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Strengthening Planning and

Budgeting at State Level

Summary

In 2002, many of the state planning and budgeting weaknesses could be
directly associated with the role ambiguities’ (both political and administrative)
which persisted in the Nigeria Public Health System - between and within the
three tiers of government. As a result, there was an absence of systematic links
between policies, plans and budgets. Policies and plans were not articulated,
with resource availability as a central constraining factor. Inadequate attention
was paid in the planning process to public revenues and the ramifications

for out-of-pocket payments (OOP) by households'. In addition, planning and
budgeting were not seen and deployed as core or integral parts of programme
implementation and performance management. Plan and budget progress
was rarely reviewed, monitored, or reported on.

Strategies to address these systemic weaknesses centred on:

« agreeing with the SMoH and other stakeholders on what might be
achieved in the annual (operational or business) planning and budgeting
cycle

+  supporting strategic planning

1 The 2007 National Health Financing Policy highlights the need to reduce levels of out of
pocket payments in Nigeria.

© Juliana Eimunjeze, PATHS



For annual operational planning and budgeting,
specific strategies focused on:

«  Alignment with State Annual Planning and
Budgeting Cycle

«  Establishing state planning and budgeting
teams to drive the process

+ Implementing new Budget Codes and a
modified Chart of Accounts

«  Developing and applying new planning and
budgeting formats

«  Preparation of facility and departmental plans
and budgets

«  Strengthening budget processes: preparation,
review, presentation and defence

+  Building planning and budgeting capacities and
systems

«  Linking revenue planning and budgeting

Significant steps were taken in all these areas to
strengthen annual planning and budgeting.

Strategic or Medium Term Plans were completed, or
were nearing completion, in all states where PATHS
was operating by early 2008. Further efforts will be
required to consolidate this process as many of the
health programmes, including national programmes,
were used to planning on their own, without
reference to a wider state strategic plan.

These strategic plans were in some cases still only
“state health plans”. By early 2008, efforts were
underway to prepare “health sector” plans that
fully encompassed PHC and Local Government
responsibilities for this part of the national health
system. In states where a DHS approach was
operating, the plans were already broader based -
down to PHC level.

Further efforts will be required to build, year on year,
on the gains that were made between 2004 and
2008. These include:

«  Ensuring a single co-ordinated planning
framework

«  Strengthening the budgeting process
- Strengthening performance monitoring

- Further clarifying role ambiguities and
strengthening stakeholder participation.



This Technical Brief focuses on support to the health
sector for efforts to re-establish effective strategic
(or medium-term) planning, along with annual
operational (or business) planning and budgeting.

Whilst efforts to enhance state planning and
budgeting were on-going throughout the six years
of PATHS, these evolved considerably over the last
three years of the programme i.e. 2005 to early
2008.2 Approaches were adapted and strengthened
as opportunities emerged. This included taking
into account other PATHS interventions (especially
those with a‘governance’focus), and changes
outside the health sector. Processes were adapted as
partnerships with stakeholders matured and in the
light of lessons and experience, including sharing
learning across states.

Other significant contributions to enhancing
planning and budgeting were effected under the
auspices of several other PATHS initiatives; including
those focusing on management strengthening

(e.g. IMPACT/PPRHAA), disease and service specific
initiatives (e.g. Routine Immunisation), and
communications. These experiences have been
documented in other Technical Briefs.

The challenge

The health system and health outcomes in Nigeria
declined considerably in the 1990s, although

by 2002 there was some encouraging emerging
evidence that this decline had halted, and maybe
had even reversed. However, there remained a
number of major systemic weaknesses, including
those besetting planning and budgeting, which
could be linked directly to how the health system
was established - with public health responsibilities
shared across the three tiers of government (local,
state and federal).

In simple terms, the division of roles placed the
responsibility for primary health care, including PHC

2 Towards the end of PATHS, more limited efforts were
undertaken to support planning and budgeting at federal
level. However, the results of this support will only become
fully clear once the current 2009-2011 Medium Term Sector

Strategy (MTSS) exercise is completed.”

financing, with Local Government. State and federal
governments had similar obligations for secondary
and tertiary care respectively. In practice, the
situation was more complex, and there remained a
number of “role ambiguities” between and within the
three tiers of government. These role ambiguities,
which were both political and technocratic, served
to slow and limit progress in turning the health
system around. For example, the NPHCDA (a federal
agency) had overall responsibility for PHC and was
responsible for building model PHC centres.

Planning and budgeting itself had an obvious

part to play in trying to address and clarify such

role ambiguities. Indeed, ensuring that there was
effective intra- and inter-government interaction in
planning and budgeting can be argued to be central
to overall good governance in Nigeria, given its
federal system.

At the same time, it was necessary to attempt to
reverse other weaknesses and poor practice that had
become ingrained. The most serious weaknesses
were:

I) The absence of systematic links between
policies, plans and budgets. Until very
recently, policies and (strategic) plans were not
articulated, with resource availability as a central
constraining factor. The inattention to cost
implications related to both public finances and
the ramifications for out-of-pocket payments
(OOP) by households.

Il) Planning and budgeting were not automatically
included as an integral part of programme
implementation and performance
management. Plan and budget progress
and outputs were rarely reviewed, monitored,
or reported on. Arguably this was only one
part of a range of weaknesses in health sector
supervision, monitoring and evaluation.

Given the above, the key challenges to be tackled
with PATHS support thus included:

+  Role ambiguities
«  Budget Code and Chart of Accounts weaknesses
«  Budget and expenditure disjoints

«  Planning and budgeting not used systematically
in the health sector

+  PHCand Local Government planning and
budgeting weaknesses



+  Weak human resource capacity

«  Poor Development Partner co-ordination

Role ambigquities

At state level, Governors exercised predominant
control over the ‘state purse’; as did LGA chairmen
over the LGA purse. This distorted the planning and
budget process as a whole and limited the roles of
other state planning and budgeting actors. These
actors included Commissioners and officials in the
Ministry of Finance and the Ministry of Planning and

Budgeting, as well as those in line Ministries - such as

the State Ministry of Health (SMoH).

