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GLOSSARY
Anggaran Pendapatan dan Belanja Negara/APBN: The annual budget plan of the central government, approved
by the Parliament
Rencana Pembangunan Jangka Panjang/RPJP: The central government long-term development planning
document, covering a period of 20 years.
Rencana Pembangunan Jangka Menengah/RPJM: The central government medium-term development planning
document, covering a period of 5 years.
Rencana Strategis/Renstra: Sometimes called Rencana Strategis Kementerian dan Lembaga (Renstra-KL) or
Rencana Pembangunan Jangka Menengah Kementerian dan Lembaga (RPJM-KL), this is a medium-term
development planning document of a state ministry or institution, covering a period of 5 years
Rencana Kerja Pemerintah/RKP: The central government annual development planning document that is valid for
one year, from 1 January to 31 December.
Rencana Kerja/Renja: Sometimes called Rencana Kerja Kementerian Lembaga (Renja-KL) or Rencana
Pembangunan Tahunan Kementerian dan Lembaga, this is the ministry’s annual development planning document
that is valid for one year, from 1 January to 31 December.
Rencana Kerja dan Anggaran/RKA: Sometimes called Rencana Kerja dan Anggaran Kementerian dan Lembaga
(RKA-KL), this means “Work Plan and Budget of State Ministries or Institutions”, and is the annual work and
financial plan document of the ministry. It is the detailed budget plan/proposal that is submitted to the parliament
for approval.
Daftar Isian Pelaksanaan Anggaran/DIPA: This is a general term for the detailed budget implementation
document which is the annual work and financial guidance document for budget user (government) in
implementing governmental tasks (programs, activities, projects) as the implementation of the annual budget plan
of the central government (the APBN). This document is the discussed in and approved by the parliament of the
ministry’s work plan and budget (the RKA) and is valid for one year, from 1 January to 31 December.
Laporan Keuangan Hasil Audit (LHA): Audited Financial Statements, this document is produced by the
implementing institution. Based on the “Government Regulation No.71/2010 on Government Accounting
Standards” and the “Regulation of the Ministry of Finance No.177/PMK/PMK.05/2015 on Guidelines for Preparing
and Submitting Financial Statements of Ministries and Institutions”, the LHA document consists of the Budget
Realization Report (Laporan Realisasi Anggaran/LRA), the Balance (Neraca), the Operational Report (Laporan
Operasional), the Equity Change Report (Laporan Perubahan Ekuitas) and the Notes on Financial Report (Catatan
atas Laporan Keuangan).
Laporan Hasil Pemeriksaan (LHP): Audit Reports. This document is produced by the audit agency and includes
financial audit results in opinion; performance audit results in findings, conclusion and recommendation; and
results of audit for special purposes in a conclusion.
Laporan Kinerja/LKj: Performance Report. Sometimes called Laporan Kinerja Pemerintahan/LAKIP (Government
performance report) or Laporan Akuntabilitas Kinerja/LAK (Performance Accountability Report), this is a state
institution performance report. The document is produced by the implementing institution on the implementation
of main tasks and functions and all achievements during the budget period, as a form of accountability to the
public and higher level institution.
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INTRODUCTION
This case study was commissioned as part of the 2018 IBP-World Health Organization’s joint paper on program
budgeting in the health sector, Program Budget Structure in the Health Sector: A Review of Program-Based
Budgeting Practices in Low- and Middle-Income Countries. Each case focuses on how a given country introduced
and modified their approach to program budgeting over time, and the implications for the budget program
structure under the respective ministries of health. While all case studies report on countries with budget programs,
each country has followed a different approach (using different terms) to orienting their budget toward
performance, of which their program budget and program structure is only one element. The cases, as well as the
synthesis paper and related materials, are available here: https://www.internationalbudget.org/analysisinsights/program-budgets/.

Mandated by law one year earlier, performance based budgeting (including program-based budgeting) in
Indonesia was formally introduced in 2004.12 The transition to a budgeting approach with a focus on performance
aimed to improve the accountability of the budget and the budgeting process. More specifically, the goal was to
improve the categorization of government transactions, to provide an objective and proportional description of
government activities, to maintain consistency with public sector accountability standards, and to simplify the
presentation and increase the statistical credibility of government finance.3

Six years after introducing this practice, government institutions had fallen short in their implementation. In an
attempt to rectify the situation, in 2010 the government enacted a new regulation because the initial one was said
to be “unable to fully support the consistent translation of strategic targets of central government policy into the
targets of the state ministry/institution programs and activities.”4 The notable modifications in the government’s
new regulation included:
•

Additional regulation concerning the Budget Section, both the Budget Section of the Ministries/
Institutions as well as the Budget Section in the State’s General Treasurer;

•

1

Additional regulation concerning the implementation of a Medium-Term Expenditure Framework (MTEF);

Law 17 year 2003 on State Finance
Article number 4 Government Regulation No.21 year 2004
3 Further explanation of the law can be found in Law No.17/2003, page 25
4 See consideration b, Government Regulation No.90 year 2010 on The Formulation of Annual Plan and Budget of the State Ministries and
Institutions.
3
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•

Improvement of the planning-budgeting process, from the preparation of the Annual Ministry’s Workplan
and Budget (Rencana Kerja Anggaran, or RKA) to the production of budget implementation (detailed
workplan) documents (the DIPA);

•

Additional regulation concerning the procedure to change the RKA in the implementation of the state
budget (Anggaran Pendapatan dan Belanja Negara, or APBN)5; and

•

Additional regulation concerning the performance measurement and evaluation, and the implementation
of integrated information systems.

The government seems to realize that there are inconsistencies between the workplan and budget performance.
These inconsistencies are in part caused by the fact that there are two different laws involved, one that regulates
planning (including programs and activities) and one that regulates the budgeting process. The Ministry of Finance
has tried to better align these laws by regularly circulating ministerial regulations on how to ensure consistency
between the budget and the workplan.6 As recently as 2017, the government issued the latest such regulation,
Government Regulation No. 17/2017 On the Synchronization of the National Development Planning and Budgeting
Process.

