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BACKGROUND AND OBJECTIVES

Public funds are central to financing progress towards universal health coverage (UHC) and ensuring cover-

age and financial protection. Consequently, mobilizing fiscal space through domestic revenues has risen in 

importance on the 2030 Agenda for Sustainable Development. Because weaknesses and rigidities in public 

financial management (PFM) systems often constrain the efficient use of such revenues, PFM reforms have 

now become central to the UHC agenda. Motivated by this, WHO’s Department of Health Systems Govern-

ance and Financing convened a series of annual meetings in Montreux, Switzerland, on the links between 

fiscal space, PFM and health financing policy to share knowledge and provide guidance on country-related 

reforms. 

The 1st Meeting of the Collaborative Agenda on Fiscal Space, PFM and Health Financing took place in De-

cember 2014. The meeting built upon existing efforts among partner agencies around these three key 

issues. A follow-up meeting was held in April 2016 where participants discussed key issues around enhanc-

ing productive dialogue as countries seek to move towards UHC. In November 2017, the 3rd Meeting of the 

Collaborative Agenda centered on practical issues countries face in implementing PFM policies and reforms 

to institutionalize and sustain progress towards UHC.

The 4th Meeting of the Collaborative Agenda took place on 12-14 November 2019. The meeting took a more 

granular approach towards PFM and fiscal space, focusing on specific health sector issues such as unpack-

ing the links between overall fiscal space and health-specific measures, budget formulation and execution 

issues in health, and the interrelations with payment systems for health service providers. 

provide participants with an update on conceptual developments on fiscal space;

explore budget formulation and execution issues for the health sector;

examine PFM reform from a health service provider perspective; and

define a path forward with partners on fiscal space, PFM and health financing.

The specific objectives of the meeting were to:
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PARTICIPATION

105 delegates attended the Symposium. Delegates came from 12 countries, including Ghana, Indonesia, 

Kenya, Lao People’s Democratic Republic, Nigeria, Peru, South Africa, Sri Lanka, United Republic of Tanzania, 

Ukraine, United States of America and Zambia.

In addition to representation from WHO headquarters, regions and country offices, a number of multilateral 

partner agencies, bilateral partners, non-governmental organization (NGOs) as well as foundations and aca-

demia participated in the meeting. These included Abt Associates, the Bill & Melinda Gates Foundation, the 

Center for Global Development (CGD), the Department for International Development (DFID) of the United 

Kingdom, the European Commission, Gavi, GIZ, The Global Fund to Fight AIDS, Tuberculosis and Malaria, the 

International Budget Partnership (IBP), the International Monetary Fund (IMF), Johns Hopkins University, the 

Norwegian Agency for Development Cooperation (Norad), the Organisation for Economic Co-operation and 

Development (OECD), Overseas Development Institute (ODI), Results for Development (R4D), Save the Chil-

dren U.K., ThinkWell, the U.S. Department of the Treasury, the Wemos Foundation and the World Bank Group.

The full list of participants can be found in Annex 2.

This report was developed by Hélène Barroy, Sanhita Sapatnekar and Ronald Tamangan, under the guidance 

of Joe Kutzin and Agnès Soucat from the Health Systems Governance and Financing Department of WHO.

WHO acknowledges funding support received from DFID under the Making Country Health Systems Strong-

er programme.

Background documents and presentations are available here: 

https://www.who.int/news-room/events/detail/2019/11/12/de-

fault-calendar/collaborative-agenda-on-fiscal-space-pfm-and-health-financing-2019
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The WHO Director for Health Systems Governance and Financing welcomed participants to the Symposium, 

highlighting the ways in which the fiscal space and PFM agendas have evolved in the health sector since the 

1st Meeting of the Collaborative Agenda in Montreux. When WHO initiated the Collaborative Agenda in 

2013-2014, there was a critical need to define and agree on terminology, explain why PFM matters for heath 

and UHC, and clarify the role of the health sector in this area of work. 

INTRODUCTION 

Since that time, the WHO and its partners have undertaken efforts to further investigate and frame the ideas 

that emanated from those initial discussions. Thanks to these collective efforts, there is now a growing rec-

ognition at the global level that PFM is crucial for UHC and that it is an enabling factor for health financing 

reform implementation. 

The time has now come to move forward once again and to explore ways to put fiscal space and PFM re-

forms into practice. Recent advancements in the fiscal space arena, such as the new IMF approach to as-

sessing government-wide fiscal space, have also led to an evolution in framing. This is yet another argument 

for the need to strengthen fiscal dialogue between the health and finance sectors, especially as countries 

focus more on domestic resource mobilization.

The Director also noted that the PFM agenda has shifted toward better inclusion of these aspects into health 

financing reform implementation. At the country level, the agenda often involves two key efforts: first, 

strengthening the basic foundations of PFM systems to ensure robust budget preparation, execution and re-

porting in health and, second, tailoring PFM systems in more advanced settings to enable more flexible 

spending arrangements for health and better align with strategic purchasing reforms. 

The Director welcomed the changing nature of the audience at the Montreux meetings as well, noting the ad-

dition of new participants from countries that had not been represented at the meetings previously and the 

growing number of practitioners working at the nexus of PFM issues and health financing or, more broadly, 

health system policy. The changing demographic of audience members reflected an increasing interest in 

the subject matter at global, regional and country levels, an interest that should be further reinforced by WHO 

and its partners. The informal community of practice that meets regularly in Montreux is a critical asset in 

the implementation of country reforms and stimulation of future research and collaboration on the topic.

For more information on this subject, please see: 

https://www.who.int/activities/leveraging-public-financial-management-for-better-health
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The IMF’s new strategy on social sector spending, which provides guidance to IMF staff 
on when and how to engage on social spending issues in the context of an increasing 
focus on inclusive growth.

The scale of the Sustainable Development Goals (SDG) challenge and the need to over-
come a funding gap that is estimated by the IMF to be very large in many countries, es-
pecially low-income countries.

The need to meet those challenges through:

a stronger emphasis on enhancing tax capacity as well as on spending efficiency;

a whole of government and society approach; and 

effective partnerships to ensure effectiveness in reform, including collaboration among 

development and technical partners such as the WHO, the World Bank, UNICEF and 

others.

Highlights from the keynote address:

The keynote address was given by a representative of the International Monetary Fund (IMF). The address 

highlighted ways in which the IMF has become increasingly engaged on social spending issues against the 

backdrop of an increased focus on inclusive growth. Over recent years, engagement has increased within 

the context of both fiscal surveillance and technical assistance programmes, especially in low-income coun-

tries where there is a need to enhance tax capacity and spending efficiency to close the SDG financing gap. 

The IMF now has a clear strategy in place to guide staff through the process of engagement which helps 

ensure consistency and fairness when policy advice is delivered. The strategy was developed through exten-

sive consultation with development partners, academia and civil society. 

IMF engagement is guided by an assessment of how macro-critical a specific social spending issue may be 

– meaning how critical that specific issue is to the achievement of macroeconomic stability – and consider-

ation of that issue within the context of a programme. The existence of in-house expertise is another factor 

that guides IMF engagement. If fiscal sustainability, spending efficiency, spending adequacy, or a combina-

tion of these becomes a policy concern, a social spending issue can become a macro-critical one, thereby 

triggering IMF engagement. 

The strategy document is available here: 

https://www.imf.org/en/Publications/Policy-Papers/Is-

sues/2019/06/10/A-Strategy-for-IMF-Engagement-on-Social-Spending-46975
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To avoid the common stumbling blocks of engagement, such as competing priorities and misaligned work 

plans, early dialogue is essential. Early discussions can help align priorities and foster collaboration, both at 

headquarters and in the field. Also critical is establishing a stronger network of social spending counterparts 

across development and technical partners, including the WHO, the World Bank and UNICEF. 

Following the keynote address, a clear consensus emerged among participants that the new IMF strategy on 

social spending represented a great opportunity for enhanced dialogue among IMF teams, country authori-

ties and development partners engaged in policy dialogue for effective health financing implementation.
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MOVING TOWARDS DOMESTIC FUNDING: 
Sustainable solutions for transitions 

Sustainable transitions towards domestic resource mobilization include both financial 
and programmatic components.

The main question is how overall outputs – not simply program outputs – can be sus-
tained throughout the transition.

Transitioning away from external financing for health should be perceived as an oppor-
tunity for countrywide reform, not as a threat. 

