean, which reduces transparency. 

South Africa provides a detailed breakdown under each economic classification, which the Kenyan budget 

does not provide. For instance, one can see below that under “Current Payments” in the South African 

budget, there is a further breakdown of goods and services. 

 

Figure 18: South Africa economic classification breakdown 

 

Appropriations in Aid 

 
Both budgets provide information on appropriations in aid. However, the two budgets differ in terms of the 

amount of information provided.  
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Kenya provides information on appropriations in aid for the current year by program and medium-term 

projections, but unlike in the South African budget, details about the sources of these funds are not provided.  

Kenya’s previous budget provided more detailed information about the sources of these funds, but this is 

now missing.  

 
Programs 

 

Estimates 2013/2014 
 

Projected Estimates 
Gross 

Expenditure 
Appropriations in 

Aid 
Net Expenditure Estimates 

2014/2015 
Estimates 

2015/2016 

 
040100 Curative Health 

 
040200 Preventive and Promotive Health Care Services 

 
090400 Disaster Management 

 

 
TOTAL FOR VOTE 108 Ministry of Health                           KShs. 

Kshs. 

3,207,729,312 

 
11,704,727,241 

 
980,899,411 

Kshs. 

1,456,163,020 

 
2,144,101,750 

 
7,392,000 

Kshs. 

1,751,566,292 

 
9,560,625,491 

 
973,507,411 

Kshs. 

3,833,513,901 

 
12,894,757,436 

 
405,512,407 

Kshs. 

3,943,513,901 

 
13,627,097,584 

 
414,777,603 

 

15,893,355,964 
 

3,607,656,770 
 

12,285,699,194 
 

17,133,783,744 
 

17,985,389,088 

          
 

Figure 19: Kenya health budget 2013/14 showing Appropriations in Aid 

On the other hand, South Africa provides this information and includes it in its transfers and subsidies; it also 

has a separate table that shows the amount received from donor funds and 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. 

 

 

 

Figure 20: South Africa health budget 2013/14 showing summary of donor funding 

 

Other Key Details in the South African Budget that are Missing from the Kenyan Budget 

Beyond the five core areas addressed above, there are some other areas where the South African 

budget offers additional detail beyond that which Kenya’s budget provides. These include: 

1. A summary table of information on expenditure on training presents information on the total number of 

people trained, bursaries provided, internships for the previous years, what has been appropriated, and 

the medium-term estimates for training expenses.  
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2. A summary of conditional grants to provinces and municipalities as per the Division of Revenue Act 

presents information on the amount allocated under each program as a conditional grant to the 

subprograms.  

3. A summary table includes information on public and private partnerships in various departments in the 

health ministry along with information on the advisory fees and the name of the project. It also gives 

information on both the amount budgeted and projected estimates in the medium term. 

4. A summary table on donor funds that contains details of the type of donor, the type of project, the 

department carrying out the project, the amount that has been committed, and the period of commitment.  

5. Information is provided on infrastructure expenditure with details on the projects that the ministry has 

undertaken and is going to undertake, as well as the amounts allocated for each and the location of these 

projects. 

Recommendations 
The process of shifting to Program-Based Budgeting is not easy. All countries learn as they go and can find 

ways to improve. It is often useful to learn from other countries that have successfully implemented 

comprehensive and transparent PBBs. Implementing PBB should not only focus on meeting the formal 

requirements of the new budget format, but on the needs of users of budget information.  

 
As Treasury prepares the 2014/15 budget estimates for parliament, we make the following 
recommendations: 
 

 Most (if not all) major programs should be broken down into subprograms, with sufficient detail 
provided about programs and subprograms to understand their distinct objectives. 

 Narrative details should be improved, particularly to ensure clear alignment between the narrative 
and information on programs, spending, indicators, and targets. 

 All indicators should be clearly linked to a specific program and to specific program objectives, 
and every indicator should have a clear target, including a baseline and a time period for meeting 
the target. 

 Information on the distribution of compensation to employees should be restored to the budget, 
including at least overall spending on wages and allowances by job group, if not detailed 
individual salaries and allowances by worker, as per the 2012/13 budget. 

 The economic classification in general could be further broken down for all categories, with 
particular attention given to information on the target of transfers and replacement of the 
categories “other recurrent” and “other capital” spending with further details. 

 The budget should restore information about revenues, including greater detail on Appropriations 
in Aid and donor funding for specific programs within each ministry. 

 Data on past years’ spending down to the subprogram level, including audited and provisional 
figures, should be provided to facilitate an understanding of trends in expenditure. 

 

 

 

These changes will enhance the ability of parliament and the public to debate the budget estimates, and to 
provide oversight of budget implementation. While we have focused on the health budget in this paper, it is 
clear from a review of the full 2013/14 budget that these issues affect most, if not all, sectors. See Budget 
Brief No. 24, “What We Can’t Know from Reading Kenya’s 2013/14 Budget: A Sector View,” available here 
for additional examples from other sectors of similar challenges. 
 
The government of Kenya has embarked on an ambitious and timely reform of budget presentation since last 
year. We applaud this shift, and encourage the Ministry of Finance to consider our recommendations as it 
seeks to continuously improve on the transparency and clarity of the budget. 
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