METHODS & SCOPE
This case study on program budgeting in the health sector in lndonesia is part of a global research project
undertaken by the World Health Organization (WHO) and the International Budget Partnership (IBP) in order to
learn more about program-based budgeting (PBB) practices in the health sector in countries around the world. For
this study, we have examined both Indonesian legislation – including the legal documents supporting relevant
laws, government regulations, and regulations of the Ministry of Finance – and budget documents – including the
Ministry of Health’s initial workplan (RKA), the budget implementation document (Daftar Isian Pelaksanaan
Anggaran/DIPA, Parliament-approved RKA), audited budget implementation report (Laporan Hasil Audit-Laporan
Realisasi Anggaran), and Performance Accountability Report (Laporan Akuntabilitas Kinerja).7 In addition, we have
conducted several interviews with resource persons from relevant institutions (see Annex 2). These interviews

5

Change in workplan due to budget change/shift
Some to mention are:
•
Regulation of the Ministry of Finance No.171/PMK.02/2013 jo.Peraturan Menteri Keuangan Nomor 208/PMK.02/2014 on Technical
Guidance on the Formulation and Certification of Budget Implementation List (DIPA)
•
Regulation of the Ministry of Finance No.136/PMK.02/2014 on Technical Guidance on the Formulation and Examination of the State
Ministry/Institutions workplan and budget
•
Regulation of the Ministry of Finance No.143/PMK.02/2015 on Guidance for Formulation and Examination of Workplan and Budget
of State Ministries/Institutions and Approval of Budget Implementation Document
7
Refer to Annex 1 for more information on the documents
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were aimed at collecting first-hand information on the implementation of program-based budgeting and all of its
accompanying challenges.

PROGRAM-BASED BUDGETING IN THE HEALTH SECTOR
The adoption of performance-focused budgeting and a program structure for expenditure has been evolving for
some time in Indonesia. The transition to the practice of performance and program-based budgeting was intended
to allow the public to see: 1) the relation between inputs (funding) with the expected outputs and outcomes; and,
2) the effectiveness and efficiency of programs and activities. However, as a staff member of the budgeting
directorate in the Ministry of Finance admitted in an interview, the reform is yet to be fully implemented. The
pattern of a “money follow function” approach to expenditure has been difficult to replace with a more
programmatic one.

TRANSPARENCY
The adoption of a program structure allows us to see the role or the contribution of a government institution in
the achievement of national goals. Figure 1 shows the relationship between the organizational structure and the
allocation of the budget. It explains how the president’s policies are translated into programs, activities, outputs,
and the budget.

The president articulates the short-term and mid-term vision in national planning documents (the Rencana Kerja
Pemerintah/RKP and the Rencana Pembangunan Jangka Menengah Nasional/RPJMN, respectively). These plans
are further broken down into five-year priorities of development and achievement targets in the RPJMN. And,
annually, the central government releases its detailed RKP that defines priorities and strategic yearly targets. Based
on its estimation of fiscal capacity, the central government calculates the size of the resource envelope available
for the upcoming year.

5

FIGURE 1: PROCESS OF PROGRAM-BASED BUDGETING, NATIONAL MINISTRIES
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At the ministry level, the relevant ministry (in this case the Ministry of Health) derives their own vision, mission,
and goals guided by those defined by the president, and states them in the ministry’s strategic plan (Renstra)and
workplan (Renja) documents. The ministry also defines their strategic targets for both the short- (annual) and mid(five year) terms. Based on the information from the Ministry of Finance document detailing available resources,
the ministries set programs, activities, and priority activities to achieve the formulated goals. Along with those
programs and activities that are to be implemented by units within and outside of the ministries, the indicators of
programs, activities and outputs are also established.

The program structure allows us to see what the government institutions do. The programs stated in the budget
documents, such as the ministry annual workplan (the Rencana Kerja/Renja), the Budget Work Plan (the Rencana
Kerja Anggaran/RKA) and the Budget Implementation Document (a detailed workplan, the Daftar Isian
Pelaksanaan Anggaran/DIPA), inform us on what the Ministry of Health and its lower institutions (working units,
branches in provinces and municipalities, etc) are, or should be, doing. On the execution side, the Budget
Realization report (Laporan Realisasi Anggaran/LRA), Audited Budget Report (Laporan Hasil Audit/LHA), and
Performance Accountability Report (Laporan Akuntabilitas Kinerja/LAK) inform us on what the Ministry of Health
and its lower institutions have done.

The budget documents are presented in a way that allows budget lines to be traced according to both functional
and program classification (see Box 1). In the Budget Implementation Document, for example, spending is
classified by organization, function, and type of expenditure (Figure 2). The detailed information in the budget
documents informs us about the organizational unit, function of the organization, programs, activities, types of
spending, budget categories, and sources of finance. There is also information on indicators, allowing the Ministry
of Health and oversight institutions to measure the performance of the Ministry and its lower institutions (see
Figure 3).
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BOX 1: CODES IN BUDGET DOCUMENTS
Budget documents are presented in a way that allows us to see the programs through different categories,
such as by implementation authority or function. This is done through the use of different codes. When the
programs are classified under the institutions that implemented them, the code will be
AAA.BB.CC.DDDD.EEE where:
•

AAA is the ministry code

•

BB is the unit within ministry code

•

CC is the program code

•

DDDD is the activity code

•

EEE is the outputs code.

When the programs are classified by the function they serve, the code will be XX.YY.CC.DDDD.EEE where:
•

XX is the function code

•

YY is the sub-function code

•

CC is the program code

•

DDDD is the activity code

•

EEE is the outputs code.