The PFM system can be a bottleneck in the process of transitioning.

Key messages:

This session introduced key issues related to a country’s transition from external financing for health to do-

mestic financing. The session was chaired by a representative of the World Bank who noted the steep de-

cline in external financing that countries face as their income grows, a decline that often happens quite rap-

idly. The financial gap created by the decline is often too large for a government to overcome with its existing 

capacity to raise revenues. Even if the financial gap is small, a government’s capacity to maintain the quality 

and coverage of programmes that were previously funded through external resources must still be consid-

ered. This suggests that transitions necessitate improvements in both financial capacity and programmatic 

capacity to sustain outputs while maintaining or expanding coverage. 

To better understand this issue, session participants were given the opportunity to hear experiences from a 

panel of speakers, including representatives from Ghana1, India, Lao People’s Democratic Republic, and Sri 

Lanka. The experiences shared by the Ghanaian and Lao representatives echoed the statements of the ses-

sion chair regarding domestic funding challenges in the wake of reductions in external aid. The Ghanaian 

representative highlighted the practical challenges posed by the co-financing requirements of donors, as 

amounts often largely exceed domestic fiscal capacities. 

12 november 2019
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1 Ghana has yet to transition away from external funding from the Global Fund but it is expected to begin doing so by 
2023.



Other panelists underlined the ways in which PFM can be a bottleneck in the process of transitioning. For ex-

ample, donor contributions often cut through the national budget and go directly to specific disease pro-

grammes, creating fragmentation in financial management systems. This is often the result of weak domes-

tic systems that need to be consolidated as countries transition away from external funding. 

Discussants agreed that transitions should be perceived as an opportunity for programmatic and institution-

al reforms. As opposed to being a threat to financial sustainability, transitions are an opportunity for coun-

tries to improve their PFM systems and their efficiency in spending. As responsibility for the funding of dis-

ease programmes shifts more towards domestic resources, maintaining an array of programmes with dis-

tinct, separate organizational arrangements is more likely to be unaffordable. Substantial gains are likely to 

emerge when searching for cross-programmatic efficiencies at the subfunctional level (e.g. in supply chain 

systems). 

Work by the WHO and UHC2030 related to this topic is available here: 

https://www.uhc2030.org/fileadmin/uploads/uhc2030/Documents/A-

bout_UHC2030/UHC2030_Working_Groups/2017_Transition_working_group_docs/UHC2030_Stat

ement_on_sustainability_and_transition_Oct_2018.pdf

https://www.who.int/health_financing/documents/system-wide-approach/en/
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A NEW LOOK AT THE FISCAL SPACE FOR HEALTH

12 november 2019
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The IMF has put forward a new multi-indicator, dynamic approach to assess overall 
fiscal space.

In health, there is a need to move away from a pillar-based approach and towards a 
country-focused budgetary framework.

Budget reprioritization efforts must be contextualized to inform effective budget advo-
cacy strategies.

PFM improvements should be part of strategies to expand budgetary space for health.

In practice, improved efficiency is not always linked to the expansion of budgetary 
space for health as savings may be deployed outside the health sector.

Key messages:

A representative of R4D with lengthy experience working on fiscal space for health chaired the session. The 

chair opened the session by highlighting previous fiscal space frameworks and the benefits of past ap-

proaches in bringing together health and finance perspectives. This was followed by an explanation on the 

ways in which the evolving global context has opened the door to refinements in the definition of fiscal 

space for health and its approach. Experience has shown that not all drivers contribute equally to the expan-

sion of fiscal space for health, nor are all drivers under the purview of health authorities. The session fea-

tured representatives from the WHO and CGD who gave a presentation on the evolution of the thinking 

around fiscal space for health, especially in consideration of the current focus on domestic public resources 

for UHC.

A former IMF staff member, currently working with CGD, presented the new IMF approach for assessing 

overall fiscal space. Fiscal space is both forward-looking and dynamic (e.g. accounting for the impact of 

contingent liabilities in health). To allow for a consistent assessment of fiscal space across countries, the 

IMF has been developing and testing a new framework that assesses whether a country has room for discre-

tionary fiscal policy without endangering market access and debt sustainability. Within this framework four 

types of country categorization are possible, namely: no fiscal space; fiscal space at risk; some fiscal space; 

or substantial fiscal space. 



The IMF working paper on this subject is available here: 

https://www.imf.org/en/Publications/Policy-Papers/Is-

sues/2018/06/15/pp041118assessing-fiscal-space

More information on work by the WHO on this topic is available here:

 https://www.who.int/activities/fostering-fiscal-dialogue-between-finance-and-health

he WHO, which recently initiated work in this field with partners, presented preliminary findings of the think-

ing to further refine the approach to operationalizing fiscal space for health expansion. The main rationale 

lies in the need for health stakeholders to define policy levers and clarify where ministries of health are best 

placed to engage in this agenda.

The budgetary process in creating fiscal space for health involves analysis of the level of public spending 

available through public revenues and domestic and foreign borrowing (which in turn are influenced by mac-

ro-drivers like economic growth), and the share of this allocated to health (i.e. budget reprioritization). PFM 

can also add to fiscal space for health. Poor PFM is bad for PFM but also for fiscal space for health (i.e. low 

budget execution) while good PFM enables fiscal space for health expansion. PFM should be viewed as a 

complementary way to provide more, or more flexible, resources for the sector. These three steps yield com-

prehensive budgetary space for health.

In the past, budget reprioritization has often been at the forefront of efforts by health ministries to engage in 

fiscal space for health, especially in the context of budget targets. Yet the analysis presented during the ses-

sion suggests its limited effectiveness in expanding fiscal space for health, with growth in overall expendi-

ture emerging as the critical driver of fiscal space for health expansion in most developing countries. 

Strengthening tax capacity remains the most effective strategy to enhance budgetary space for health. 

Lastly, the WHO presenter noted that fiscal space for health assessments should be embedded in the mul-

ti-year budgeting cycle for better results through improved alignment. Reconnecting PFM and fiscal space 

for health can be made at the budget allocation and execution stages of the budget cycle.

There was clear acknowledgement from the audience that the terminology and key areas of engagement of 

health authorities need to be reconsidered, moving away from a traditional understanding of fiscal space for 

health. Budgetary space for health emerged as an alternative term to characterize the process of expanding 

budgetary resources for health within the budget cycle. 
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FISCAL DECENTRALIZATION AND HEALTH

12 november 2019

A consensus is needed on the definition and basic concepts of decentralization in 
health.

Fiscal decentralization can help sustain access to and coverage of health services.

To secure results in the health sector in decentralized settings, conditional transfers 
linked to results is a possible response, as seen in several countries.

Often decentralization does not trickle down to the health service provider level, thereby 
limiting the ability to use local funds.

Key messages:

This session began with an overview by a representative from the World Bank’s Governance Global Practice 

on the definition and basic concepts of decentralization and the efficiency gains that decentralization, when 

done correctly, can bring. The example of Nepal, which moved from a unitary system to a federal system in 

2005, was used to show how a constitution can link local mandates to the SDGs, and individual health out-

comes to outputs and activities. Following the presentation, representatives from Argentina, Indonesia, 

Kenya and Nigeria engaged in a panel discussion.

In Argentina, the Programa Sumar, a conditional transfer scheme financed by provinces and linked to results, 

has been active since 2009. With a strong focus on results, the provinces do not ask for more fiscal resourc-

es but instead ask for a specific amount that is measured and tracked against specific indicators. The pro-

gramme has resulted in net progress against predefined targets. The example from Indonesia showed the 

importance of such transfer mechanisms, as fiscal capacity at the subnational level often depends on natu-

ral resources or industry-based economies. Without transfer mechanisms across subnational governments, 

fragmentation hinders potential efficiency gains of decentralization. 

Similarly, in Nigeria, local levels of governance have autonomy over how to spend money, though each level 

has a different fiscal capacity which is dependent upon natural resources, how income is earned, and local 

priorities. The impact of such a situation on the health sector is a geographical variation in quality and ex-

penditure, with coordination (or lack thereof) emerging as a core issue. In 2014, a national health law was en-

acted to serve as a singular framework for coordination. 
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IMF engagement is guided by an assessment of how macro-critical a specific social spending issue may be 

– meaning how critical that specific issue is to the achievement of macroeconomic stability – and consider-

ation of that issue within the context of a programme. The existence of in-house expertise is another factor 

that guides IMF engagement. If fiscal sustainability, spending efficiency, spending adequacy, or a combina-

tion of these becomes a policy concern, a social spending issue can become a macro-critical one, thereby 

triggering IMF engagement. 

