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Preface
This study was commissioned by the Ministry of Health 
(MoH) of the Democratic Republic of the Congo (DRC) 
and funded by the World Bank (WB) with the support of 
GAVI and the Japanese government. 
Oxford Policy Management (OPM) was contracted 
to collect data, conduct quantitative and qualitative 
analysis, and write the report. The World Bank edited 
the document and refined the conclusion and 
recommendations with the support of the MoH. 

The Project Manager for OPM was Alexandra Murray-
Zmijewski. Other members of the OPM team were 
NouriaBrikci, Serge Mayaka, Rudy Kingombe and 
Evrard Nkenku.
This study was coordinated by Hadia Samaha, Marion 
Cros and Michel Muvudi for the World Bank.
From the MoH, the study benefited from technical 
support from the Directorate of Studies and Planning, 
notably Raphaël Nunga, Fanny Ngiengi and Robin 
Miteo, as well as from Dr. Dominique Baabo, Aminata 
Nana and Didier Ramana Rahary of the Health System 
Development Project (PDSS). 

We would particularly like to thank Chadi Bou Habib 
at the World Bank for his guidance and advice 
throughout this study, as well as the peer reviewers 
Laurence Lannes, Benoit Mathivet and Moïse 
Tshimenga Tshibangu the World Bank for their valuable 
comments that helped improve the quality of this 
study.



DRC Health Financing Reform for UHC: Mobilization and allocation of resources for health3



DRC Health Financing Reform for UHC: Mobilization and allocation of resources for health4

Executive Summary

Background
Several studies have identified problems in the DRC 
health sector, including: low budget allocation, high 
household expenditure, dependence on external fun-
ding, poor use of available resources, low budget exe-
cution, governance problems and a decentralization 
process that remains largely theoretical.  

The first part of this analysis - a fiscal space analysis 
(FSA) report - provided a new and updated overview 
of the health sector in relation to the government’s new 
priorities in the reframed 2019-2022 National Health 
Development Plan (NHDP). The results show that these 
problems still exist. The sector has insufficient funds and 
what is allocated to it is not spent efficiently. Moreover, 
unless something changes, it shows that these pro-
blems will lead to a situation in which the government 
will not be able to achieve its goal of universal health 
coverage (UHC) in the long term. 

Why undertake a new analysis? 

There are many opportunities in the DRC that can be a 
springboard for change:
→  Political renewal via a new government, a new NHDP 

- reframed, quantified and with accepted priorities, 
which emphasize the opportunity of a new social 
contract;

→ President’s commitment to UHC (January 2019
 speech);
→  Pre-COVID-19 macroeconomic projections: real 

growth rate of 4.5% per year, tax-to-GDP ratio up 0.2 
percentage points per year;

→  Possible progress in tax collection for socially accep-
table causes, and 

→  Ebola, and now COVID-19, provide an opportunity to 
focus on the need to improve resilience of the health 
system.

The first part of the analysis reveals that the govern-
ment is currently under-investing in health and that 
there is a significant and enduring funding gap in the 
medium and long-term. With current health funding 
policies, the health sector will likely be unable to fund 

its medium-term plan and will not be able to achieve 
UHC in the near future.

Part 2: Mobilization and allocation of resources 
for health

This second report focuses on revenue distribution 
between the central and provincial levels of the health 
system and on ways to improve resource mobilization. 
We have also included two provinces as case studies 
to illustrate these specific issues: Kwilu, chosen to re-
present provinces with relatively few opportunities 
to mobilize their own resources, and Haut-Katanga, 
chosen to represent provinces with more opportunities 
to mobilize resources. 

The report notes that decentralization is a new and de-
veloping system in the DRC, politically, technically and 
financially. The 26 new provinces were only created 
in 2016, they have had only a few years to change 
long-established routines. While there certainly appears 
to be a commitment to the decentralization process, 
there is little momentum to advance provincial choices 
and needs and to fund them appropriately.  