Within the SMoH, budgeting and costing
responsibilities were not shared across the ministry
as a whole. The norm was very limited involvement
in budget preparation, typically restricted to

a few individuals in Departments of Finance

and Administration (DFA), and Departments of
Planning Research and Statistics (DPRS). Agencies
and facilities were rarely involved. An artificial
division of responsibilities between the DFA and
DPRS often emerged, with the DPRS leading on
the capital budget, and the DFA on the recurrent
budget. In part this was linked to the different
“release” processes that applied to recurrent and
capital expenditures, and who, within the SMoH,
was involved in these release processes. The almost
inevitable consequence was the absence of any
linkages between recurrent and capital budgets.
The recurrent cost implications of capital budget
expenditures were rarely evaluated. In addition, the
common practice of including obvious recurrent
items (e.g. the procurement of drugs and medical
supplies) in the capital budget added to this
confusion. Political influence over budgeting was
also excessive and undue attention was given to
procurement and construction.

In such circumstances, the credibility of the
budgeting process inevitably suffered. Within the
SMoH, many officials wholly or partially abrogated
their responsibilities (as they could not see an
alternative). Planning and budgeting was not
something to be taken seriously, or something

to be‘owned. This applied especially to those in
the SMoH charged with taking the lead in policy
and programme implementation. Within the
health sector it became commonplace to talk of
“resource mobilisation” not in the legitimate sense

of internal revenue generation, but in the sense
that Ministry of Health staff regarded themselves as
‘outsiders; advocating for health resources. As state
government officials, SMoH staff had an explicit and
direct responsibility for effective health planning
and budgeting, as an essential part of health
stewardship. Yet this obligation was not always seen
and discharged.

Engagement in planning and budgeting by other
stakeholders outside the SMoH was haphazard and
unsystematic. Many Ministries of Health did not
have the sort of relationship with the Ministry of
Planning and Budgeting (or the equivalent) that
was conducive to effective governance. Ministries
of Planning and Budgeting did not hold Ministries
of Health in high regard; they did not see their
budgets and plans as well constructed and making
a persuasive case for an increased share of state
resources.

Non-governmental and civil society involvement in
budget and planning processes was equally hit-and-
miss.

Budget Code and Chart of
Accounts weaknesses

In common with other sectors, health planning and
budget formats and practices were not formalised,
and did not adhere to basic principles. The Budget
Code (BC) and Chart of Accounts (COA) in operation
in most states was a hindrance to effective
budgeting. Problems included:

«  No means of making the essential distinction
between the necessary ‘financial inputs’on the
one hand, and the programmes and initiatives
towards which these inputs were directed on the
other.

«  Thelisting of financial inputs was not detailed
enough.

«  Misclassification of capital and recurrent budget
items was ingrained. In particular, drugs and
medical consumables were generally classified
as capital expenditure.

With such BC and COA deficiencies, it was almost
impossible to use state health budgets (and
budget monitoring) as an integral part of policy
implementation and programme performance
management.



Examples from the Kaduna 2007 Approved Budget

In the table, expenditure is lumped together with no details on allocations to programmes or initiatives.
In addition, financial inputs (e.g. transport and travel) are mixed with programmes or functions (e.g.
Provision of Free Medical Treatment for Children and Pregnant Women).

0001 1 Personnel Cost 2241 000 000
0111 2 Transport and Travel 5500 000
0200 3 Utility Services 1000 000
0301 5 Stationery, Unfforms and Minor 7 000 000
Office Expenditure
0310 28 Emergency Medical Service 25000 000
1501 29 Hospital and Dental Services 228517 200
1204 30 Insur'ance of'AmbuIances and 20000 000
Medical Equipment
1207 31 Establishment of Primary 200 000 000
Healthcare Development Agency
Establishment of Hospital
1207 32 Management Board and 64 620 000
Committees
Provision of Free Medical
1207 33 Treatment for Children and 1300 000 000
Pregnant Women

Budget and expenditure
disjoints

Disjoints between budgets and expenditures further
jeopardised the value and credibility of planning and
budgeting processes. The allocation of money in a
budget was no guarantee that subsequent releases
would occur. Whilst some parts of government
invariably reported expenditures exceeding budgets,
expenditures for others (including typically Ministries

of Health and Education) fell short of budget
allocations.

Crucially for the health sector, releases were not
regular, consistent and predictable. Regular release

is essential, especially for the recurrent costs (salary
and non-salary) required to run an effective health
service. In the face of such unpredictability, planning

horizons became very short — days, weeks, and
sometimes months (but not years).

Not surprisingly, budget and expenditure tracking
remained the exception rather than the rule. It was
hardly ever used in relation to a particular policy or
programme objective or target.



Budget and Release Amounts in Kano State (2004 and 2005)

Some Ministries (e.g. Secretary to the State Government in both years and Pensions and Gratuities in
2004) spent far more than what was budgeted; while Ministries such as Education and Health received

substantially less than was budgeted.
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Planning and budgeting not
used systematically in the
health sector

Incremental budgeting became the norm — a certain
amount was added to existing budgets each year,
rather than systematically thinking through what
was actually required. The key practice of routine
and systematic health sector annual operational
planning, as the foundation around which all other
planning (long, medium or short-term) could be
built, fell away. Annual planning and budgeting
processes built around the annual budget cycle, with
deadlines for specific inputs and responsibilities,
were no longer systematically adhered to. Some
key steps in the budget process, including budget
review, were neglected.

[ 2004 Budget
[ 2004 Release

Il 2005 Budget
Il 2005 Release

Strategic planning, where this happened, was

built around “wish-lists”. Even the best strategic
plans were effectively medium-term statements

of intentions (aims and objectives) and activities.
The plans were not costed. Moreover, these plans
were rarely truly “strategic” in terms of assessing
alternative strategies for attaining a particular health
goal.

Within the health sector, a common response was
to develop plans (sometimes costed) for specific
interventions or initiatives. Where costing occurred,
there was no consistency in terms of approach —
and minimal attention to working within a resource
envelope. A multitude of different plans emerged,
with different approaches, formats, and intentions.



Kaduna: Health Planning Jigsaw

The diagram illustrates the multitude of unco-ordinated planning activities within a state.