However, due to a lack of political will, it was not implemented until 2018. Today, appropriation is annual and 

mandatory at the national level and subnational levels co-finance their share. Delays at the subnational level 

are overcome by establishing co-financing requirements as a prerequisite for the release of central funds. 

The panelist from Kenya highlighted an issue present in Kenya but common to other countries – fragmenta-

tion across grants. Providers and counties receive different types of grants, each existing as a separate silo 

and each with different sets of rules for utilization and reporting (e.g. conditional, unconditional, perfor-

mance-based reporting or otherwise). In Kenya, there has been some noticeable stagnation in service cover-

age indicators following the start of the devolution process. In some ways, after decentralization, facilities 

lost autonomy as local counties started using facilities to generate revenues.

Discussants from ODI and the WHO flagged the significant variation in the amount of resources available to 

local units and the importance of properly designed intergovernmental transfers to secure funding as well 

as results. The WHO highlighted the fact that decentralization does not always reach the provider level, 

which is a core challenge as funds are often stuck at district level. The audience acknowledged this as a 

major bottleneck for effective health spending which should be addressed by increasing the autonomy of 

providers across levels.
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DESIGNING PROGRAMME BUDGETS:
Key questions for health 

13 november 2019

Programme-based budgets in health can help align budget allocation with health sector 
policies and priorities, provide more flexibility in health expenditure management, and 
improve accountability by measuring resource use in relation to achieved results.

The design of budgetary programmes will have a bearing on resource allocation, fund-
ing flows and monitoring and evaluation of outputs. The design is also a matter of for-
mulation, structure and content.

The devil is in the details: hybrid structures are likely to foster inefficiencies and finan-
cial fragmentation.

An incremental stepwise reform process is needed for continuous refinement to align 
with evolving sector needs.

Key messages:

Following the chair’s introduction, a WHO representative presented examples of challenging pro-

gramme-based budgeting reforms in low- and middle-income countries (LMICs). Evidence showed that few 

LMICs (only 10 of 84 pilots) moved to full implementation, pointing to several design and implementation 

issues. The formulation, structure and content of budgetary programmes has a bearing on the design and ef-

fectiveness of the programmes. 

Formulation refers to the title and naming of programmes, as well as their outputs, objectives, sublevels, and 

types of programmes (i.e. homogeneous or of mixed nature). Structure refers to the number of programmes 

and their size, as well as the hierarchy between programmes and sublevels. Content should ensure align-

ment with sector priorities and the incentives of provider payment mechanisms, including how managerial 

accountability is organized within the health ministry.

Three budget programme design challenges have been identified. First, some countries use hybrid designs, 

where input- and output-oriented programme lines are mixed and staffing costs are excluded from pro-

gramme costs. This is a potential bottleneck for resource management as some inputs are managed sepa-

rately. Second, some countries mix different programme categories together, for example having a few dis-

ease programmes, thematic programmes, and level of care programmes. Usually, ministries of finance 

employ five categories of programmes 
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(i.e. functional, level of care, disease, thematic, and organizational). This mixed structure often creates over-

lap and duplications, and creates complexities in resource management, especially at the provider level. 

Third, some countries have a disease-focused budget programme design, where disease responses are 

treated as separate budget programmes. This may result in financial fragmentation though this can some-

times be avoided if countries integrate the disease-focused programmes into budgets at the subprogramme 

or subactivity level, and/or include performance outputs and indicators within the performance monitoring 

framework of a programme budget. 

The session presentations underlined the ongoing nature of programme-based budgeting reforms within 

Ghana, Peru and New Zealand. While often presented as a gold standard for programme-based budgets, the 

speaker from the OECD highlighted challenges in New Zealand with the definition and costing of outputs, es-

pecially at the regional level. In Peru, a programme-based budget was implemented as part of a government 

modernization drive, which was aimed at improved efficiency. However, its introduction was accompanied 

by the creation of several disease-oriented programmes and activities, generating fragmentation in funding 

streams and service delivery approaches. In the case of Ghana, budget programmes were designed around 

functions, with health service delivery divided into primary, secondary, tertiary and specialized care; the dis-

ease-focused elements of the budget programmes were embedded within activities. 

Additional WHO material on programme-based budget implementation in health is 

available here: 

https://www.who.int/health-topics/health-budget
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IMPLEMENTING PROGRAMME BUDGETS IN HEALTH: 
Links with provider payment systems 

13 november 2019

Budget structures must change as provider payment systems evolve to remove rigidi-
ties, improve accountability, and to create opportunities for more effective pooling ar-
rangements and incentives for efficiency and quality.

More provider autonomy is needed as an accompaniment to the reform process. 

In settings where there is weak governance or limited capacity, it may not be feasible to 
implement modern programme-based budgets and grant facilities autonomy. As a 
result, it may be difficult for purchasers to make use of output-based payments effec-
tively.

Key messages:

The session was chaired by a representative of R4D who highlighted the disconnect between budget formu-

lation and provider payment systems in some countries. The session unpacked the links between budget 

formulation and provider payment, identifying situations where they do and do not align. 

A presentation by a WHO consultant helped frame the discussion, showing how programme-based budget-

ing systems and strategic purchasing can work together towards an effective output-based system. Despite 

its potential, budget systems can also sometimes impede reforms to provider payment systems. To ensure 

that funds flow smoothly from budgets to healthcare providers it is important to avoid funding fragmenta-

tion. Classifications for the budget systems and provider payment systems should be aligned at all stages, 

including those related to appropriation, contracts and provider payment mechanisms, and execution. 

Several country examples were showcased throughout the presentation to illustrate best case scenarios, 

such as when the two reforms are closely aligned, and worst-case scenarios, when fragmented funding un-

dermines both payment and programme budget reforms. For example, the Republic of Korea is home to a 

mature system, with full alignment and provider autonomy. South Africa is known for its mature pro-

gramme-based budgetary system, though the country has yet to implement strategic purchasing.  Ghana 

has not fully implemented programme-based budgeting though there is a special law to enable output-based 

payments; the country is still predominantly input-based when it comes to execution. 
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In the Philippines, programme-based budgeting has not yet been fully implemented and spending is current-

ly confined to the central Department of Health. There is also a fragmented, input-based flow of funding to 

healthcare providers from local budgets. 

Panelists from Armenia, the United Republic of Tanzania and Ukraine described the situation in their own 

countries, where each is in the process of aligning budget structure with payment systems. In Armenia, 

budgetary appropriations and budget execution are based on programmes and activities. However, the 

Treasury still exerts control over the activity level and the Ministry of Health (MoH) must approve all activity 

line changes, thereby introducing potential delays. In the Republic of Tanzania, public healthcare providers 

receive funds through a mix of line items (e.g. for salaries and health products) and direct funding, through 

reimbursement claims made to various health funds. Healthcare facilities can hold funds in their own bank 

accounts, reallocate funds across line items, and retain funds across financial years. In Ukraine, a semi-au-

tonomous purchaser receives funds from the legislature through a programme budget line. Payment rates 

(i.e. capitation and case-based payments) to healthcare providers are approved by the Cabinet, even as pro-

viders maintain autonomy over their own bank accounts.

The session shed light on the critical relationship between budget structure and provider payment systems. 

There was a clear consensus among participants on the need to identify possible ways for countries to align 

their budget structure and, more broadly, PFM reforms with provider payment approaches.
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POSTER SESSION ON BUDGET STRUCTURE REFORM 
IN HEALTH

13 november 2019

Electronic versions of all posters are available here: 

https://www.who.int/news-room/events/detail/2019/11/12/de-

fault-calendar/collaborative-agenda-on-fiscal-space-pfm-and-health-financing-2019

In the poster session, experts presented examples of programme-based budget structure reforms from 

eight different countries, including Armenia, Burkina Faso, Ghana, Kyrgyzstan, Mexico, Mongolia, Peru and 

South Africa. Presenters and participants discussed budget structure in terms of process, key outputs, re-

maining challenges and next steps. 