Advance decentralization to improve 
resource allocation 

Both the FSA and this report on resource mobilization 
recognize that the health sector is highly dependent on 
household expenditure and external funding. At pre-
sent, revenues are not allocated in accordance with 
constitutional requirements, i.e. retrocessions, leaving 
provinces with significant funding gaps. In addition, 
there are no revenue and budget allocation estimates. 
As a result, salaries are paid as a priority but other forms 
of expenditure and investments in healthcare are not 
carried out.
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However, decentralization has opened up opportuni-
ties for provinces in terms of deductions for the setting 
up and collection of revenue from their own taxes, as 
shown in the case studies analyzed in this report.

This report addresses the challenges of ensuring greater 
capacity to mobilize resources for health at the central 
and provincial levels. The efficiency of the transfer of 
skills and resources to the provinces and ETDs must be 
improved, based on a progressive approach and the 
different levels of governance.

Decentralization funding must be strengthened as 
part of a coherent set of instruments combining local 
taxation, the 40% retrocession system, and the national 
equalization mechanism for investments, to ensure less 
unequal development among the provinces. The regu-
lar functioning of all the structures for impetus, steering, 
coordination, tracking of the process and support for 
the provinces, as well as the continued adoption of 
the legal arsenal relating to decentralization must be 
clarified and achieved.

How to raise additional funds for health

In general, revenue mobilization is a difficult issue in 
the DRC, both at the central and provincial levels. 
The ability to collect taxes, hold them with an official 
revenue collection authority, and then budget and 
execute them according to planned priorities is out of 
reach. However, in this context, there are some sugges-
tions and recommendations for central and provincial 
health authorities to mobilize funds for health:

Budget execution
→  CFO - Recruiting a MoH CFO will help improve its exe-

cution rate. This is a priority for the MoH. In addition, 
the MoH has established a committee to track the 
budget on a quarterly basis. Both of these initiatives 
can at least document and highlight the problem of 
the MoH not receiving the funds it was promised. This 
could help increase the capital expenditure execu-
tion rate.

→  More rigorous analysis and planning of budget pro-
jections - Conducting an internal analysis of his-
torical budget trends could be a solution for the 
MoH to overcome the problem of low revenue and 
downward revisions of allocations. The MoH could try 
to analyze past trends to determine what proportion 
of funding may be available in any given year for 
non-salary expenditure. This would make it possible 
to prioritize expenditure on products or investments 
within that much smaller and more realistic budget. 

While this may be a possibility at the central level, 
there is little room for maneuver at the provincial 
level where non-salary expenditure is very low.

→  Capacity building  - Finally, one of the roles of the 
Coordination Committee for Public Finance Reform 
(COREF) is to provide training in order to guarantee 
a minimum public financial management platform 
within central and provincial administration. The 
capacity building plan is being drafted and funding 
comes from development partners. The objective is 
to improve resource mobilization, expenditure ma-
nagement, planning and tracking and evaluation, 
as well as the development of laws to strengthen 
decentralized Public Financial Management (PFM). 

Earmarked tax revenues 
→  Extractive industries - Careful attention must be paid 

to the proper implementation of the fund allocated 
to future generations and the distribution of revenue 
as provided for in the mining code. The health sector 
may wish to advocate for a significant share of this 
fund, given its large funding gap. In the provinces 
which will once again receive 25% of mining sector 
revenue, the health sector should advocate for a 
significant share of this funding. 

→  Property taxes can be a progressive source of reve-
nue for decentralized governments. An increase in 
their use could be a much-needed source of fun-
ding for health care. In theory, such taxes already 
exist but are not implemented. 15% of the revenue 
mobilized through these taxes should be allocated 
to local authorities to supply the social sector bud-
gets at this level. 
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External funding
→  Single contract  – the Single Contract has proven to 

be useful. Therefore, any new technical and finan-
cial partner wishing to contribute to the health sec-
tor should subscribe to it. This will ensure that funding 
is aligned with government priorities and used effi-
ciently. Provinces should be particularly encouraged 
to use this tool as it can help improve planning and 
budgeting skills that are clearly lacking. 