State KADSEEDS II
WB/DFID/USAID
partnership (plan) 10 year plan
Kaduna HEALTH ACTION PLAN
(for the effective delivery of health services)
State Policy
> year .heaith sector One year annual Implementation
strategic plan operational plans plans e.g. three
year Free MCH
MITEF plan

National policy
implementation plans e.g.
+ PPP plan
¢+ SNHA strategic

plan
% Health
Promotion

Initiative or system roll-outs
% DRF plan

State Programme plans
% SM
% RI (2007-2009
Immunisation
Strategic Plan)
IMCI
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State Human Resource Plan

Health Facility
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(NB up to 2007, two
week planning horizon
operated)

Health Facility Capital
Investment plans

PPRHAA action plans

Annual budget cycle
(and budget preparation

plan)

Cross- sectoral
plans
<+ D&E

cross-state government e.g.
IFMIS

Public sector reform plan and

Multi-sectoral
plans e.g.
HIV/AIDS

State institutional
plans e.g. CMS/
DMA

Individual LGA plans

‘Donor plans’ e.g. PATHS
six month workplans

One-off initiative plans
e.g. PHC study in
Kaduna

Mandatory national
activity plans
e.g. NIDS, avian flu

Health Facility Committee
plans




PHC and Local Government
planning and budgeting
weaknesses

All the challenges and weaknesses described above
for the state level applied in varying degrees to PHC
and Local Government planning and budgeting.
Indeed, in many ways, the weaknesses in local
government planning and budgeting were even
more serious and deep-rooted than those at state
level. As a consequence, there were no robust local
government plans for attaining the Millennium
Development Goals (MDGs). There were also few
comprehensive well-founded plans for building an
effective referral system and process, linking primary
and secondary care.

CASE STUDY:

Unco-ordinated Planning
Systems for Routine
Immunisation (RI) at LGA level
in Kaduna

‘All the LGAs had developed their micro
plans for Rl for 2006. All the plans had

clear objectives, activities to achieve the
objectives, timeline for each activity,
measurable indicators, responsible body

to overlook activities, and the budgetary
requirement for the activities. However, each
LGA seem to pursue a different objective.
Perhaps the plans for the different LGAs
were not prepared based on a common
state strategic plan. In addition, the plans
did not make provision for linkages between
strategies and the actual delivery of
services. This implies that there is lack of co-
ordination and provision for sustainability
in planning and delivery of Rl in the state.
LGAs being the operational level for Rl are
suppose to take [their direction] from the
state strategic plan in preparation of their
plan of action for implementation of Rl
activities in their respective LGAs!

Extract from Kaduna Routine Inmunisation Report
by Dr Umar Muhammad Lawan, March 2007

Weak human resource capacity

Weak HR capacity was associated with most of

the above challenges. However, the over-riding
challenge was “the way the system operated”.
Breaking with the past, and enabling all concerned
to envisage and believe in the gains from this, was
the major hurdle to overcome.

Poor Development Partner
co-ordination

For many years development partner activities
compounded many of the above problems, rather
than contributing to resolving them. Prior to

2007, there was no evidence of donors paying any
interest in, or attention to, a shift towards a‘one-
plan’approach - in line with the “harmonisation

and alignment principles” set out in the 2005 Paris
Declaration. Alignment of donor planning processes
with the state annual budget cycle remained the
exception rather than the rule. Similarly, there was
little attention paid to the political cycle; for example,
long-term plans were proposed by development
partners in 2006, at a time when significant changes
in state government policies and leadership would
inevitably take place in 2007, following the national
elections.

Resource Gap in Financing

Free MCH Services in Kano

The first column identifies the state budget
for free MCH services, while the second is the
estimated budgetary requirements for free
MCH services.

2500 -
w
.5 2000 -
'g 1500 =S
,g 1000 -
©
Z 500 -
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Over the course of the PATHS programme, strategies
were developed and applied to address some,

but not all, of the challenges described above.

An overall aim was to start “getting some of the
basics right”; whilst at the same time seeking

and using opportunities to address some of the
wider constraints, especially those linked to role
ambiguities. In all of this, there was a focus on
moving at a pace that would enable as many state
stakeholders as possible (or at least a ‘critical mass’)
to modify progressively their systems and ways of
working.

An approach evolved which centred on:

1. Agreeing with the SMoH and other stakeholders
what might be achieved in the forthcoming
annual (operational or business) planning and
budgeting cycle. The pace of progress was
determined in no small part by factors within
and outside the health sector.

2. Supporting strategic planning when the
time and place were right, or with short-term
expediency in mind. Where feasible, this was
linked with State Economic Empowerment and
Development Strategy (SEEDS) and SEEDS Il
exercises.

A general lack of interest by most of the state
administrations in the run up to the May 2007
elections limited the pace of progress over that
period. By contrast, following the elections, there
were greater opportunities and more conducive
environments to move forward substantively.

This included starting to address some of the
organisational and role ambiguities within the health
sector.

In both Kano and Enugu, it was only in the latter

part of 2007 and early 2008 that progress was

made in developing a sound strategic plan; whilst
gaining the requisite type and degree of stakeholder
participation and ownership. In these states, support
for annual operational planning had previously gone
ahead in the expectation that this would lead into
the strategic planning process.

Jigawa presented a slightly different scenario where
a strategic planning process took place in early
August 2004. Major implementation challenges
included the lack of quality data to monitor the
unrealistic targets in the plan, limited stakeholder

CASE STUDY:

Strategic Planning in Kaduna

Even though the PATHS programme in
Kaduna only began in 2006, it offered

an interesting example of how strategic
planning could evolve, as needs and
circumstances changed. The initial strategic
plan developed in early 2006 was the

basis for discussing and agreeing the
principal PATHS areas of support for the
state. Further significant strategic planning
work took place in 2007 and 2008; linked
first with the introduction of the Free MCH
policy (in late 2006), and subsequently
with the development of Kaduna SEEDS

Il (from mid-2007 onwards). In the course
of this, in October 2007, the Governor of
Kaduna requested a Health Roadmap, to
go alongside the state Education Roadmap
which had already been developed. These
efforts culminated in the draft KADSEEDS

Il medium-term plan in March 2008. This
was comprehensive and linked both
projected recurrent and capital expenditures
with “strategic specific policy objectives”.
This plan was of a quality to serve as the
foundation on which further sector-wide
approach (SWAp) dialogue could be
pursued.

awareness of the content of the plan, inability of

all development partners to buy in to the plan, and
weak linkages between operational plans and the
strategic plan. However, the document was jealously
guarded by the key stakeholders; thus providing
evidence that a culture of strategic planning was
beginning to be established in the state.

Whilst this overall approach facilitated some
significant progress, there remained a substantial
unfinished agenda of issues which had not yet been
properly addressed.