The posters were developed by the WHO between 2018 and 2019, in collaboration with local counterparts. 
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PROGRAMME-BASED BUDGETING FOR HEALTH

ARMENIA

* Note: 

TIMELINE OF IMPLEMENTATION OF KEY PROGRAMME BUDGETING AND HEALTH FINANCING REFORMS IN ARMENIA

BUDGET ALLOCATION BY PROGRAMME, 2019

KEY OUTPUTS

Numerous activities, which existed prior to introduction of programme 

budgeting, consolidated into 12 programmes with accompanying 

performance indicators 

appropriations

Programme budgeting structure allows tracking of the resources 

Performance indicators are actively used and reviewed by the 

Legislature, MOF and MOH

Ministry of Health actively engaged in programme design discussions 

the Ministry of Finance and has been continuously working towards 

REMAINING CHALLENGES

Programme structure, particularly the level below programmes, is of 

mixed quality with unnecessary fragmentation

Programme statements, which are key in articulating the programme 

objective, its logic, evidence for proposed activities and performance 

measurement framework, are not yet developed or updated regularly

Post appropriation controls continue at the detailed activity level, 

burden on line ministries, including health 

Requests for changes in budget allocations between activity lines 

submitted by service providers get processed through a complex 

system involving multiple layers of government 

MOVING FORWARD

Programmes and activities within each programme should be further 

reviewed, many of the activities could be combined into large sub-

including during the design of the programmes

Programme statements should be developed and updated regularly for 

all programmes; they should also be made easily available to the civil 

society and legislators 

the situation where budget ceilings are set for each detailed activity 

these requiring MOH and MOF approval

Prioritization of health in public spending should be reassessed; this 

5% Public Health program

4% Program to modernize and 

29% 

1% 
in health care sector, monitoring 

1% 
medical examinations 

3% Drug provision program
1% Consulting, research and

specialised support

18% Maternal and child
health program

4% 
care program

11% 
NCD medical care

21% Medical care service

vulnerable and special groups 

3%
prevention program

2004 - 2005

programme budgeting 

the 4 pilot ministries

2012

government and public 
sector employees 
introduced

2015

introduction of 
programme budgeting 
and the roadmap are 
approved 

2019
Programme level performance 
indicators introduced in the 
annual budget; programmes 
used for appropriations

1996 - 2000 

transforming public providers into closed 
joint-stock companies*; new output-
based provider payment methods

2008
Programme budgeting 
introduced across the 
government

2013 

making programme 
budgeting mandatory

2018
Programmes are presented 
as part of the budget 
documents; appropriation 
is at the activity level; no 
programme level indicators

Poster A0 Armenia_V4.indd   1 04/11/19   14:14

PROGRAMME-BASED BUDGETING FOR HEALTH

SOUTH AFRICA

EVOLUTION OF BUDGET STRUCTURE REFORM

KEY OUTPUTS REMAINING CHALLENGES 

MOVING FORWARD

PROGRAMME STRUCTURE OF NATIONAL DEPARTMENT OF HEATH 

Administration 

National health insurance 

Communicable and 
non-communicable 

diseases

Primary Health Care

Hospital systems 

Health system governance 
and human resources

Provides strategic leadership 

Programme names Programme purpose

Improve access to quality health 

achieve universal coverage

Develop and support the 

reduce morbidity and mortality 
associated with communicable and 

non-communicable diseases

Develop and oversee the 

including environmental and port 
health services

health needs

evaluation and research in the sector

A LONG AND HEALTHY 
LIFE FOR ALL SOUTH 

AFRICANS

NDP 2030

• Address the social determinants and 

• Strengthen the health system

• Prevent and reduce the disease burden and 
promote health

• Finance universal health coverage
• Improve human resources in the health 

sector
• Review management positions and 

accountability mechanisms
• Improve quality by using evidence

partnerships

1999/2000 

2018 

2002 

2010 1997/98 2001 

Poster A0 South Africa_V3.indd   1 31/10/19   13:10

PROGRAMME-BASED BUDGETING FOR HEALTH

PERU

HISTORY OF THE BUDGET APPROACH IN PERU

KEY OUTPUTS

Real documented changes in health outcomes for conditions 

targeted by budgetary programmes, particularly malnutrition and 

maternal and neonatal health 

Programmes based on process oriented towards rigorous evidence-

based approach 

Robust IFMIS (SIAF) operating as one single system for all three 

levels of government (i.e. central, regional and local) with a special 

of programme budgeting

REMAINING CHALLENGES

Programme budgeting still covers less than half of public spending 

on health: large portion of spending categorized as “Budget 

assignments that do not result in products” (APNOP) 

Current programme structure does not support system-wide 

approach and integrated care: fragmentation in budget structure 

Budget prioritization towards the essential package of health 

services (PEAS), a key step on the path to UHC in Peru, is not 

supported by current programme structure: ~ 40%  of the 

services covered by PEAS are not part of the programmes

Programme budgeting increased budget rigidities faced by service 

providers

MOVING FORWARD

Strengthen role of MINSA as a body setting national health policy 

and spending priorities

Adopt system-wide approach to designing programmes and  

 

health conditions and allow budget prioritization of essential 

package (PEAS)

from compliance budgeting to results accountability

Revise budget structure to increase programme coverage and 

eliminate the category APNOP which will require reviewing 

methodology of developing programmes in Peru 

Results or output orientation in budgeting should be translated to 

the way providers are paid to align incentives from top to bottom 

Budgeting for results in health: key features, achievements and challenges in Peru
Dale E, Prieto L, Seinfeld J, Pescetto C, Barroy H, Cid C (WHO, forthcoming)

2002 
Law on modernization 
of state management

2008 
First year when programmes 
are part of the annual budget: 
2 programmes related to health 

2011 
Five new programmes 
in health

2019 
Nine programmes managed 
by MINSA, covering < 50% of 
public spending on health

2001 
Seguro Integral de 
Salud (SIS) created

2007 
Results-based budgeting 
(PpR) introduced in 
budget preparation

2009 
Universal Health 
Insurance Law (AUS) 
introduced  PEAS

2012 
Multisectoral approach 
to programme 
budgeting abandoned

FIGURE: BUDGET STRUCTURE

Budgetary
Programme

APNOP

Product 1

Product 2

Product 1

Product 1

Product 1

Activity 1

Activity 1

Activity 2

Activity 1

Activity 2

Activity 1

Activity 2

Investment actions/
infrastructure

Investment actions/
infrastructure

Investment actions/
infrastructure

Product: Children with complete immunizations
Activity: Application of complete immunizations

Project: Extension of medical posts
Investment actions: Extension of health posts

Complementary activity in immunizations for
children under 5

Support to the community

Project: Pre-investment studies
Investment action: Pre-investment studies

Planning an budgeting

Management

Project: Pre-investment studies
Investment action: Pre-investment studies

Families with children under 36 months that
develop healthy practices

Municipalities’ actions that promote child
care and adequate feeding

Product: Healthy families with knowledge of
childcare, exclusive breastfeeding/adequate

 feeding and protection for children under
36 months

Central
actions
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2001-2008 
Programme budgets 
prepared as part of 
the Medium-Term 
Expenditure Framework 

2006 
Single line (code 2216) 
introduced to overcome 
budget rigidities in health

2016 
Adoption of the 
new Budget Code

2019 
Programme 

of the annual budget 
law and MOH must 
report on programme 
performance indicators

1997
Mandatory Health Insurance Fund 
(MHIF) established: capitation & case 
payments are introduced using payroll 
contributions; public system continues 
to use input-based payments

2001-06 

payment systems

2009 

electronic treasury 
management system: 
1st steps

2018
New Law on 
MHIF status

PROGRAMME-BASED BUDGETING FOR HEALTH

KYRGYZSTAN

TIMELINE OF PURCHASING AND PROGRAMME-BUDGETING REFORMS

KEY OUTPUTS

Budget transparency has improved: the legislature and the public can 

link budgets more closely to the purposes of spending (e.g. one can 

easily identify budget allocation and spending for key priorities such as 

outpatient drug package)

Performance measures are part of the annual budget documents, 

results

although there is residual distrust in the health sector  

removed with elimination of facility-level caps which were previously 

imposed during the post appropriation stage by the MOF, enabling the 

REMAINING CHALLENGES

Budget is still formulated based on historic trends (previous year’s 

budget) and does not account for the expected growth in the cost of 

primary health care)

an alternative presentation of the budget, though the law requires it to 

be the main basis of appropriations

Budgetary programmes in health are of mixed quality when it comes 

to programme design

Alignment issues between MoH and MHIF programmes and 

performance measures 

MOVING FORWARD

that continue to restrict changes to the input mix in MOH, MHIF and 

healthcare providers

of programmes across MOH and the MHIF

Revise budget formulation process to ensure that programmes receive 

appropriate funding to deliver on the policy commitments and achieve 

the set targets 

capacity in MOH and healthcare providers

To address the legacy of concern about punitive use of performance 

measurement articulate a clear policy on how performance targets 

and indicators will and will not be used, and communicate this clearly 

 