→  Development Partner Advocacy Strategy (PDD)- Use 
the MoH Single Contract and resource mapping da-
tabase to help identify areas with significant funding 
gaps and gather information about them and why 
they are a health priority. This can form the basis of 
an investment case for all PDD headquarters and 
potential new PDDs that can help the health sector.

→  Capacity building  - Health funding capacity buil-
ding and PFM for health at the provincial level lack 
funding yet are vital. Thinking about a system to 
gather together funding for PDDs, possibly working 
with COREF and the MoH to create a robust and 
sustainable capacity building plan for all provinces, 
would have a long-term beneficial impact on health 
funding, PFM skills and health outcomes.

→  Business case for a funded budget line for co-finan-
cing needs - PDDs and the government can prepare 
a business case for co-financing payments. These 
should be considered as a method of achieving a 
return on investment rather than a recurring cost. 

Improving the quality of available data. 
One of the greatest difficulties encountered in this 
study, particularly in the provincial analysis, was the 
availability and quality of budget data. Without this 
fundamental tool, any recommendation remains ap-
proximate. It is therefore essential to invest in improving 
this data, perhaps giving priority to certain provinces 
that are particularly disadvantaged. 
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1. Introduction
This report on resource mobilization is the second in 
a series of reports on health funding in the DRC. The 
series focuses specifically on resource mobilization for 
the health sector: the first part examines the possibili-
ties for increasing the fiscal space devoted to health 
and better enabling the MoH’s budget negotiations 
to implement the health funding strategy; the second 
part looks at the distribution of revenue between the 
central and provincial levels of the health system and 
at ways to improve resource mobilization. The third part 
is a study on vaccination funding. 

As part of the study on health funding in the DRC, an 
analysis at the national and provincial levels was done. 
At the provincial level, Haut-Katanga and Kwilu were 
chosen respectively because of their strong potential 
for mobilizing their own revenues, but also because of 
their fragility (see the Final Report on Fragility Assess-
ment in the DRC), the impact of poverty, and their level 
of landlockedness.  

The report is structured as follows: Chapter 2 presents 
the theoretical foundations of PFM in the DRC; Chapter 
3 looks at the reality of the difficulties of good PFM in 
the country, particularly at the provincial level; Chap-
ter 4 discusses options for revenue sources available to 

provincial and national health authorities; and finally 
Chapter 5 proposes a series of recommendations for 
reforming the health funding system.

12
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2. Public Financial Mana-
gement (PFM) - Theory

The decentralization process that was completed in July 2016 divided 
the existing 11 provinces into 26 (see Figure 1 below). However, «decen-
tralization has changed the volume and execution of health funding. A 
larger share of the public funds allocated to health now flows through the 
provinces...  

This prioritization has led to an increase in sectoral allocations to the pro-
vinces since 2010-11. However, borrowing, for most targeted investments, 
remains poorly executed. Despite the increase in transfers, public health 
expenditure remains largely controlled and executed by the central level, 
which reflects incomplete decentralization.»1 We discuss the impact of this 
problem at the central and provincial levels below. 

1   World Bank (2014), pages 16-17.
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2   This paragraph is based on: http://www.dgi.gouv.cd/
3   This paragraph is based on: http://www.douane.gouv.cd/home-page-one
4   Interview Data

2.1 Administrative and 
legislative framework for PFM
Tax administration is the responsibility of three distinct 
institutions within the MoF in the DRC:
→  Directorate General of Taxes (DGI) - The DGI collects 

taxes including VAT, property tax and income tax2. 
The DGI also drafts tax legislation, including exemp-
tions and litigation procedures in the country. It 
manages the directory of taxpayers, assigns them 
numbers and coordinates national assessment and 
monitoring functions. It defines collection objectives 
and produces statistics. The DGI has offices in town 
and in the provinces (tax centers) which ensure 
compliance. 

→  Directorate General of Customs and Excise (DGDA) - 
In charge of customs and excise, under the direction 
of the Minister of Finance3. It collects revenue from 
all imports and exports. Its responsibilities include 
drafting the customs code, the local excise law, 
import and export duties, and customs and excise 
statistics.