Annual operational planning

KEY STEPS:
Strategies Used to Strengthen
Annual Operational Planning:

«  Alignment with State Annual Planning and
Budgeting Cycle

- Establishing planning and budgeting
teams

« Implementing new Budget Codes and
Modified Chart of Accounts

«  Developing and applying new planning
and budgeting formats

- Preparation of facility and departmental
plans and budgets

«  Strengthening budget processes:
preparation, review, presentation and
defence

«  Building planning and budgeting
capacities and systems

«  Linking revenue planning and budgeting

Alignment with the State Annual Planning
and Budgeting Cycle

Strengthening annual operational planning and
budgeting within the context of the budget cycle
started in 2005. Initially, the majority of inputs

were timed to coincide with the start of the budget
cycle in July/August. This proved too late to make
any significant impact - although in Ekiti there

was substantive progress in changing the budget
structure (building on earlier state health accounts
work). In 2006, inputs commenced in April/May to
allow two to three months preparation. From 2007,
inputs started in January. Recognition that earlier
and more extensive preparation was essential was a
shared learning process - for state stakeholders and
PATHS.

Establishing planning and budgeting teams

In all states, except Kaduna (and earlier in Ekiti), the
Ministry of Health established a formal planning and
budgeting team (or budget core group) to drive the
planning and budgeting process. Whilst the core
members of these teams were drawn from the DPRS
and DFA, there was also representation from one or
more spending or implementation Departments.
For example, in Enugu, the team had representatives
from the Pharmacy Department in the State Health
Board, and from one of the District Health Boards,
and by early 2008 consideration was being given to
adding a Local Health Authority representative. In
Jigawa, some representation was also drawn from
the Ministry of Joint State Planning, Budgeting

and Expenditure Control (MJSPBEC) and the

health training institutions. This mix of staff proved
invaluable in facilitating a mix of perspectives (and
roles) as part of the planning and budgeting process.

PATHS consultants initially served as the secretariat
for this team. However, this responsibility was
gradually taken on by the team itself. In Enugu, the
2008 schedule of activities (i.e. covering the period
up to the start of the 2009 budget cycle in July) was
locally managed and implemented with only limited
external inputs.

Implementing the new Budget Codes and
Modified Chart of Accounts®

The decision by state governments to introduce a
modified state BC and COA started, in 2006 in Kano,
and subsequently, in 2007 in Jigawa and Enugu.*
This served as an invaluable opportunity to facilitate
other broader enhancements to state planning and
budgeting processes. The new BC and COA was vital
in:

+  re-establishing comprehensive and appropriate
codes for recurrent and capital budgets and
expenditures, as well as for government
revenues;

+  re-establishing institutional and organisational
codes for all entities within the health system;

3 The BCand COA changes are being followed, after a period
of about a year, by the introduction of state public sector
Integrated Financial Management Information Systems
(IFMIS)”

4 The new COA anticipated in Kaduna in 2007 (for the 2008
budget) was delayed by a year.



«  starting a process (in Kano) of linking budget
capital expenditures with MDG and state SEEDS
goals, and specific programmes (e.g. MCH);

« enabling all stakeholders to understand the
different sources of funding.

The modified BC and COA was an opening for the
health sector (and the respective state governments)
to approach planning and budgeting in a different
way. Annual operational plans and budgets could
now be based on a full list of potential financial
inputs; and, equally importantly, not be muddled by
mixing financial inputs (e.g. materials and supplies)
with programmes or functions (e.g. child health

and monitoring and evaluation). In particular, more
accurate comprehensive and uniform estimates

of the‘overhead’ (i.e. non-salary recurrent) costs
entailed in delivery of specific health activities could
be prepared. In addition, there was much greater
scope for establishing a clear hierarchy of initiatives
and activities.

In Kano and Enugu, the Ministry of Planning

and Budget set out strict guidance on eligible
expenditures for inclusion in each of the recurrent
and capital budgets. With this, it was possible to
correct previous poor practice - so that recurrent
items (including materials, training and services)
were all in the recurrent budget, and the capital
budget and plan were reserved for major capital
investments (e.g. the construction or major
rehabilitation of a hospital, or primary health care
facility). Some SMoH staff took time to adapt to

this shift. For example, the draft Kano strategic

plan retained some of the previous confusion in
classification of financial inputs. This could be linked
to another view which was taking time to dissipate -
that the DPRS had lead responsibility for the capital
budget, whilst the DFA took charge of the recurrent
budget.

The new organisational coding proved equally
important. In Enugu, each entity within the
District Health System (including DHBs and LHASs)
had its own individual organisational code. This
consolidated and formalised recognition and
understanding of the structural changes that were
central to the introduction of the DHS. Similar
organisational coding changes were in place in
Jigawa for the Gunduma system, and were planned
for Kano for the establishment of a zonal health
system.

In this, one key contribution by PATHS was to ensure
that codes for ‘welfare or benefits’ payments were
retained within the list of potential economic inputs.
The Federal Ministry of Finance had introduced
such codes when introducing the amended BC

and COA in 2005, but some states then omitted
these when adapting their own Chart of Accounts.
PATHS and SLGP helped in identifying and rectifying
these omissions. Such codes are essential for state
governments wanting or intending to make future
welfare, social benefit, child benefit, disability
benefit, “demand side financing” or cash transfer
payments to the poor and disadvantaged. In the
health sector, these codes are needed for budget
allocations for deferrals and exemptions payments.

CROSS CUTTING:

Links with other DFID
Programmes

The lead support for bringing in the BC and
COA changes was the DFID-funded State and
Local Government Programme. However,
PATHS contributed to their introduction. For
example:

- Draft BC and COA were reviewed initially
by, and sometimes piloted in, SMoHs.

«  Health case studies and examples were
incorporated in State Budget Users
Manuals.

Developing and applying new planning and
budgeting formats

The BC and COA changes enabled new planning and
budgeting templates and formats to be developed
and applied.® These formats varied from state to
state, and were evolved from year to year (according
to the preference of the planning and budget team).
However, the overall guiding principle was to work
towards a format which allowed:

- objectives and activities to be clearly specified
within a hierarchy of aims and intentions;

5 These templates and formats are available on the CD

accompanying this series of Technical Briefs.



- all objectives and activities to be clearly and
comprehensively articulated within a framework
of “strategic policy objectives” (Kaduna and
Jigawa) or “core health functions” (Enugu and
Ekiti - the specification of health functions
was more detailed in Enugu). This ensured an
appropriate link between the annual operational
plan and the strategic plan.

«  development of individual departmental and
facility plans and budgets.