The hierarchy of program, activity, and output is coded as CC.DDDD.EEE. If the program is attached to the
ministry, the first codes will be AAA.BB. And if the program serves the government work plan (the Rencana
Kerja Pemerintah/RKP), and is thus attached to a function, we can see the first codes will be XX.YY. Due to
space limitation, the codes presented in the budget documents are abbreviated.

8

FIGURE 2: SPENDING CLASSIFICATIONS – BY ORGANIZATION, FUNCTION, AND TYPE OF EXPENDITURE – AN
EXAMPLE FROM THE MINISTRY OF HEALTH’S BUDGET IMPLEMENTATION DOCUMENT (DIPA), 2016
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EXPENDITURE PRIORITIZATION
Overall, the health sector receives priority in budgeting. Mandated by law (Article 171(1) Law No.36 (2009)), the
state must allocate at least five percent of the national budget toward health expenditures.8 This appropriation for
health aims to ensure the availability of budget to implement health programs regardless of the normal annual
planning-budgeting procedure.

Although the Ministry of Health has discretion to allocate funds, program priorities are fixed and agreed to prior to
the annual planning-budgeting process in a meeting between each ministry with the Ministry of Finance and the
National Development Planning Agency.9 This implies that the Ministry of Health cannot easily shift money
between programs during budget implementation.

Furthermore, since the name of the program is often the same as the name of the directorate within the ministry
managing the program, the shifting of budgets between programs would actually mean the shifting of the budgets
between organizational units within the ministry. Such shifts must be approved not only by the finance unit within
the ministry, but also by the Ministry of Finance and the parliament.

8
9

Excluding wages.
Refer Annex 3 to consult the planning-budgeting procedure.
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FIGURE 3: PRESENTATION OF INDICATORS IN THE BUDGET IMPLEMENTATION DOCUMENT (DIPA) – AN EXAMPLE
FROM THE DIRECTORATE GENERAL OF COMMUNITY HEALTH, THE MINISTRY OF HEALTH, 2016
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The change of priorities (and thus budget allocation) within an organizational unit of the ministry, however, is
relatively easy. The shift of budget between activities (DDDD) or outputs (EEE) falls within the discretion of a unit in
the ministry. In this case, the approval must be obtained from the inspectorate, the ministry’s finance department,
and the minister, but does not require further approvals from outside the ministry. Changes within ministry units
must be justified (with explanations for relevance, importance, urgency, available balances, etc.) and these
changes are facilitated in the amendment of the budget (usually in August-September).

OVERSIGHT AND ACCOUNTABILITY
Programs should be used to control the flow of funds during budget implementation and to ensure priorities are
met. However, this is difficult because the Ministry of Health does not report back against programs. While a
program is usually handled by a unit within the ministry, the ministry reports back on budget implementation
through their Performance Accountability Report (Laporan Akuntabilitas Kinerja/LAK) and Budget Implementation
Report (Laporan Realisasi Anggaran/LRA). The former (LAK) reports on the implementation of the ministry’s
budget as a whole, not program by program, making it difficult to check the implementation of each program
individually, or to hold program managers individually responsible for performance. Although the LAK is made
publicly available by law, the report rarely gets any attention from internal institutions, oversight institutions, and
the planning agency, let alone from the public. The budget implementation report (LRA), detailing resources spent,
also reports on the ministry as a whole with no explanation on how resources are spent program by program. The
LRA attracts much more attention than the LAK.

Nonetheless, there is no lack of oversight institutions to monitor and evaluate the budget or program
performance. Internally, the Ministry of Health has the inspectorate. Externally, the Ministry of Finance, the
president’s office, the National Development Planning agency and the development and finance oversight agency
(the Badan Pemeriksa Keuangan dan Pembangunan/BPKP) conduct regular oversight (monitoring, evaluation,
audit, etc.) in a variety of capacities. We describe the different modes of oversight through these actors below.

The inspectorate within the Ministry of Health conducts internal control of budget and performance progress
every six months, focusing on the financial performance of the ministry. It also responds to any request for
consultation and checking from the institutions within the ministry. The findings of these checks are for internal
use only, and reported directly to the minister.

The National Development Planning Agency focuses its oversight activity on program performance, monitoring the
achievement of ministry goals. Performance indicators of programs and activities of the Ministry of Health are
regularly monitored to ensure the achievement of the national development priorities. Any reports of
performance of the Ministry of Health will be used as input to revise or adjust the national development priority
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and for the discussion between the ministries of finance and health in the upcoming negotiation regarding
successive targets and budgets.

The Ministry of Finance focuses on cash-flow and budget performance by conducting regular quarterly evaluations
of budget spending. It compares the actual with the planned spending, and gives warning to the ministry if the
actual spending deviates from the planned. Furthermore, the Ministry of Finance can implement a kind of
”penalty” if the ministry does not perform as expected. In this case, the punishment could be in the form of budget
reduction for the following year.10

Oversight by the president’s office includes regular quarterly reviews of budget spending and program
achievements of the ministries. The president’s staff will visit the Ministry of Health and others to clarify their
findings (on cash flow, achievements and the like) and to ensure that the government priorities are met and the
achievements are regularly measured. Although this monitoring by the president’s office is not part of the formal
mechanism of planning and budgeting, this urging of the ministries to perform better is a form of internal political
pressure from the presidency toward them. The president can use the information collected by staff to evaluate
and possibly reshuffle the ministries and / or reform the cabinet.

At the end of the budget year, the development and finance oversight agency (the Badan Pemeriksa Keuangan dan
Pembangunan/BPKP) and the supreme audit institution (the Audit Board of the Republic of Indonesia, the Badan
Pemeriksa Keuangan) do their work to audit budget implementation and performance.

To sum up, evaluation of program implementation and budgets is conducted both internally and externally by
oversight institutions, but it is not always easy to distinguish between the oversight of programs per se versus that
of their associated organizational units. Thus, because of this, it is still difficult to measure or evaluate the
efficiency of the budget through comparing programs’ budgets against their output.