→  Directorate General for Government and State Reve-
nue (DGRAD) -Manages the non-tax revenue, inclu-
ding mining royalties, of 35 different ministries or public 
agencies4. The DGRAD was created to increase the 

State’s own resources. It is therefore required to raise 
a minimum amount of revenue each year, in accor-
dance with the missions defined by the law on the 
State budget.

The legislative framework for PFM is primarily based on 
the Constitution, from which the Public Finance Law 
(LOFIP) was put in place in 2011. The LOFIP includes 
all the fundamental provisions relating to the mana-
gement of finance laws, and the budgets of both the 
provinces and the DTEs. 

It also includes the procedures relating to (i) the pre-
paration of provincial budget edicts and ETDs’ budget 
decisions, (ii) the filing and adoption process of budget 
edicts; as well as those relating to (iii) the execution of 
edicts or budgetary decisions. According to this law, 
the budgetary decisions of the ETDs should be included 
in the provincial budgets by the integration edicts. This 
law is associated or supplemented with the central 
State budget by the consolidation law for the overall 
and consolidated budget of the whole country. For this 
last provision, efforts still have to be made.

Figure 1: Administrative map of the DRC decentralized provinces: from 11 to 26
Source: Control Risks, quoted in https://www.foreignaffairs.com/articles/ 
democratic-republic-congo/2015-05-21/carving-congo 
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2.2 Budget Calendar
The fiscal year runs from January 1 to December 31. 
The MoF generally announces the annual budget and 
tax proposals in December of the previous year or in 
January of the new fiscal year.5 During the year, the 
official budget schedule is as follows6: 
→  March - Sector studies from the previous year and 

prioritization for the coming year.
→  April/May - Review of the consolidated budgets for 

the past three years and development of the me-
dium-term macroeconomic framework.

→  June - Dissemination of the medium-term budget 
framework to all sector Ministries, Departments and 
Agencies (MDAs), including the provinces.

→  July - Validation of macroeconomic and budgetary 
frameworks and sending them to Parliament. Disse-
mination of the budget guidance letter to all MDAs, 
including provinces. Preparation of budget forecasts 
for the coming year.

→  August - Analysis of budget forecasts with MDAs 
and negotiations, consultations with development 
partners and finalization of the budget.

→  September - Validation of the Finance Act by the 
Cabinet. Provisional envelopes of 40% of national 
income from the draft budget to the provincial go-
vernors 7. Presentation of the draft Finance Act to 
Parliament by September 15.

→  October / December - The Finance Act is conside-
red in Parliament by the National Assembly and the 
Senate. The provincial governors and the Budget 
Ministry vote on the provincial budget envelope. 
Promulgation of the budget law between De-
cember 16 and 26 and before December 31 for the 
provinces.

This schedule is consistent with standard practice. 

2.3 PFM at the provincial level
The budget process begins with the provincial Minister res-
ponsible for preparing the draft budget edict and rendering 
of accounts for the provinces under the supervision of the 
Provincial Governor, and for monitoring budget execution. 
The Provincial Minister of Finance is responsible for the cash 
flow of the province and the ETDs while ensuring compliance 
with the province’s commitment and cash flow plan. In addi-
tion, the Provincial Minister of Planning ensures the alignment 
of the budget with the economic and social priorities of the 
province, which he develops according to the outlook of the 
Provincial Government. Thus, the provincial budget project 
integrates the economic and social priorities included in the 

development action program of the province and ETDs in 
accordance with the new LOFIP. For verification, the project 
passes through the Provincial Assembly which examines, 
votes and adopts the budgets translated by budgetary 
edicts of the province and of the ETDs which should be voted 
in equilibrium according to the LOFIP. External inspection is 
also assured by the Central Government Audit Office which 
checks the regularity of the operations carried out by the au-
thorizing officer and the Provincial Public Accountant in terms 
of revenue, expenditure and the treasury of the province; 
and assists the Provincial Assembly in monitoring the execu-
tion of budgetary edicts and decisions at provincial and ETD 
level through the chambers of accounts installed in different 
provinces.