In Enugu, the core functions undertaken by each
part of the district health system in the state were
agreed — from the highest policy level down to
community level outreach. The main activities
associated with each function were mapped out -
with each activity costed in line with the new Enugu
BC and COA. The result was an assessment of the
cost of delivering the entire state and local public
health system.®

There is scope for further development of the
planning formats. The Enugu format, for example,
already had scope for adding in ‘policy linkages'’
(or‘policy markers’). Through these, the expected
contributions (via a particular objective and
activity) to both national and state policies could be
identified and highlighted.

Preparation of facility and departmental
plans and budgets

Facilities and departments were not full cost-centres
by the time PATHS ended in mid 2008. However,
the scene was set for individual Departments and
facilities to prepare plans which:

a) specified their primary functions and initiatives;

b) indicated which of the main state health
strategic objectives and strategies they had
some responsibility for (in a lead or a supporting
role);

¢) identified which targets and milestones would
be used to judge their performance;

d) showed the resources (recurrent and capital) at
their disposal;

6 In reality, it was not possible to get a full cost because no
figures were made available for the salaries budget at LGA

level.

e) could be used as a basis for preparing rough (e.g.
quarterly) ‘cash flow’ projections throughout the
year.

The initial effort focused on a comprehensive
specification of activities, whilst at the same time
achieving the right degree of detail.

Initial progress was at departmental level. In Kano,
this resulted in one department (Primary Health Care
and Disease Control) specifying up to 90 recurrent
activities, whilst others proposed more modest lists
of between 10 and 20 main tasks. A similar result
emerged from the Department of Public Health in
Enugu. Excessive numbers of activities was partly
linked to the way that the Federal Ministry of Health
liaised with states around national programmes.
Each national programme appeared to generate

a significant number of activities at SMoH level -
even when some of these activities would be more
appropriately implemented by others in the state
health system. In addition, monitoring was often
planned as a distinct activity for each programme,
rather than as part of integrated supervision. The
exercise highlighted role ambiguity and mis-
specification.

Similar plans were to be developed at facility

level, again ideally encompassing both facility
functions (with delivery of an “essential package”
as the core function, but with other functions also
clearly articulated) and expected facility roles and
contributions in relation to key health strategic
objectives. However, at facility level an added
complication was that more than one budget
projection would be required since Drug Revolving
Funds (DRFs) ran as separate and ring-fenced cost-
centres. Facilities needed distinct DRF and non-DRF
budgets. By early 2008 the processes for preparing
these had not been fully worked out.



Strengthening budget processes:
preparation, review, presentation and
defence

A key aim of working within the budget cycle was to
allow intervention at the appropriate juncture when
annual (and/or medium term) health budget ceilings
were established. The State Ministry of Budget and
Planning (or equivalent) typically circulated budget
ceilings to all line-ministries in July or August; any
dialogue about the level of health sector ceilings
(recurrent and capital) had to precede this. For
example, in Kaduna the proposed 2009 budget
ceilings were initially issued in March 2008. Ideally,
in preparing for this dialogue, it would be feasible
for states to put forward estimates for alternative
levels of (health) budget, along with an indication

of what each of these levels would imply in terms of
key state and national targets. However, this stage
was not reached. Current costing work (as part of
the medium term planning) was still focused on
preparing indicative figures.

Nevertheless, the earlier preparation allowed more
robust adaptation of budgets and plans, once the
budget ceilings had been circulated. For the 2008
budget in Enugu for instance, this meant scaling up
some of the initial estimates to meet the higher than
anticipated budget ceilings.

More rigorous approaches were also applied in

the PATHS-supported states for budget review and
defence. In common with other PATHS efforts, a
significant element of peer review was built into
preparation for the review and defence. In Jigawa
and Kano, each department was required to present
and justify their initial plans and budgets, and to
review their departmental performance in front of
other departmental heads.

In this, and in any SMoH presentations to the SMoBP
and subsequently to the State Assembly, one
important gain was that any given activity and cost
in the operational plan and budget could be fully
explained and justified.

Building planning and budgeting capacities
and systems

Capacity and system-building activities were
organised to back up these changes. Training
programmes were devised, and applied in Kano and
Jigawa, to enable a much wider range of health staff
to participate in planning and budgeting processes.
By early 2008, such training was also underway in
Enugu.

Planning and Budget Manuals were to be prepared
in Enugu and Jigawa. In addition, the initial steps
were made to computerise the planning and
budgeting process, since to date, the overwhelming
majority of financial planning and management
activities had been paper-based. One part of the
training concerned working with spreadsheet
budget formats.

Standard presentations (for ‘hard copies’ of the
health plans and budgets) were also devised.

Linking revenue planning and
budgeting

Although revenue projections were part of budget
preparation, most attention was paid to health
expenditures. There was some focus on revenues and
revenue projections. For example, harmonised and
uniform Internally Generated Revenue (IGR) tariffs
were agreed in Kaduna state. (IGRs are the “sales of
services” income which facilities can attract.)

The modified revenue codes in the BC and COA were
reviewed in each state. Arguably though, these
deserved further attention - there were questions
about the appropriateness of the current codes for
both IGR and the “fees and licences” income which
accrued as part of the state government role in
regulation (inspection, licensing and re-licensing).



Building Capacity in Kano

Key achievements of the step-down training
include:

«  'For the first time, all members of the
various zonal management committees
had an opportunity to meet together to
share ideas and experiences around health
planning and budgeting

«  An“Action Plan” was drawn up jointly
by the zonal management teams for
preparation/submission of their plans as
well as step-down the training to their
facilities.

«  For the first time, participants realised
that all of them have a role in operational
planning and budgeting

Extract from Report “Provision of ongoing
support to strengthen the budget system in Kano
State health sector” by Ate Wombu in July 2007

State strategic planning

The strengthening of strategic planning varied
considerably between states. For example, the 2004
Jigawa Strategic Plan led on to the development and
implementation of the Gunduma policy. In 2005-6,
preparation of a strategic plan was supported in
Ekiti. Otherwise, it was only during the second half
of 2007 and early 2008 that significant progress was
made in developing sound state strategic plans in
the other PATHS-supported states (Enugu, Kano and
Kaduna).

Prior to this, there was not the broad-based interest,
leadership, or scope for effective engagement
required to pursue a health sector strategic planning
process with serious purpose. In Enugu, in 2003

a strategic plan was prepared but not followed
though. In 2006, an attempt was started to develop
a revised strategic plan - once the District Health
System had been inaugurated. However, this
exercise was postponed until the desired degree of
engagement could be guaranteed.