DESIGN QUESTIONS
PROGRAM NUMBER AND SIZE
Although the budget allocation from the state for health has been fixed, the Ministry of Health has discretion to
define and propose programs, activities, and outputs. These must be approved by the Ministry of Finance and the
National Development Planning Agency to ensure their alignment with the national policies (the RPJMN and the
RKP) and their contribution to the president’s vision and mission. The discussion between these institutions takes
10

The use of budget reduction as a form of penalty for lack of performance is debatable. Ideally, the budget reduction should be directed
towards the implementing agency, not the program. However, when a program is managed / implemented exclusively by a unit within a
ministry, it is difficult to separate the budget for the implementing agency from the budget for the program. Any punishment for lack of
performance of the implementing agency might harm the achievement of the program’s objective.
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place in March (see Annex 3). Currently, the Ministry of Health has nine programs. As measured by the amount of
budget allocation for each program, the size of programs can vary significantly. For example, the National Health
Insurance Support Program is significantly larger compared to the Increasing Supervision and Accountability of
Staffs Program. In general, the relative proportion of funds going to the majority of units / programs is more or less
consistent, tending to fluctuate within a narrow band from year to year (see Table 1 for details).

TABLE 1: BUDGET ALLOCATION FOR ORGANIZATIONAL UNITS AND PROGRAMS,
2014-2016
Org. Unit

Programs

024.01 (General
Secretariat)

01 (Management and
technical task
implementation support
program)

024.01 (General
Secretariat)

11 (National Health
Insurance support program)

024.02 (General
Inspectorate)

03 (Increasing supervision
and accountability of staffs
program)

024.03 (Directorate
General of Public Health)

Allocation (000IDR)
2016

2015

2014

4,331,053,061 6.82%

23,866,300,137 49.97%

25,211,363,948 54.27%

0.00%

0.00%

105,000,000 0.17%

102,971,000 0.22%

100,470,900 0.22%

06 (Public Health
Development Program)

3,017,856,573 4.75%

2,682,576,400 5.62%

2,047,857,673 4.41%

024.04 (Directorate
General of Health Service)

07 (Health Service
Development Program)

15,971,813,965 25.16%

13,411,827,535 28.08%

12,968,270,455 27.91%

024.05 (Directorate
General of Disease
Prevention and Control)

08 (Disease Prevention and
Control Program)

4,098,559,756 6.46%

2,201,978,361 4.61%

1,726,594,812 3.72%

024.07 (Directorate
General of Pharmacy and
Medical Devices)

09 (Pharmacy and Medical
Device Program)

3,165,850,646 4.99%

1,747,852,800 3.66%

1,483,988,486 3.19%

024.11 (Health Research
and Development Agency)

04 (Health Research and
Development Program)

1,109,145,938 1.75%

744,683,100 1.56%

549,615,602 1.18%

024.12 (Health Workers
Development and
Empowerment Agency)

10 (Health Human Resource
Development and
Empowerment Program)

6,065,592,053 9.55%

3,000,568,570 6.28%

2,370,871,585 5.10%

024. MINISTRY OF HEALTH

25,616,725,009 40.35%

63,481,597,001
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47,758,757,903

46,459,033,461

In 2016, the two biggest programs were the National Health Insurance Support program and the Health Service
Development Program. The National Health Insurance Support program is a subsidy/transfer program to cover the
payment of health insurance premiums. The budget allocation is determined by the size of the target population
and the amount of the per person subsidy. In 2016, the Ministry of Health allocated more than 40 percent of its
budget for the program. For the 2019 fiscal year, the target population is 107.2 million poor people, and the
amount of subsidy is IDR 23,000 per person, paid to the national social security agency for health (the Badan
Penyelenggara Jaminan Sosial-Kesehatan/ BPJS-Kesehatan). The other program, the Health Service Development
Program (which took about 25 percent of the ministry’s budget), is a transfer program where money is transferred
to national government hospitals and local government health agencies. The allocation is for staff, goods, and
capital expenditure of those institutions.

PROGRAM TYPE AND STRUCTURE
As noted above and in Table 1, nine programs are identified in the budget documents of the Ministry of Health in
2016. From our examination, there are programs that address administration (024.01 Management and technical
task implementation support program); diseases (024.08 Disease Prevention and Control Program); interventions
that address nutrition and health condition improvement (024.06 Public Health Development Program); health
care service delivery programs (024.07 Health Service Development Program); and a transfer program (024.11
National Health Insurance support program). These programs are further divided into activities (not illustrated
here). For example: the 024.04.07 Health Service Development Program has several activities, one of which is 2051
Improvement of Health Service Facility.

In addition, there is an administrative program (024.01 Management and technical task implementation support
program) in the Ministry of Health, handled by the general secretary. However, since each of the other units
(directorates) within the ministry manages only one program, these units usually allocate funds to their own
administrative program as well.

In general, the ministry’s programs are different from each other and there is no relation between them. They
have different budgets, different units, and different operators in the field. However, when we further scrutinize
the details of the programs, activities, and outputs, we might find similarities between them. For example, when
we checked at the output level, program 024.06 (Public Health Development Program) has activities that provide
management support (Program: 024.03.06; Activity: 2085 Management Support and Implementation of Other
Technical Tasks), even though there is another management program that should provide such support.
Furthermore, one of the outputs for the Public Health program is to provide management support (example
Program: 024.03.06; Activity: 2080; Output: 2080.031 Management Service Support).
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Another similarity we may find among programs is with the implementing institutions at the local level. There are
two types of institutions at the local level: government health agencies and central government agencies. Some
programs of the Ministry of Health are implemented by these local institutions. The Ministry of Health transfers
some programs to the local government health agency, along with resources, through what is known as a deconcentration scheme (when resources are passed to a local agency still within the central government structure).
Then, upon the completion of the program, those agencies report back to the ministry. Based on the reports, the
ministry checks whether the local agencies were able to meet the performance target. In addition to reviewing the
report, the ministry also uses sampling, visiting a few agencies to check on their performance. The financial aspect
is checked by comparing the budget allocation with the amount of spending. Local agencies failing to spend the
allocated money may be sanctioned, including by a reduction in transferred money for the following year.