BUDGET ALLOCATION ACROSS FOUR MAIN PROGRAMMES,  
2017 – 2021 
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PROGRAMME-BASED BUDGETING FOR HEALTH

MONGOLIA

HISTORY OF THE TRANSITION TO THE PROGRAM BUDGET IN MONGOLIA 

KEY OUTPUTS 

Support to health sector to better link operational budgets to long-

term policy objectives 

Improved national health programmes to match budget law 

requirements for funding 

strategic planning

managers specifying performance framework linked to outputs and 

REMAINING CHALLENGES

No national methodology for medium term planning that links to 

MTFF process; process for developing programmes and policies still 

not aligned with long-term policy objectives

structures not aligned

Unreasonable costing of investments and recurrent expenditures in 

the short to the medium term (e.g. national programmes proposed for 

Implementation delayed by underlying systemic issues strongly 

planning and budgeting 

funding mechanisms

No change in expenditure management; providers still receive funds 

by inputs

MOVING FORWARD

MTFF should be utilized more as a tool to strengthen medium-term 

allocation.

Budget program structure should be redesigned to better match 

“Budgeting for 

. 

to strengthen health outcomes by leveraging health-related outputs 

GOVERNMENT HEALTH BUDGET BY PROGRAM BUDGET 
CLASSIFICATION 

Programs 2012 2014 2015 2016 2017 2018

Public health 11% 13% 10% 10% 10%

Hospital services

Health 
administration 
and information

10% 17% 17%

Physical training 
and sports

0% 0% 3% 1% 1% 1%

Total 100% 100% 100% 100% 100% 100%

1994
Introduced health insurance system

2019
Introduced PFM strategy

2011 - 2013
Introduced Integrated Budget Law (IBL)

•  Introduced Program Based Budgeting – moving 

budgeting
•  Budget decentralization – delegated budget 

authority to local governments including 

social protection

2009 - 2015
Improvement of program budget 

introduction of program-based budget 

the line ministries 

1990 
Introduced democratic and free market 
system

•  Faced challenges with leaving Soviet 

2002
Introduced Public Sector Financial 
Management Law (PSFML)
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PROGRAMME-BASED BUDGETING FOR HEALTH

MEXICO

 HISTORY OF THE TRANSITION TO THE PROGRAMME BUDGET IN MEXICO

KEY OUTPUTS

Program structure partly rationalized over time

Elaborate hierarchical performance framework modeled on the 

logical framework implemented to track progress from activities to 

Rigorous process for introducing new programs created

Regular evaluation of program structure and performance 

indicators by third party evaluators in place

Improved transparency of program structure and indicator 

frameworks

REMAINING CHALLENGES

Number of programs still large by global standards rather than a 

program/sub-program hierarchy that represents the relationship 

Program structure dominated by very large programs in terms 

leaving large parts of the budget opaque

programs (e.g. vaccination), meaning program structure does not 

“Responsible units” in the indicator framework have limited 

authority to ensure that other units contribute to common goals

Links between health budget programs and the health sector plan 

are tenuous due to the way these were aligned, with programs 

frameworks

MOVING FORWARD  

Further consolidation of the program structure and the creation of 

sub-programs would make the program budget more transparent 

and clarify relationships between activities

Programs should be organized consistently around objectives, 

between programs

to ensure that they are able to manage other units that are meant 

to contribute to common performance targets

TYPES OF BUDGET PROGRAMMES IN MEXICO’S HEALTH BUDGET  
IN 2018

2008-2012 

budget, starting with social 
sectors and eventually all sectors

2012 
Program budget 
structure standardized 
across government

2015 
Major reengineering to reduce 
total programs from over 
1500 to below 900, and health 
programs from 40 to 34.

1970s 

program budgeting 

2013 
Introduction of logical 
framework model 
for performance 
indicators

Jason Lakin, Ph.D. Program Budgeting for Health Within Mexico’s Results-Based Budgeting Framework. IBP Case Study 2018 

Programme Class Type

S Subsidy programs with special regulations

U Other subsidies

E Public Service Provision

B Provision of Public Goods

P Planning and Evaluation

G Regulation and Supervision

K Investment Projects

M Support to the budget process and 

O Support to government administration and 
good government
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PROGRAMME-BASED BUDGETING FOR HEALTH

BURKINA FASO

1998
 Launch of the programme 
budget as an exercise for pilot 
ministries (including MOH)

2000-2005
Expanding the 
programme budget 
to all ministries

2010-2015
Strengthening expenditure 
management’s institutional 
environment to secure 
accountability with change 
in budget structure

2020
Planned review of the 
programme budget 
content and structure 
for all the Ministries

2016
Presidential memorandum 

programme budget in 2017

2017

budget adopted by 
Parliament (for all sectors)

2018
Initiation of a review of MOH 
budgetary programmes’ 
content and structure

 HISTORY OF THE TRANSITION TO THE PROGRAMME BUDGET IN BURKINA FASO

KEY OUTPUTS

Aligned budget formulation: alignment between the 3 budgetary 

programmes (access to health services, health service delivery and 

MOH oversight) and sector priorities, thanks to MOH Planning Unit 

engagement in programme design

Clear programme structure with 3 distinct and articulated levels 

(programme, action, activity)

Health system approach: disease interventions (e.g. prevention and 

treatment of malaria; immunization activities) integrated in broader 

budgetary programmes

End of historical budgeting: year-to-year adjustments between and 

within MOH budgetary programmes

budgetary programme enveloppe

REMAINING CHALLENGES

Content of budgetary programmes: sub-levels (actions and 

programmes’ outputs

Half-way transition: programme managers don’t have the 

teams and administered by inputs

budget structure but delays in appointing programme managers 

caused issues for reporting and overall accountability 

Links with other health reforms: missing links between 

creation of a main purchaser – RAMU – and new payment 

mechanisms for primary care providers)

MOVING FORWARD

Update content of budgetary programmes, especially at activity 

level to improve consistency between activities and programmes’ 

outputs

programme managers to secure good accountability in results

Fully transfer spending authority to programme managers for 

Improve quality of performance monitoring framework, by making 

sure performance indicators do match with the expected outputs

strategy to allow contracting and performance-based payment of 

primary care providers.

Barroy H, André F, Nitiema A: Transition to programme budgeting in health in Burkina Faso: 

MOH BUDGETARY PROGRAMMES AND ACTIONS (2018)

INSTITUTIONALISATIONPREPARATION

Programmes and actions

055 Access to health services

05501 Training of health personnel

05502 Constructing/rehabilitating health facilities

05503 Purchase and maintenance of sanitary equipment

05504 Improving the availability of quality health products

05505 Promoting systems to divide risks in the area of health

05507 Promoting traditional medicine and pharmacopoeia

056 Health service delivery

05601 Community participation

05602 Reducing morbidity and mortality associated with endemic/epidemic diseases

05603 Quality mother and child health services

05604 Disaster health management

05605 Health promotion

05606 Health product quality assurance

057 Oversight and support of Ministry of Health services

05701 Oversight, coordination and intersector collaboration of Ministry of Health actions

05704 Management of human resources 

05705 Planning, monitoring and evaluation

05706 Building/rehabilitating and equipping administrative and educational infrastructure

05709 Promoting health research

05710 Communication

Source: Budget – expenditure, Ministry of Health, 2018 (CID).
* Note: 

Poster A0 Burkina Faso_V5.indd   1 05/11/19   13:10

GHANA

HISTORY OF THE TRANSITION TO THE PROGRAMME BUDGET IN GHANA

BUDGET LINES AS A PERCENTAGE OF GOVERNMENT OF  
GHANA’S TOTAL BUDGET FOR 2013-2015

KEY OUTPUTS

Health sector has successful introduction of medium-term  

expenditure framework (MTEF) to lay groundwork for programme-

based budgeting (PBB)