A key factor in later progress was the change
of administration in 2007. This made it possible

to promote more constructive and extensive
engagement in the planning process and to
highlight the necessary policy and programme
issues on which strategic choices had to be made.

Health sector reform and strategic policy
objectives

The Kano and Kaduna strategic plans followed
similar courses in mapping out broad reform and
strategic policy objectives. The objectives covered
the core areas of stewardship; access to health
services and care; client and consumer awareness,
participation and voice; resource availability and
resource management; health systems; and health
information. The table illustrates the direction of the
main policy objectives.



Strategic Policy Objectives -
Kano and Kaduna

Stewardship Ministry of Health assuming a To highlight the role of government and
stewardship role in the context of a individuals in managing resources for
reformed organisational structure and health service delivery and in making
improved co-ordination among providers | sure all health sector actors (public

and private) fulfil their respective
responsibilities

Access to Kano health system offering quality To ensure the provision of quality

Services health care based on global best and affordable health care services in
evidence priority health areas especially at PHC

level

Consumer Individuals, groups and networks socially To strengthen consumer and client

and client empowered to demand increased access partnership on health issues

participation, | to quality services for all, including the

voice and very poor and especially women and

awareness children

Resources Appropriate mechanisms for health care To develop and ensure an effective

and resource financing and resource allocation in and sustainable health resource

management place, based on the principle of equity management function within the
health sector
Improved supply of health workers in an
appropriate professional mix

Systems Effective systems for planning and Covered in resources above
management of services in place,
based on a principle of continuous
improvement

Health Included in systems To have complete, accurate, consistent,

Information reliable data for informed decision

making by stakeholders

The Kaduna plan went a stage further and mapped
out a series of ‘targets’ (really strategic sub-objectives
and strategies) under each of the main headings.

For example, Target 1.1 was to have prepared
departmental and facility plans for all facilities by
end 2008.

The Kano and Kaduna strategic plans included some
costings. However, this part of the medium-term
planning was not completed with the same degree
of rigour and comprehensiveness as the budget
estimates included in the annual plans. In Kaduna’s
case, the delay in introducing the modified BC and

COA was one factor limiting the costing process;
another was the ambivalent costing guidance in the
KADSEEDS manual. For Kano, a narrow and limited
costing approach was adopted.

The main gains from the strategic planning to date
were not so much from the plans themselves, but
from the process of engagement and involvement.
Crucially, there was much wider acceptance and
recognition of the need and value of the plans.



Other planning

Other extensive planning inputs occurred in the
context of the many and varied other initiatives that
PATHS supported. This embraced:

- the action plans which were an integral part of
the IMPACT/PPRHAA process;

« the programme plans which were developed for
such programmes as Routine Immunisation, Safe
Motherhood and TB;

«  the policy implementation plans and strategic
frameworks which were developed for rolling
out such initiatives as the National Human
Resources and Public Private Partnership
Policies;

« investment and system plans to move towards
state-wide coverage for such initiatives as Free
MCH and DRFs.

Whilst the overwhelming majority of these plans
were robust in their own right, a key failing was the
lack of attention paid to ensure that such plans were
consistent, both in themselves and with other state
plans.

One particularly important aspect of this
inconsistency remained the continuing confusion
between “recurrent” and “developmental” activities
and efforts. As a result, not all of these other plans
were in a form that could feed directly into the
strategic or annual operational planning, and the
annual budget cycle. Equally, costs did not always
differentiate between the implications for the
Recurrent and Capital budgets.

It was not possible during the timeframe of PATHS
to introduce and apply the necessary “multi-year,
adaptive, trial and error” approaches at a Local
Government level; or at least not with sufficient
consistency and coverage to be able to draw robust
conclusions. The greatest progress was achieved

in Enugu and Jigawa, within the context of the

DHS and Gunduma systems, where decentralised
planning was extended down to Gunduma, District,
Local Health Authority and PHC facility levels.



The table overleaf outlines the main results of the
changes to state planning and budgeting. Beyond
these results, the main gains were the wider
engagement and participation in the planning

and budgeting processes, and the beginning of
re-establishing the credibility of planning and
budgeting as an essential government function.

Substantive progress was made in addressing
some, but not all, of the planning and budgeting
weaknesses. None of the strategic plans really
addressed the challenge of exploring strategic
alternatives. Opportunities, threats, assumptions
and risks were also not systematically identified and
assessed. However, what was encouraging was that
the annual operational planning and budgeting
formats were developed in a way that made such
genuine strategic planning a potentially realistic
prospect.’

7 An attempt was made to assess the impact of introducing a
Free MCH policy in Enugu using a genuine strategic approach
(i.e. exploring different options, including, for example, free
EOC or a free MCH policy targeted to the very poor). However,
the state team (charged with preparing and costing the new
policy) preferred a simpler approach. This applies equally to
Kaduna. Different options were explored, but rejected by the
Free MCH Committee.



*/00T Ul pa2nposul
bunsbpng Aanoe
[eruswiedap payldwis

"£00C Ul paonpoaiul (99V)
bunsbpng paseg A1AnDY

/007 wouy pasedaisd
s19bpng ewnpuno

'£00¢
ul pasnpouiul bunabpng
Auj1dey pue jeruswiiedsg

‘dn pawuy asem ,uonduny,
Aq bunabpnq pue bujuue|d
pue ‘syul| 196pnq 1d1jdxd
usaym - £00Z pue ‘900t
‘S00¢ Ul papuedxa pue
pauyay ‘00z ul padojansp
154y suejd ssauisng

'900¢ 40} padojanap
S1ewlo} o pauysy

"G00Z Ul p2NpoJIul 1eWIo}
siskjeue [euoduNy peoig

salbojopoyiaw
19b6png pue
ue|d ssauisng
pue |[euonesadQ

sueld £00T 104 2131|1084
y3jeay ui pajo|id 9 01 YOI

'SHA s13Y3Y

Ajjernui 1depe jou pip pue Dg mau 1ey) paiby wlsAs ewNpUND) $3103[J9Y '£00C "SH1Vd 0 a1nso|> SIUNODDY JO 1eyD