As previously mentioned, each program consists of several activities which have objectives, definitions for the
objectives, budget allocations, and indicators without specific targets. Furthermore, many of the activities’ budgets
consist of multiple types of expenses including staff, goods, capital and transfers. These characteristics come closer
to the definition of “sub-programs” rather than activities. Therefore, we should consider the activities as subprograms, and the outputs as activities, to make the classification comparable to what other countries have done.

PERFORMANCE INDICATORS
In general, the Ministry of Health’s performance is measured by its financial and program performance. The
financial performance is measured principally through an audit at the end of the budget year. When the audit is
complete, the auditors release their opinion in the Audit Report (Laporan Hasil Audit/LHA). The auditor’s opinion is
used as one indicator of performance. Another indicator of financial performance is the amount of unspent
budget. This is assumed to reflect on the institution’s ability to perform its designated tasks. Failure to spend
resources could indicate the institution’s inability to plan programs and/or to implement said programs. This
information is also useful to the Ministry of Finance, which makes use of this indicator when determining next
year’s budget.

The program performance indicators are a bit more complicated. They are derived from the goals of the central
government and the ministry, agreed upon annually following a meeting between the Ministry of Health, the
Ministry of Finance and the National Development Planning Agency. According to the Performance Report of the
Ministry of Health 2017, the ministry has two primary goals:
•

to increase the community’s health status, and

•

to increase responsiveness and community protection from social and financial risks in the health sector.
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To achieve these goals, the Ministry of Health has formulated and committed to 12 strategies and has developed
36 indicators to measure performance achievement, listed in Table 2.11 Some of these indicators are also part of
the national priority (Table 3).

TABLE 2: STRATEGIC TARGETS, PERFORMANCE INDICATORS, AND VALUE
TARGETS OF THE MINISTRY OF HEALTH
Strategic
Targets
Increased Public Health

Indicator of Performance

Value
Target

Percentage of deliveries at health facility

81%

Percentage of pregnant women less chronic energy

21.2%

Increased villages allocating village funds for Community Based Health Efforts/intervention

30%

Percentage of districts/municipalities that meet the quality of environmental health

30%

Increased Disease Prevention and Control
Percentage coverage of successful treatment of TB patients/Success Rate (SR)

87%

HIV prevalence

<0.5%

The number of districts succeed in malaria elimination

265

Number of provinces succeed in leprosy elimination

25

Number of districts/cities succeed in filariasis elimination

15

Decrease of Certain Preventable Disease with Immunization

20%

Districts/municipalities capable of implementing preparedness in emergency public health
emergency response
Percentage of districts/municipalities implementing the policy of No Smoking Area at least 50%
of schools
Number of districts/municipalities with community health clinics that organize mental health
treatment
Increased Access and Quality of Health Facilities

64%
30%
180

Number of Sub-districts with at least 1 accredited community health clinics

1,400

Number of districts with at least 1 accredited hospitals

287

Increased access, independence, and quality of pharmaceutical preparations and medical devices
Percentage of community health clinics with availability of essential drugs and vaccine

85%

Number of pharmaceutical ready-to-produce raw materials produced domestically and number
of types/variants of health equipment produced domestically (cumulative):

11

The list is also mentioned in the contract or commitment of performance (perjanjian kinerja) between the Minister of Health and the
president.
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Strategic
Targets

Indicator of Performance
a. Target of pharmaceuticals

Value
Target
15

b. Targeted health equipment

6

Percentage of health equipment products eligible in circulation

83%

Increasing Number, Types, Quality and Equity of Health Personnel
The minimum number of community health clinics have 5 types of health workers

3,000

Percentage of C class/municipality hospitals with 4 basic specialists and 3 specialist doctors

40%

The number of well-educated Health workers

33,060

Increased synergy between Ministries / Institutions
The number of other ministries that support health development

40%

Percentage of districts/municipalities with a good minimum service standard

45%

Increased use of domestic and foreign partnerships
Number of CSR form businesses for health program

12

Number of community organizations utilizing their resources to support health

9

Number of overseas cooperation agreements on health sector implemented

8

Increased effectiveness of health research and development
Number of National Health Research (Riskesnas) in of community health and nutrition

2

Number of recommendations and policies based on health research and development

24

Number of research results with registered intellectual property rights

5

Increased good governance and clean governance
Percentage of work units with State losses ≤ 1% (audited)

94%

Increased competence and performance of Ministry of Health apparatus
Number of Senior Chief Officers, Administrators and Supervisors who have achieved
management competence according to their level of position
Number of employees of Ministry of Health with good performance

80%
88%

Increased integrated health information system
Number of districts/municipalities managed to provide complete report on priority health data

308

Number of districts/municipalities with data communication networks for the implementation
154
of the e-health
Source: Perjanjian Kinerja Revisi Kementerian Kesehatan Tahun 2017 (Table 2.2. on Page 16 of the Performance Report of the
Ministry of Health 2017)
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TABLE 3: NATIONAL PRIORITIES IN THE HEALTH SECTOR
Program

1. Community Health
Development Program

2. Health Service
Development Program

3. Prevention and
Control of Disease
Program

4. Pharmacy and
Medical Devices
Program

Activity

Performance Indicator

Nutritional supplementation for
pregnant women with less
chronic energy (KEK)

Percentage of pregnant women with (KEK) who
received additional food

95%

Childbirth services at health
facilities

Percentage of deliveries in health care facilities
(PF)

81%

Provision of health services for
people in remote / very remote
areas

Number of districts / municipalities that
provide mobile health services (PKB) in remote
and very remote areas

128

Community Health Clinics that
are ready to be accredited

The number of sub-districts that have at least 1
Community Health Clinics is
certified/accredited

700

Coverage of TB Patient
Treatment

Success Rate of TB

85

Children aged 0-11 months
(infants) who received complete
basic immunization

Percentage of children aged 0-11 months who
received complete basic immunization

92%

Community Health Clinics with
essential medicines and vaccines
availability

Percentage of Community Health Clinics with
essential medicines and vaccines availability

55%

Community Health Clinics
perform standardized
pharmaceutical services

Percentage of Community Health Clinics
perform standardized pharmaceutical services

50%

5. Strengthening the
Residents who receives
The number of Residents who receives
Implementation of
subsidized premiums(PBI)
subsidized premiums(PBI) through the National
National Health
through National Health
Health Insurance (JKN) / Kartu Indonesia Sehat
Insurance Program
Security (JKN/KIS)
(KIS)
Source: Matrix II.4.1, Page II.4-56 of the Book II Budget Note 2017.