Health sector pilots and transitions to PBB; consolidating activities into 

budgetary programmes

Introduction of performance indicators which serve to orient health 

sector towards outputs and outcomes

Use of Ghana Integrated Financial Management Information System 

(GIFMIS) responsible for expenditure tracking

Architecture in place to enable coordination and consolidation of 

budgeting lines across health sector and autonomous agencies 

Coordination of performance indicators across development plans  

and budgets

REMAINING CHALLENGES

Programme-based budgeting logic has not disseminated below the 

central Ministry of Health

Budgets across more than 500 budget management centres in the 

reallocate across lines

Misalignment in number of budgetary programmes that are used to 

manage funds between Ministry of Finance and Ministry of Health

National Health Insurance Agency (NHIA) funds are budgeted by inputs 

management at facility-level

Programme budgeting logic has not changed how input-based budgets 

for disease-based programmes are managed contributing to duplications 

and misalignments

Performance monitoring has not been implemented and therefore does 

not drive actions within the sector

A large share of the health sector budget is comprised of salaries and 
MOVING FORWARD  

Ghana Health Service, the service provision agency of the health sector, 

allocation and greater coordination across disease programmes and 

broader service delivery units

Performance monitoring framework should be reviewed with focus on 

implementation and accountability

MoH should undertake comprehensive review of the PBB structure, 

incorporating budget requirements from development partners 

and disease programmes, and should come to formal agreement on 

budgetary programmes with Ministry of Finance

PBB preparation and reporting and Holistic Assessment processes 

should be further integrated to strengthen performance monitoring 

and streamline processes and systems 

across line items, particularly in relation to internally-generated funds 

and NHIA revenues
0

20

2013 2014 2015

40

60

80

100

Goods & ServicsSaleries & Wages Capital

80%

10%

10%

93%

1%
6%

94%

3%
3%

Implementing Programme Based Budgeting in Ghana’s Health Sector. Daniel Osei, Sanhita Sapatnekar, Susan Sparkes. WHO, Forthcoming. 

1996
Introduction of Medium-
Term Expenditure 
Framework (MTEF) – 
(health sector pilot)

1999 
MTEF extended 
to all sectors

2010 
Program-Based 
Budgeting piloted 
(health sector)

2015
New budget 
preparation and 
management system 
introduced (GIFMIS)

1995
Launch of 
government wide 

management reform

1998 
Start of 
Activity-Based 
Budgeting

2003 
National Health 
Insurance 
Agency (NHIA) 
established 

2014
Program-Based 
Budgeting used for 
government wide 
appropriations

2016
New Public Financial 
Management Act 

PROGRAMME-BASED BUDGETING FOR HEALTH
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EXECUTING HEALTH BUDGETS EFFECTIVELY: 
what does that entail?

13 november 2019

Budget execution largely impacts service delivery in health.

Budget under-execution has multiple root causes pertaining to both finance and health 
issues. 

Rigid internal controls limit flexibility in budget execution. There is a challenge in balanc-
ing control with flexibility and these two objectives often exacerbate each other in the 
health sector.

Ex ante commitment control at point of care may hinder effective expenditure manage-
ment, as facilities may not have enough autonomy to respond to changing demands.

Key messages:

As part of this session, a representative from the World Bank delivered a presentation that framed the issue 

of budget execution from a health perspective. Building on ongoing work by the WHO and the World Bank, 

the presentation illustrated the critical links between budget execution and health service delivery. At its es-

sence, budget execution is simply a matter of how health budgets are used, directed and controlled to 

finance health service delivery. Healthcare facilities are provided the mandate to execute the budget accord-

ing to a pre-established plan. Once the budget is enacted, facilities are subject to financial discipline. In most 

cases, spending guidelines govern health budget execution. Such guidelines may specify who is able to sign 

off on spending requests, how funds are used, and what flexibility facility managers have in moving funds 

across line items. However, approved budgets may not always be released to the sector and its healthcare 

providers in its entirety or in a timely manner. In these situations, the nature of control and accountability 

should not be compromised, though the nature of control should differ based on the value and/or volume of 

transactions in health. 

The session highlighted the core challenge of good budget execution systems, which is how to balance con-

trol with flexibility. Applying universal expenditure controls across all financial transactions will not meet 

these objectives. The inherent tension between control and flexibility in budget execution can, however, be 

managed effectively. It is important to recognize that some measures which are good for centralized fiscal 

control may reduce operational and managerial efficiency. 
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This session began with an overview by a representative from the World Bank’s Governance Global Practice 

on the definition and basic concepts of decentralization and the efficiency gains that decentralization, when 

done correctly, can bring. The example of Nepal, which moved from a unitary system to a federal system in 

2005, was used to show how a constitution can link local mandates to the SDGs, and individual health out-

comes to outputs and activities. Following the presentation, representatives from Argentina, Indonesia, 

Kenya and Nigeria engaged in a panel discussion.

In Argentina, the Programa Sumar, a conditional transfer scheme financed by provinces and linked to results, 

has been active since 2009. With a strong focus on results, the provinces do not ask for more fiscal resourc-

es but instead ask for a specific amount that is measured and tracked against specific indicators. The pro-

gramme has resulted in net progress against predefined targets. The example from Indonesia showed the 

importance of such transfer mechanisms, as fiscal capacity at the subnational level often depends on natu-

ral resources or industry-based economies. Without transfer mechanisms across subnational governments, 

fragmentation hinders potential efficiency gains of decentralization. 

Similarly, in Nigeria, local levels of governance have autonomy over how to spend money, though each level 

has a different fiscal capacity which is dependent upon natural resources, how income is earned, and local 

priorities. The impact of such a situation on the health sector is a geographical variation in quality and ex-

penditure, with coordination (or lack thereof) emerging as a core issue. In 2014, a national health law was en-

acted to serve as a singular framework for coordination. 

For example, input controls based on detailed economic line items may reduce operational efficiency by re-

ducing the incentives healthcare facilities might receive if spending was related to outputs. Although tight 

ex ante commitment controls may lend themselves to prudent fiscal management, they may also limit the 

ability of healthcare providers to address changing demands. During the session, participants noted that 

high-value or high-volume transactions may be subjected to the full set of rigorous ex ante controls while re-

laxing controls for low-value or low-volume transactions, even though those transactions may still relate to 

important aspects of health service delivery.

In Zambia, programme budgets have been introduced and are regularly reported against. However, as repre-

sentatives of the country described during the session, budget execution continues to enforce strict line 

item control. Inefficiencies in service delivery arise because healthcare facilities are bound by pre-estab-

lished activity plans and healthcare facilities are unable to adjust to changing priorities in service delivery as 

part of an output-based or programme-based budget. In addition, the credibility of the budget was found to 

be inadequate and the government only disbursed funds late in the year. The execution process of line item 

budgets entails controls that ensure that funds can only be requested against items in the budget that were 

previously committed to and approved by the legislature. For example, commitment control ensures that 

funds allocated for utilities are actually spent on utilities and not diverted to other items, such as goods and 

services or wages. 

In China, the management of budget execution and performance was strengthened through a joint effort by 

the health and finance ministries. The ministries supplement local government budgets as necessary and 

urge local governments to implement their budgets in a timely manner. By June each year, the rate of health 

budget funds executed should be more than 50 percent. 

Overall, the session highlighted that challenges related to budget execution in health have multiple causes 

pertaining to both health and finance duties. A strategic dialogue should be put in place in countries where 

under-execution in health is most acute.
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ACCOUNTING FOR HEALTH BUDGETS: 
Concept and experiences

14 november 2019

Transparency, oversight and public participation are the three key pillars of public 
budget accountability.

More budget flexibility and more accountability are needed in health.

Changes in budget structure can open the room for greater accountability and greater 
public participation in the budget process.

Public accountability needs to be combined with patient and provider accountability.

Key messages:

The session, chaired by a Ministry of Finance representative from South Africa, opened with a presentation 

by a representative of the IBP who highlighted the three core pillars of public budget accountability: transpar-

ency, oversight and public participation. The presentation helped participants identify effective tools and 

processes to improve accountability in the use of public resources, starting with the understanding that 

more accountability leads to more flexibility. However, it’s important to note that more accountability re-

quirements may also create a push from the central level for more feedback. Accountability means every 

player must be willing to answer for their own actions and be open to the idea of sanctions if they fail to meet 

their commitments. 

This implies budget accountability has several stages, including budget formulation (i.e prioritizing objec-

tives and aligning the budget with priorities), budget allocation, budget execution, and the review stage, 

which allows auditors to submit the budget to post-execution controls. 