HOWS "900¢ Ul padnpoJiu| "800 Ul paonpoJiul 9q 0| */00T Ul padnpou| ul padnpoaiul A||nyssaddns 93 21049 pa3NpPOoJIUI JON pue sapo) 19bpng
‘uonesedaid uj sued sued yH1

|euoz ‘sueid [eyuswiiedag JO syelp Ajies pue ‘sue|d 8007 wouj sue|d Ayjdey pue bujuue|d

dWH pue HOWS

A11j1oe) Uo ssaiboid swos

800¢ W0l mcm_Q ewnpung

VH1 ‘usiq ‘jeauswiiedag

pesijeslus39(d

paysijgeiss
wes) bunabpnq

£00C Woi4 S00¢ Woi4 £00¢ Woi4 pue buluueld
burusayibuans pue
suoloe bunsbpng
800 duN[ JOA0D 800 Sun[ J3A0D pue bujuued
0} padojanap ue|d uondy 01 padojanap uejd uonoy 800¢ dunf 01 ybnouy| Joj uejd 800z
924> 196pnq |enuue
900¢ 2dUIS 9007 22UIS 900¢ dUIS 9007 22UIS 500 dUIS Yum 3uswubily
S91IAIDE Y3eay
dNH | 931e3s ||e 10} 8007 WOJ) pue s19bpnq
pue HOWS 40§ 800Z Wol4 | ‘HDIN 9344104 £00Z WOI4 | Sewnpuno Joj 00T Wol4 8007 Wo.4 03 payul| sue|d
ouey| eunpey| emebif nbnug 13 ONI1IDANg
ANV SNINNV1d
olels TVNNNY

Buluue|d >163jea3s pue ‘bunyabpng pue buiuueld jeuoijesddQ ajels : synsay




£00¢

900¢

woJ} sainpuadxs HONS wioJy sa1H[1oey K1epuodas Bunppden Burydesy ainypuadxa
1oy bupjoesy ainyipusadxy 1o} buppdesy ainypuadxy 24N}IpuUadXd paywWI yum ybnouys pas4
pauyal 9 01 papasu Inq pauyal 9q 01 papasu Inq |enuew

- padojaasp saulRpInD

- padojansp saulepIinD

‘padojanap aq o

196pnq pue bujuue|d

paieniul uonesuaINdwo)d)

paleniul uonesusINdwod

paieniul uonesuaINdwod)

swiasAs bunabpng

punLMm

Jo awil1e pauueld buleq
Hujuresy ayepdn jenuuy
'£00¢ WoJ} pasijewio)
pue paysijgeisa
sassad0ud buruel|

punLMm

Jo awi 1e pauued buraq
bujuieny ayepdn jenuuy
£00¢ Wolj pasijewlio]
pue paysijgeisa
sassadoud bululel|

800¢
ul kemuapun bujuiesy

umop-dais pue Jayrin4

sanpeded bunabpng

£00Z Ul pasnpoaul
sbuiisd 196png

sbuijied 19bpnq uo
dg9oW yum 1uswabebuy

900 Ul pacnpoJiul
sbuijisd 196png

£00T Ul sbuljiod
196pnq 01 paisnipy

sbuii®) 19bpng

(soaw

Bbuipnppui) s1obiey pue
saidijod Joj buipod d1dxa
pey (1ua4indal 10U 1nq)
19b6pnq [eude) ‘2007 woi4

s196pnq uawdojanag
pue juaiinday Ul pa31sod
Apdijdxa HOW 9914

paijdde 194 10u 1nq
‘a1ejdwal 19b6pnqg/ueld uj

sobeyul] awweibold
pue A>1j0d 196png 1d1jdx3

S9OLJO [RUOZ INHS  *
syuswiiedag HOWS

VYOD mMmau yum
s10|1d se paJedaid
bulaq s19bpng Ayjdey .

aav

sanuoyINy yljeaH
[e>0 pue SIS -

son|pey -

UIYUM SONIAIDY  « o 11ed Se S91PWISH syuswiedap - (s39bpnq
jol lewl} [eruawnieda 1o dwy)
sjuswnedsg HONS -« [eluswiedap swos . sewnpuno . VYOO Mau e
vOD
VOO MaN - vooplo - YOO mau - SUORUN} | 516 pue uonouNg JUNo2dY uoneUasaly
:Aq s19bpng : Aq s196png : Kq s196png :Aq s196png yyeaH a1eis Aq s19bpng pue jew.o4 196png
oue)| eunpe)| emebir nbnu3j nnj3




pauayibuans
9q 01 ||13s syul| bujuued
|enuue pue d1631e11§

Bburusyibuans spasu
[113s uejd yyeay sibajens
yum suejd jenuue bupjui

pauayibuans
9q 031 ||13s syul| bujuued
|enuue pue d1631e11S

sue|d

|euonesado [enuue pue
w9} wnipaw/dibaiens
03 paxul| sueid e o'l
LJuoneibayul, bujuueld

saAleull|e Abaleils

19K 10N 194 10N 194 10N 194 10N pue A>1jod paienjens
sal|lwey) pue

sjenpiAlpul Aq stuswAed

193p0d-J0-1nQ 10}

19K 10N 19K 10N 19K 10N 19K 10N passasse suoledijdwi 150D

'$1502 JY1>3ds uo Ajmouleu
Buisnd0) — Bunsod paywi

(‘bun1s0d JO AOUSISISUOD
Inoge suonsanb swos |1s)
‘Bu1lsod abeyded sa1AI9S
pue swa1sAG [e11uassy pue
‘HDOW 9944 ‘ueid jenuue
punoJe paseq - s31ewW|1sd
1502 dAedIpUl [euded pue
1U314N23J Y10q S9PIA0I(

yadap ui pa1anod 10N

*SIY] 1O} S1eWIO)

196pnq pue ue|d jenuue
9sn ued Inq - (UolIdNPOIIUI
Ad110d HOW 9314 yum
pa31eIDoSse s91ewils?
Pa1iwi| SWOs 10} 1dadX3)
uayemIpUN 19K SUON

bunsod uejd o1631ens

uoinedpinied
pue juswabebus

peoiq Yyum ‘'sqd pue
Jauolissiwwo) Aq pa

so1Is1els
pue ydieasay buluueld jo
jusawipedaq pue sd Aq pa

pieog wo}
-SAS I[BOH BUWINpUNL)
pue HON'S Sd £q po]

91eI010311q buluue|d pue
juswdojanaq Ad1jod Aq pa

juswabebus pue
diysiapea)| uejd o1631e41S

seale d1bare1s A3y, XIS

8-/00¢ Bbunp pa13jdwo)

,SOAIB3(q0
Ao1jo0d d1631e115, 914

"8-£00¢
Bunnp paiajdwod

S9A1123(qo d1b631e13S UleW
XIS sey uejd pasinai ayL
uoneloge||od bujobuo
dY1 jo ved se NNIYYd
wouj 1oddns yum
"'800C/£00¢ Ul pamainal
pue 00z ul pa1sjdwiod

"8-£00¢
Bunnp pas|dwod

S00Z ul padojanaQ

ue|d 216918118

oue)j

eunpe)

emebir

nbnu3z

nM3

DNINNV1d Wd3l
WNIA3IW/JID931VYLS




Based on the activities supported in the states, the
key lessons are:

1.