Target

94,4
million
people

It is unclear how the strategic targets outlined in Table 2 and the national priorities (Table 3) translate into the
budget programs. The Ministry of Health currently has nine programs to be implemented by eight working units
(six directorates, an inspectorate, and a general secretariat) within the ministry. Some of the strategic targets and
indicators of performance seemed to relate to a certain program (and thus, a certain unit within the Ministry of
Health), such as the “increased public health” target with the program code no.6 Public Health Development
Program. However, the connections between other programs are more difficult to relate, either to programs, to
activities, or to units within the ministry.

Each program has its own indicators of performance. The activities, as derivatives of programs, also have indicators
of performance, but many are unclear since they seem to be a mix of intermediate outcomes, outputs, and even
process or input indicators. Figure 4 is an example of how the various indicators are presented in a Budget
Implementation Document (the DIPA) of a directorate that implements the Community Health Development
Program.
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FIGURE 4: PROGRAM, OUTCOME, AND ACTIVITY INDICATORS IN THE BUDGET IMPLEMENTATION DOCUMENT
(DIPA)
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If we scrutinize the detail in Figure 4, we find problems regarding the indicators. The first problem lies in the
absence of quantitative information (target size/value) to fully define the indicators. Both program and activity
indicators of achievement lack quantitative targets of size/value. Furthermore, for some of the outputs the units of
measurement are unclear. For example, in this figure, regarding the volume of output 2080.028 Nutrient
supplementation (suplementasi gizi), it states that the volume will be 13,624,714 kilograms and the budget
allocation is more than 819 billion rupiah. The question is, with the volume of more than 13 million kg, what kind
of nutrients will be bought and distributed? Is there any baseline data used to estimate the need for nutrient
supplementation? If there is, what and where is the data?

These problems with indicators were not only found in the detailed documents; they can also be found in the
national priorities, and in the strategic targets of the Ministry of Health. For example, regarding the “Nutritional
supplementation for pregnant women with less chronic energy (Kurang Energi Kronis/KEK)”, the indicator used in
the Ministry of Health strategic targets (see Table 2) refers to the “Percentage of pregnant women with KEK who
received additional food” and their target is set as 95% of pregnant women with KEK to receive supplementation
of nutrition. However, by contrast the target in the national priority refers to the “Percentage of pregnant women
less chronic energy” and the target for this particular measure has been set as 21.2% . These targets may be
related, but it is not clear that they mean the same thing.

Officials from the Ministry of Health struggle to explain these inconsistencies.12 Informants blame other
institutions for the absence of baseline data; the informant from the Ministry of Health argued they did the
planning by referring to internal data. He added that the data can only be accessed by ministry staff. It is likely the
reasons they are using internal data are: 1) because there is no supply data from the statistics bureau; or, 2) the
data from the statistics bureau are not useful, since the data and methods of data collection do not fit the needs of
the Ministry of Health.

COMMON PITFALLS
ORGANIZATIONAL STRUCTURE
The organizational structure of the Ministry of Health is based on the Regulation of the Ministry of Health no.64
from 2015. Program structure is aligned with the structure of the ministry, indicated by the resemblance between
the names of the organizational units and the names of the programs (refer back to Table 1).

12

Even the national development planning agency and the ministry of finance complain about this data. The Ministry of Health doesn’t want to
use the data from the National Bureau of Statistics based on the argument that the methodology of data collection doesn’t fit their need. Yet,
the Ministry of Health also refused to share their internal data. Some of their arguments (to the ministry of finance, to the national
development agency, also to us) are (1) privacy issue since related with patient’s private data, (2) located in the data center that only accessible
on demand (for the internal staffs of the ministry) and not for publication.
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FIGURE 5: ORGANIZATIONAL STRUCTURE OF THE MINISTRY OF HEALTH
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This resemblance between the names of the programs and the names of the directorates seem to be by design.
The directorates are subject to adjustment in case of changes in the programs. Though directorates have remained
relatively unchanged so far, any variations in the programs should be followed by changes in the directorates.

However, our data suggest that any such changes are cosmetic. For example, in 2015 there is a program called “06.
Nutrient Development and Maternal and Child Health Program”(06. Program Bina Gizi dan Kesehatan Ibu dan
Anak) implemented by the 024.03 Directorate of Nutrient Development and Maternal and Child Health with a
budget allocation of IDR2.68 trillion. The program disappeared in 2016, replaced by “06 Community Health
Development Program” (06 Program Pembinaan Kesehatan Masyarakat) implemented by the 024.03 Directorate
of Nutrient Development and Maternal and Child Health with a budget allocation of IDR3.01 trillion. Although the
names of the programs are different, the codes are the same. This indicates that in spite of different names, it is
the same program with the same executor, implemented by the same staff and with roughly the same budget.

COST ALLOCATION
The allocation of costs that cut across programs is conducted in the planning-budgeting process. The costs are
determined by the Ministry of Health and the Ministry of Finance following receipt of information on resources
(provided by the Ministry of Finance).