Speakers during the session underlined the need for transparency, including clear links between operational 

plans and budgets; data on financial and non-financial performance and justifications for any deviations 

from agreed upon spending. Accountability must be both horizontal (i.e. oversight by formal actors such as 

the legislative branch or auditors) and vertical (i.e. public participation in government decision-making and 

oversight). 

The critical role public participation can play was demonstrated through an example from Mexico, presented 

during the session by a WHO governance expert. Public participation around adolescent sexual and repro-

ductive health in Mexico was one of the key drivers of change in the budgeting process, in addition to chang-
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The last presenter of the session highlighted the opportunity to enhance accountability through the design 

of effective performance monitoring frameworks for programme budgets. An effective performance moni-

toring framework requires an integrated set of objectives and performance measures, as well as integrated 

funding. These should all be aligned with national, regional and sectoral planning and be included within an 

information management system that uses data for managerial and governance purposes (i.e. to manage 

service delivery and steer the system in the right direction). Clear, realistic and ambitious goals are a prereq-

uisite for success. Output or outcome targets are not a goal in themselves; it is the overall impact that mat-

ters.  

The discussant from the Global Fund further reinforced the importance of patient and provider accountabili-

ty. True accountability can only be achieved when it crosses both horizontal and vertical lines. Generally, 

within the health sector, countries provide more data on budget formulation than on execution and often only 

by expenditure items. The discussant also noted that the role and capacity of regulators often needs to be 

enhanced.

Participants voiced their clear agreement that health budget accountability is an important topic that should 

be included under the Collaborative Agenda. 

2 This is in line with the IBP’s Open Budget Survey (OBS), a world’s independent, comparative assessment of the three 
pillars of public budget accountability: transparency, oversight and public participation.

More information about the ongoing work by UHC2030 and the WHO on the topic is

 available here: 

https://www.who.int/activities/promoting-participatory-gover-

nance-social-participation-and-accountability
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KEY CONCLUSIONS AND WAYS FORWARD:

The transition from external financing for health towards domestic resource mobilization should be 

more systematically researched and presented as an opportunity for further country reforms to ad-

dress both programmatic and PFM-related issues.

The links between fiscal space and PFM improvements should be further explored, as a concept and 

in practice, as a complementary way to expand budgetary space for health.

Studying the causes of budget de-prioritization and reprioritization towards health would be an im-

portant input to inform future budget allocation decisions and advocacy strategies.

The impact of fiscal decentralization on health coverage should be thoroughly studied in targeted 

countries to consolidate evidence on potential risks for providers in accessing and using funds and to 

determine possible ways to address those barriers during the decentralization reform process.

Consolidating evidence on budget structure reforms is critical to allow stocktaking on the implemen-

tation of programme-based budgeting in the health sector and to provide tailored guidance to sector 

stakeholders in LMICs for necessary reform adjustments.

Unpacking the most commonly observed root causes of budget under-execution in health, by deline-

ating both finance and health related issues, is critical to help address the issue as an urging priority.

Ensuring that health budget accountability and transparency is embedded in the UHC agenda and 

receives adequate study is essential for both credibility and financial sustainability reasons;

It is critical that the current collaborative approach to the Montreux agenda be maintained and even 

enhanced; one aspect of this will be to strengthening ties to the informal “Community of Practice” to 

ensure harmonization in key messages and in country assessment approaches for both the fiscal 

space and PFM work in the health sector.

1.

2.

3.

4.

5.

6.

7.

8.
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MAKING FISCAL SPACE WORK FOR HEALTH

1.1: Welcome and introduction 

9.00AM – 10.30AM

9.30AM – 11.00AM

WELCOME
Agnès Soucat, World Health Organization

KEYNOTE ADDRESS: IMF renewed engagement on 
social spending
David Coady, International Monetary Fund

PLENARY DISCUSSION

INTRODUCTION: Meeting objectives and agenda
Joe Kutzin, World Health Organization

COFFEE

1.2: Moving towards domestic funding: sustainable solutions for transitions

11.00AM – 12.30AM CHAIR AND MODERATOR
Toomas Palu, World Bank Group

COUNTRY PANEL
Kwabena Agyei-Mensah, Chief Director, Ministry of 
Health, 

GHANA 
Suphab Panyakeo, Ministry of Health, Lao People’s
 

ANNEX 1. AGENDA

Tuesday 12 november 2019
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12.30PM – 2.00PM

DEMOCRATIC REPUBLIC 
Susie Perera, Ministry of Health, Sri Lanka
Rajeev Sadanandan, Health Systems Transformation 
Platform,

INDIA

DISCUSSANTS
Logan Brenzel, The Bill & Melinda Gates Foundation
Joe Kutzin, World Health Organization

LUNCH

1.3: A new look at fiscal space for health

2.00PM – 3.30PM

3.30PM – 4.00PM

CHAIR AND MODERATOR

Cheryl Cashin, Results for Development

ASSESSING FISCAL SPACE IN THE SDG ERA: the new 
IMF approach

Sanjeev Gupta, Center for Global Development

FISCAL SPACE FOR HEALTH: key considerations for im-
plementation 

Helene Barroy, World Health Organization 

Jonathan Cylus, European Observatory on Health Sys-
tems and Policies

DISCUSSANTS

Abdo Yazbeck, Johns Hopkins University

Jeremy Lauer, World Health Organization

COFFEE
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1.4: Fiscal decentralization and health

4.00PM – 5.30PM CHAIR AND MODERATOR

David Coady, International Monetary Fund

FISCAL DECENTRALIZATION: key concepts and links 
with health expenditure

Serdar Yilmaz, World Bank Group

COUNTRY PANEL

Martin Sabignoso, Independent Consultant, Argentina

Pak Pungkas, Ministry of National Development Plan-
ning/BAPPENAS, Indonesia

Nneka Orji, Federal Ministry of Health, Nigeria

 

DISCUSSANTS

Wangari Ng'ang'a, Office of the President, Kenya

Mark Miller, Overseas Development Institute

Joe Kutzin, World Health Organization
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ADDRESSING CHALLENGES IN HEALTH BUDGET FORMULATION AND EXECUTION

2.1: Designing programme budgets: key questions for health

9.00AM – 10.30AM

10.30AM – 11.00AM

CHAIR AND MODERATOR
Loraine Hawkins, The Health Foundation, UK

DESIGNING EFFECTIVE BUDGETARY PROGRAMMES 
IN HEALTH: key issues for consideration
Hélène Barroy, World Health Organization

COUNTRY EXPERIENCES WITH BUDGETARY 
PROGRAMME DESIGN IN HEALTH
Andrew Blazey, OECD (on New Zealand)
Lorena Prieto, Independent Consultant, Peru
Daniel Osei, Ministry of Health, Ghana

DISCUSSANT
Chris James, OECD

COFFEE

Wednesday 13 november 2019

2.2: Implementing programme budgets in health: links with provider payment?

11.00AM – 12.30PM CHAIR AND MODERATOR
Cheryl Cashin, Results for Development

UNPACKING THE LINKS BETWEEN BUDGET STRUC-
TURE AND PROVIDER PAYMENT REFORM
Loraine Hawkins, The Health Foundation, UK

COUNTRY INTERVENTIONS
Elina Dale, World Health Organization (on Armenia)
Gemini Mtei, Abt Associates (Tanzania USAID/Public 
Sector Systems Strengthening Project)
Alona Goroshko, National Health Service, Ukraine
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12.30PM – 2.00PM

DISCUSSANT
Jack Langenbrunner, USAID consultant (Indonesia)

LUNCH

2.3: Poster session

2.00PM – 3.30PM

3.30PM – 4.00PM

MOVING TOWARDS PROGRAMME BUDGETS IN THE 
HEALTH SECTOR: deep-dive on low-and middle-income 
country challenges with design and implementation

COUNTRY CASE STUDIES POSTERS: each presented 
and discussed by topic experts and country representa-
tives:

• Armenia

• Burkina Faso

• Ghana

• Kyrgyzstan

• Mexico

• Mongolia

• Peru

• South Africa

COFFEE

2.4: Executing health budgets effectively: what does that entail?