Strengthening state planning and budgeting is
an ongoing process, with inputs over a number
of years required to bring systems back to a
minimum level of effectiveness.

Alignment with the planning and budget

cycle is crucial, and all too often forgotten

(e.g. by development partners). The nature

of the alignment will however be shaped by
stakeholder dialogue, and may vary according to
needs and circumstances.

Through-the-year inputs will generally be
required so that a SMoH is appropriately
positioned before the annual budgeting round
formally commences in July, or an MTEF is
updated in June.

Where the Budget Classification and Chart of
Accounts has become badly flawed (as was

the case in Nigeria), the entire budget process
will suffer. It will generally be impossible to
complete the strengthening of planning and
budgeting systems effectively whilst a seriously
flawed BC and COA is in place — as the Kaduna
experience shows.

Equally, the introduction of a new BC and COA
offers opportunities including:

« the chance to take account of the full range
and mix of “financial inputs” required for the
health system to operate effectively;

« the chance to estimate accurately both
recurrent and capital inputs; and how the
latter will have implications for the former;

«  the option of introducing more rigorous
activity, functional, or programme based
budgeting approaches (and to be able to
review, with stakeholders, the pros and cons
of each of these);

- the option of moving towards departmental
and facility based budgeting;

+ the chance to enhance budget tracking; and

« the chance to build new items into the
budget (e.g. IGR).

The BC and COA changes were directly linked

to the introduction of state public sector
Integrated Financial Management Information
System (IFMIS) capacity building. With such
systems, planning and budgeting (monitoring)
will be able to take its place as an essential
element of programme management and policy
implementation.

The process of engagement and involvement

re-created the culture of planning at all

levels. There was much wider acceptance and
recognition of the need and value of the plans
and associated budgets.



The process of strengthening planning and
budgeting systems at state level requires on-going
support. Further efforts will be required to:

1. Ensure a single co-ordinated planning L .
framework

+ Harmonise and align all state plans - 2. Strengthen the budgeting process

© Kolawole Maxwell, PATHS

working with and from the strategic policy
objectives mapped out in the state SEEDS
I, medium-term strategic plans. This will
have major implications across the health
sector, as most initiatives have yet to show
any strong interest in using (and potentially
compromising with) a standard state
planning format. This will inevitably require
alignment of national programme plans e.g.
the national TB plan with the state strategic
plan, and vice versa.

Work towards state health sector plans
which span all primary and secondary care,
and the referral system linking the two. This
will involve State Ministries of Health and
Local Government working together. It will
also require significant capacity building and
changes in ways of working at LGA level. As
new agencies such as State Primary Health
Care Agencies are established there will be
a need to clarify what planning roles, if any,
these will take on.

Complete the process of departmental and
facility planning and budgeting (including
making regular plan and budget reviews an
integral part of departmental, facility, and
programme monitoring and management).

Ensure that standardised public sector
costing processes are used. These should be
based around the state Chart of Accounts,
and specify recurrent and capital inputs
separately. Again, this will have implications
for state-federal dialogue; for example,

to ensure that state costing processes are
compatible with the Ward Minimum Health
Care Package costing by NPHCDA.®

Ensure that planning and budgeting
increasingly takes account of the entire
financing implications of a particular action -
and not just the capital (or recurrent) public
sector costs associated with this. Eventually
this should cover the out-of-pocket financial
ramifications - for different communities and
families, and especially the poorest.

Pay appropriate attention to revenue trends.
Current policy and strategy shifts such

as the introduction of Free MCH policies
(with alternative variants being applied in
Kaduna in 2006, and in Enugu and Jigawa

in 2007), and the re-establishment of Drug
Revolving Funds provide good examples.

In both cases, there are significant revenue
implications, including both ‘foregone’
revenue (when specific MCH services are
free, or when drug sales revenues are wholly
retained in the DRF accounts), and also
potentially increased revenues through
other forms of IGR.

8 The WMHCP costing has been applied in Jigawa for the

Gundumas; this provides some uniformity in cost estimates.



- Consolidate a set of real-life’ unit costs which 6.  Complete the planning and budgeting manuals.

can be used uniformly.
7. Ensure that planning and budget strengthening

3. Strengthen performance monitoring is harmonised with other Public Financial
) Management (PFM) strengthening — including
- Ensure that plans and budgets are linked expenditure tracking and reporting. This would

with performance measurement. This has embrace future Public Expenditure Financial
already been initiated in Enugu, with 2008 Analyses (PEFA).°

facility budgets being adjusted according
to patient usage (as recorded in the state
HMIS), and in Jigawa, with facilities being
accorded an “efficiency” rating.

4. Present the case for State Health Investments to
attain given health outcomes (e.g. MDG targets).

«  This should become part of state MTEF
discussions and will ensure that the
necessary dialogue takes place before state
budget ceilings are established.

5. Clarify role ambiguities and strengthen
stakeholder participation

«  Continue to use planning and budgeting to
resolve the pervasive role and responsibility
ambiguities — including, but not only, those
between the three tiers of government. As
Ministries of Health re-organise, following
the examples of Enugu, Jigawa and Kaduna,
this will require ensuring that departmental
plans and budgets are prepared in line with
the functional responsibilities of the revised
organisational structure.

«  As part of this, continue to support DPRS in
their lead planning role.

«  Promote greater involvement by the users
and consumers of health care in budget
analysis. This would include extending the
current early efforts to strengthen “budget
literacy” on the part of CSOs and others who
are taking on a voice and accountability role
on behalf of health consumers.

«  Broaden the engagement to include state
assemblies, which have a key role to play in
budget review and ratification.

«  Continue to institutionalise the annual
planning and budgeting system. In
particular, this will include ensuring greater
involvement of middle-level management
staff, alongside Departmental Directors.

9 PEFA have been completed in a number of states for the

education sector, but not yet for the health sector.
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