Personnel costs are difficult to calculate. Public service in Indonesia is a permanent – if not a lifetime - job. And as a
public servant, a person is entitled to a basic salary and multiple allowances.13 Basic salary and allowances are paid
by the central, provincial, or municipal government separate from program expenses. A person involved in
programs and activities also receives additional wages according to the person’s position in the
program/activity/project in terms of honorarium, travel per diem, etc. These are part of expenses of
program/activity/project and paid by the implementing institutions.

In general, the cost allocation for personnel exists at the level of unit within the ministry (directorate) that
implements programs. There is no allocation for personnel expenses at activity level (sub-programs). An exception
to this is units/directorates with decentralized authority to local units (such as national hospitals in multiple
provinces); in these cases, the cost allocations for personnel are budgeted in the local units. An example is the
budget of Directorate General of Health Services (see Figure 6). The allocation for personnel is not only in the
directorate (program level), but also at the local units.

13

Entitlements include, but are not limited to: pension, transport, structural position, location of service, 13th salary, holiday allowance as much
as one month’s salary, payment of family health insurance premium.
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FIGURE 1: STAFF EXPENSES IN THE DIRECTORATE GENERAL OF HEALTH SERVICE DELIVERY, MINISTRY OF HEALTH,
2016
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PROCESS CONSIDERATIONS
MINISTRIES
Programs are developed by considering the fiscal capacity (provided by the Ministry of Finance) and direction of
national development and priorities (provided by the National Development Planning Agency). Within the ministry,
the general secretary, directorates, and directorate generals propose their programs to the Minister of Health. The
inspectorate within the ministry will review the proposed programs and budget, and determine whether they align
with the direction of development and national priority. Based on this, the national government will draft a
workplan and an indicative budget for ministries, and begin the long and back and forth process of budgeting. In
short, the Ministry of Health can independently develop programs, as long as they align with the national
development priorities (to be checked by the National Development Planning Agency) and the budget (to be
reviewed by the Ministry of Finance).

To fully understand how these entities interact to develop programs, we need to understand the planning and
budgeting process for the state ministries and institutions. This process is regulated by the Government Regulation
No.90/2010 on The Formulation of Annual Workplan and Budget of State Ministries/Institutions.14 A detailed
flowchart and description of the planning-budgeting process is presented in Annex 3.

OVERSIGHT ACTORS
The inspectorate. This institution is intrinsic to the Ministry of Health, and usually consists of experts and auditors.
The inspectorate will perform initial checking of the proposed workplan and budget from the directorates within
the Ministry of Health. Once approved, the Ministry of Health will send to the Ministry of Finance and the National
Development Planning Agency. The inspectorate also monitors the implementation and reporting of the plan and
budget, but does not monitor program structure and rarely checks the programs or performance against program
indicators. While the programs are relatively consistent from year to year, the inspectorate only checks the
“fitness” of the proposed activities with the programs, prioritizing the ministry and president, and the availability
of budget. In addition, it provides consultation for the staff and institutions within the Ministry of Health regarding
the planning, execution, and reporting of programs. Although relatively accessible all the time, the staff and
institutions within the ministry mostly access the inspectorate only when facing administrative problems regarding
the implementation of proposed program, budget and activities.

The supreme audit institution, the Badan Pemeriksa Keuangan, is the dedicated government audit agency which
audits all government institutions and ministries from the national to the municipal level. Like any other audit
agency, this institution will check the report of budget implementation after the fiscal year has ended. The audit
14

Peraturan Pemerintah No.90 tahun 2010 tentang Penyusunan Rencana Kerja Dan Anggaran Kementerian Negara/Lembaga
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emphasizes administrative compliance. That is, the auditors only focus on whether the spending is on track with
the budget, disbursed through correct procedures, and recorded with sufficient evidence.

The parliament (Dewan Perwakilan Rakyat). The parliament, bound by its budgeting function, examines the
program and budget proposals from the ministries and discusses them. Although they have an oversight function,
the parliament does not have a special procedure or the resources to conduct a review. They do not look at
programs or performance indicators. Rather, the oversight from the parliament is usually reactive in nature and
only kicks in when problems arise. For example, if the members of parliament receive complaints from hospitals
that the national health insurance agency has not paid their claim, they will check with the insurance agency. Then,
should the insurance agency argue that they in turn have not received the relevant transfer from the Ministry of
Health, the members of parliament will then follow up with the ministry for an answer.

Other oversight institutions include the Anti-Corruption Commission (Komisi Pemberantasan Korupsi) and the
President’s Office. The Anti-Corruption Commission (Komisi Pemberantasan Korupsi) watches over the
implementation of projects Although, it is not formally known as an oversight institution, the president’s office is
regularly monitoring budget spending, measuring the achievements of programs and budgets, and providing
warnings when certain targets have not been met.

CONCLUSION
The introduction of performance and program-based budgeting in Indonesia aimed to improve accountability of
the budget and the budgeting system, particularly in the measurement of budget performance. Implementation
has been conducted gradually and is subject to continuous improvement. So far, through an improved budget
structure and enhanced reporting, Indonesia’s program budget structure has helped citizens and oversight bodies
to understand what government institutions say they are going to do and to evaluate whether they have actually
done so.

Nevertheless, there are still significant challenges for the implementation of program budgeting in the health
sector in Indonesia. The first is the lack of reliable and valid data to establish baselines for planning, budgeting,
monitoring and the evaluation of the programs. The second is that performance indicators – for programs, subprograms/activities, and outputs – often lack quantitative measurements, benchmarks, or supporting data; are
frequently inconsistent with other stated priorities; or are sometimes irrational. Last but not least, the separation
of reports between financial performance and program performance (they are presented separately to oversight
bodies) makes it difficult to measure the connection between performance of programs and budget.
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ANNEX 1: LIST OF DOCUMENTS REFERENCED IN THIS
STUDY
A. Laws and Regulations
1.

Law No.17 year 2003 on State Finance

2.

Law No.25 year 2004 on National Development Planning System

3.