4.00PM – 5.30PM CHAIR AND MODERATOR
Sheila O’Dougherty, Abt Associates (Tanzania USAID/-
Public Sector Systems Strengthening Project)

BETWEEN CONTROL AND FLEXIBILITY: framing the 
issue of budget execution from a health perspective 
Moritz Piatti, World Bank Group
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COUNTRY PANEL: Improving budget execution in 
health: key practical lessons from better dialogue be-
tween health and finance authorities

Mumba Chanda, Ministry of Finance, Zambia 

Patrick Banda, Ministry of Health, Zambia

Zhu Kun, Chinese Academy of Fiscal Sciences

DISCUSSANT

Philipp Krause, The Bill & Melinda Gates Foundation
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BUDGET ACCOUNTABILITY IN HEALTH

3.1: Accounting for health budgets: concept and experiences

9.00AM – 10.30AM

10.30AM – 11.00AM

CHAIR AND MODERATOR
Mark Blecher, WHO

THE ROAD TO BUDGET TRANSPARENCY AND AC-
COUNTABILITY IN HEALTH: key concepts and country 
experiences
Jason Lakin, International Budget Partnership 

IMPROVING BUDGET ACCOUNTABILITY IN THE 
HEALTH SECTOR: the role of government-civil society 
collaboration
Dheepa Rajan, World Health Organization

PERFORMANCE FRAMEWORKS FOR PROGRAMME 
BUDGETS: friend or foe for better accountability in 
health?
Maarten de Jong, Vrije Universiteit Amsterdam and Na-
tional Court of Audit, Netherlands

DISCUSSANT 
Michael Borowitz, The Global Fund

COFFEE

Thursday 14 november 2019

3.2: PFM reform: bridging health and finance perspectives

11.00AM – 12.30PM CHAIR AND MODERATOR
Manoj Jain, World Bank Group
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12.30PM – 2.00PM

FIRESIDE CHAT: PFM AND HEALTH: towards a bold 
convergence?

Srinivas Gurazada, World Bank Group

Sheila O’Dougherty, Abt associates Tanzania 

Jennifer Asman, UNICEF

CONCLUDING REMARKS 

Agnès Soucat, World Health Organization

LUNCH

3.3: Wrapping-up

2.00PM – 3.30PM CHAIR AND MODERATOR
Joe Kutzin, World Health Organization

PANEL: Inputs from technical sessions

OPEN DISCUSSION ON WAYS FORWARD

KEY MESSAGES AND CONCLUSION
Agnès Soucat, World Health Organization
Joe Kutzin, World Health Organization
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Family name

AGYEI-MENSAH

First name

Kwabena

Title, organization and country

Chief Director

Ministry of Health

Ghana

ALI Pungkas Bahjuri Director for Public Health and Nutrition

National Development Planning Agency

Indonesia

ANKHBAYAR Batbayar Senior Health Economist

Mongolian Development Research Institute

Mongolia

ASMAN Jennifer Policy Specialist, Public Finance

UNICEF

United States of America

BANDA Patrick Assistant Director, Planning and Budgeting

Ministry of Health

Zambia

BEZKARAVAINYI Ihor State Expert for Strategic Planning

Ministry of Health

Ukraine

BLACKBURN Donna Senior Advisor

US Treasury, Office of Technical Assistance

United States of America

BLAZEY Andrew Deputy Head of Division

Budgeting and Public Expenditures

OECD

France



BLEACHER Mark Chief Director, Social Sectors

National Treasury

South Africa

BOROWITZ Michael Chief Health Economist

The Global Fund

Switzerland

BREANDLE Thomas Senior Advisor

Budgeting and Public Expenditures

OECD

France

BRENZEL Logan Senior Program Officer

Bill & Melinda Gates Foundation

United States of America

CAPSASKIS Lenio Health Advocacy Adviser

Save the Children UK

United Kingdom

CASHIN Cheryl Managing Director

Results for Development (R4D)

United States of America

CHANDA Mumba Director and Head of PFM Reform Unit

Ministry of Finance

Zambia

COADY David Assistant Director

Expenditure Policy Division Fiscal Affairs 

International Monetary Fund

United States of America

CORNEJO Santiago Director

Immunization Financing

Gavi, The Vaccine Alliance

Switzerland
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DAVIS Austen Senior Health Advisor

Education and Global Health 

Norwegian Agency for Development 

Cooperation

Norway

DE JONG Maarten Consultant

Vrije Universiteit Amsterdam

Netherlands

DIACONESCU Ileana Health Financing Analyst

ThinkWell

Switzerland

FLEISHER Lisa Public Finance Advisor

USAID

United States of America

GOPINATHAN Unni Senior Advisor

Norwegian Institute of Public Health

Norway

GOROSHKO Alona Head of Department for Universal Health 

Coverage Strategy National Health Service 

of Ukraine

GUPTA Sanjeev Senior Policy Fellow

Center for Global Development

United States of America

GURAZADA Srinivas Senior Financial Management Specialist

The World Bank

United States of America

HART Tom Research Fellow

Overseas Development Institute

United Kingdom
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HAWKINS Loraine Governor

The Health Foundation

United Kingdom

JAIN Manoj Lead Financial Management Specialist 

The World Bank

India

JAMES Chris Policy Analyst

OECD

France

JUMA Mariam Ally Senior Economist

The World Bank

United Republic of Tanzania

KAUS Gereon Component Manager, Good Governance

GIZ

Germany

KEATINGE Joanna Health Advisor

DFID

United Kingdom

KRAUSE Philipp Deputy Director, Country Finance

Bill & Melinda Gates Foundation

South Africa

LAKIN Jason Head of Research

International Budget Partnership

United States of America

LANGENBRUNNER Jack Senior Adviser

Bill & Melinda Gates Foundation

India
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LEVENS Joshua Manager

RBM Partnership to End Malaria

Switzerland

LIE Geir Solve Health Financing Specialist

The Global Fund

Switzerland

MEURS Mariska Senior Global Health Advocate

Wemos

Netherlands

MILLER Mark Acting Head

Programme Public Finance and Institutions

Overseas Development Institute

United Kingdom

MILLS Linnea Governance Independent Researcher

United Kingdom

MTEI Gemini Senior Finance Team Lead

Abt Associates

Tanzania USAID/Public Sector Systems 

Strengthening (PS3) Project

United Republic of Tanzania

MURKE Julius Advisor

GIZ

Germany

MUSTIKA SARI Nelly Head

Health Expenditure Analysis section

Centre for Health Financing and National 

Health Insurance

Indonesia
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MWANGA Lilian Senior Health Secretary

Ministry of Health Community Development, 

Gender, Elderly and Children

United Republic of Tanzania

NGANGA Wangari UHC Technical Advisor

Presidential Policy and Strategy Unit

Executive Office of the President

Kenya

NJERU Nancy Mucogo Officer

Division of Health Care Financing

Ministry of Health

Kenya

NOVI MUKHLISA Mazda Head

Effectiveness and Efficiency Analysis in 

Health Financing Section

Centre for Health Financing and National 

Health Insurance

Indonesia

O’DOUGHERTY Sheila Principle Associate/Vice President

Abt Associates

Tanzania USAID/Public Sector Systems 

Strengthening (PS3) Project

United Republic of Tanzania

ORJI Nneka Assistant Director

Federal Ministry of Health

Nigeria

OSEI Daniel Programme Secretariat Manager

Office of the Director General

Ghana Health Service

Ghana
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Gavi, The Vaccine Alliance
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PALU Toomas Adviser

The World Bank

Switzerland

PANYAKEO Suphab Deputy Director of Finance

Ministry of Health

Lao People’s Democratic Republic

PERERA Susie Deputy Director

General Public Health Services

Sri Lanka

PIATTI Moritz Senior Economist

The World Bank

United States of America

PRIETO A. Lorena Health Financing

Consultant

Peru

RANSON Kent Senior Economist, Health

The World Bank
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REINICKE Matthias Policy Advisor Health Sector

DG International Cooperation and 

Development

European Commission

Belgium

SABIGNOSO Martin Independent Consultant

Argentina
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Inter-American Development Bank
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VASAN Arjun Senior International Health Economist
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United States of America
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United States of America

ZHAO Feng Manager for Partnerships

The World Bank

United States

ZHU Kun Associate Professor

Research Center for Social Development

Chinese Academy of Fiscal Sciences

China
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Health Economics and Financing
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United States of America
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Health Financing
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JIANG Xiaopeng National Professional Officer

Building Healthy Communities and 

Populations

China

JOWETT Matthew Senior Health Financing Specialist

Health Financing

WHO HQ
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