Government Regulation No.21 year 2004 jo. Government Regulation No.90 year 2010 on The Formulation
of Annual Plan and Budget of the State Ministries and Institutions

4.

Government Regulation No.39 year 2006 on the Procedure to Control and Evaluate the Implementation of
Development Plan

5.

Government Regulation No.90 year 2010 on The Formulation of Annual Plan and Budget of the State
Ministries and Institutions

6.

Regulation of the Ministry of Finance No.143/PMK.02/2015 on Guidance for Formulation and Examination
of Workplan and Budget of State Ministries/Institutions and Approval of Budget Implementation
Document

7.

Government Regulation No.17 year 2017 on Synchronization of the National Development Planning and
Budgeting

B.

Budget Documents (arranged chronologically according to the budget formulation procedure)
1.

Workplan of the Ministry of Health 2012, 2014, 2015, & 2016 (Rencana Kerja Kementrian Kesehatan
tahun 2012, 2014, 2015, & 2016

2.

Budget Work Plan of the Ministry of Health 2014 (Rencana Kerja dan Anggaran Kementrian Kesehatan
tahun 2014)

3.

Budget Implementation Document – General of the Ministry of Health 2012, 2013, 2014, 2015, & 2016
(Daftar Isian Pelaksanaan Anggaran Induk Kementrian Kesehatan tahun 2012, 2013, 2014, 2015, & 2016)

4.

Budget Implementation Document – Specific of each working unit/institution within the Ministry of
Health 2012, 2013, 2014, 2015, & 2016 (Daftar Isian Pelaksanaan Anggaran Petikan setiap Satuan
Kerja/institusi di Kementrian Kesehatan tahun 2012, 2013, 2014, 2015, & 2016)

5.

Audited Budget Report of the Ministry of Health 2010, 2011, 2012, & 2013 (Laporan Hasil Audit-Laporan
Realisasi Anggaran Kementrian Kesehatan tahun 2010, 2011, 2012, & 2013)

6.

Performance Accountability Report of the Ministry of Health 2013, 2014, 2015, 2016, & 2017 (Laporan
Akuntabilitas Kinerja Kementrian Kesehatan 2013, 2014, 2015, 2016, & 2017)

7.

Workplan and Performance Accountability Report of the Health Agency of the West Java Province 2016
(Rencana Kerja dan Laporan Akuntabilitas Kinerja Dinas Kesehatan Propinsi Jawa Barat 2016)

8.

Strategic Plan 2015-2019, Workplan 2017, Budget Work Plan 2018, Budget Implementation Document
2017, & Performance Accountability Report 2015, 2016, & 2017 of the Cipto Mangun Kusumo National
Hospital
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ANNEX 2: INTERVIEWS
In addition to the document analysis, we conducted interviews with resource persons from relevant institutions
including:

1.

Mr. Wawan Sunarjo (staff of the Directorate General of Finance and Budget, Ministry of Finance)

2.

Mr. Doni (former staff at the Directorate of Planning and Program of the Ministry of Health)

3.

Mr. Kusnadi (staff of planning and reporting, the Municipal Health Agency of Bogor Municipality)

4.

Mr. Trisna (staff of procurement, the Regency Health Agency of Bogor Regency)

5.

Ms. Dewi Amila Sholihin (Chief in action of Sub-directorate of community health, Directorate of Nutrition and
Community Health)

6.

Mr. Sridayu Aritedja (Planning staff at the Sub-directorate of community health, Directorate of Nutrition and
Community Health)

7.

Mr. Ichsan Firdaus (Vice Chief of 9th Commission, of the National Parliament)
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ANNEX 3.1: FLOWCHART OF PLANNING AND
BUDGETING OF STATE MINISTRIES/INSTITUTIONS
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ANNEX 3. 2: THE BUDGET PROCESS
According to the governing regulation, the Ministry of Finance begins to work with the Ministry of Health between
February and March of each year. The Ministry of Finance and the National Development Planning Agency (the
Bapenas) calculate the budget’s indicative allocation (resource envelope) for state ministries/institutions, along
with the development of the initial government work plan (the Renja). Based on this initial government work plan,
the Ministry of Health (with consultation with the Ministry of Finance and the National Development Planning
Agency) will develop a work plan for the health ministry. In this stage, the Ministry of Health will derive activities
and put them in institutions within the ministry. Each institution within the Ministry of Health is responsible for
implementing at least one program (the program name will be similar to that of the institution).

When the work plan is ready, the ministry will submit it to the Ministry of Finance and the National Development
Planning Agency. There, the workplan will be discussed and, based on the plan, they will create an indicative
budget for the ministry (and the programs within the ministry). Later on, in March, all three parties (the Ministry of
Health, the Ministry of Finance, and the National Development Planning Agency) will discuss how to help the
Ministry of Health to develop its workplan. Once finished, the workplan will be submitted to the Ministry of
Finance and the National Development Planning Agency.

Based on the received workplan, the Ministry of Finance will calculate indicative budget. Based on the indicative
budget provided by the Ministry of Finance, the Ministry of Health will develop a budget workplan. Later on, the
Ministry of Finance will examine the budget workplan and finalize budget allocation for the Ministry of Health.
Then, the Ministry of Finance will develop a budget proposal that consists of a draft of financial notes, a state
budget draft and a draft of law on state budget. In August, the government will submit those documents to the
parliament.

The parliament will discuss the budget proposal until October. This discussion usually involves the relevant
ministries of the government in power. Once the agreement is reached, the Ministry of Finance will distribute the
budget allocation to the relevant ministries. The Ministry of Health is to then adjust the budget document, and
submits the adjusted budget document to the president. The President will finalize budget allocations for
ministries by the end of November. Once finalized, the Ministry of Health makes the budget implementation
Document and seeks approval from the Ministry of Finance. Approval from the Ministry of Finance has to be
received by the Ministry of Health by 31 December, the end of the year at the latest. When approved, the Ministry
of Health can implement the budget on 1st January.
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