For revenue, budget execution follows the revenue chain 
passing through registration done by the tax services :
→  Liquidation is done by the provincial divisions;
→  Authorization is done by the revenue collection agency 

with regard to revenue of common interest and specific 
provincial taxes, as is the case for Katanga; 

→  Exceptional revenue is directly collected and recorded 
by the Provincial Treasury Management and Payment 
Authorization Directorate (DPTO);

→  After authorization, the revenue collection agency issues 
a collection slip and the taxpayer makes the payment to 
the specified commercial bank. 

This means that the provincial budget remains an average 
budget. However, any revenue collected in cash without 
prior authorization is subject, after collection, to an authori-
zation for regularization. With regard to revenue of a national 
nature from the national financial authorities represented in 
the provinces, the revenue collected is entirely recovered 
by the central government, which gives what should be a 
40% share to the provinces. The portion related to operations 
is transferred by bank transfer. The provinces in turn transfer 
40% of what they receive to the ETDs.

5   https://assets.kpmg/content/dam/kpmg/pdf/2016/05/DRC-Fiscal-Guide-2015-2016.pdf
6   file: /// C: /Users/amurrayzmijewski/Downloads/DemocraticRepublicofCongo_2020_
  Formulation_Internal_BudgetCalendar_BudgetMin_ECCASCOMESASADC_English.pdf
7   The constitution stipulates that «40% of the national revenue collected in each province shall 
  be transferred to them». This is the process known as retrocession. «In addition, a further 10% is 
  to be allocated to a compensatory investment fund (National Equalization Fund).
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2.4 Budget Execution
The process of executing the State budget breaks 
down into several steps, some of which require the es-
tablishment of administrative acts and others involve 
the handling of money. Thus, the operations are car-
ried out by two categories of agents: the authorizing 
officers and the public accountants.
→  Authorizing officers - their accountability was difficult 

to implement until 2007 but has improved following 
the President’s firm decisions in 2007 to ensure their 
effectiveness;

→  Public Accountants - Placed under the authority of the 
MoF, the public accountant performs the following 
tasks: the collection of revenue from public bodies; the 
payment of the expenses of these same organizations, 
usually with the authorization of other authorizing offi-
cers; the safekeeping of funds of public bodies; and 
the day to day running of the accounting office under 
their direction.

The system at the national level is illustrated in Figure 2 
below.  

Once the budget is enacted by the President of the Re-
public, the various stakeholders involved in the budget 
execution process can execute their credits. Budget 
execution goes through these 4 main stages:
→  Commitment : According to the commitment plan 

developed by the sectoral Minister (or the Secretary 
General or a Head of Program/Cell), assisted by the 
Management Accountant and the Sub-Manager, 
the request for payment is sent to the Budget Ministry 
for liquidation.

→  Liquidation : the file goes to the Budget Ministry for 
the usual checks by the accountant or the budget 
controller. It is then transmitted to the MoF by its 

Budget colleague. At this level, the sector Ministry is 
no longer checked in the processing of the file. For 
salaries, procedures are initiated directly from the 
Budget Ministry.

→  Authorization: The Treasury Management and Pay-
ment Authorization Directorate (DTO) assigns a 
number to the file transmitted to it by the Minister 
of Finance. The file is forwarded to the Minister who 
orders payment to the Central Bank of the Congo 
(BCC). 

→  Payment : The payment is usually executed by the 
BCC, which pays either in an emergency situation 
or in a normal timeframe.

Overall, blockages can occur at every level of the 
expenditure chain. At the national level, unlike the 
provinces, the expenditure chain is computerized from 
start to finish. To find out whether public money has been 
used correctly, one can read the general accounting 
office report. This office is responsible for controlling the 
management of the State’s money. In principle, it must 
publish its report every year (article 180 of the Constitu-
tion). Central government and provincial finances must 
be kept separate (article 171 of the Constitution).

Public funds must be held by the BCC. It must do its work 
without interference and advise the government on 
economic matters (article. 176 of the Constitution). Fi-
nally, the State must create a special account (National 
Equalization Fund). It is obliged to put 10% of its revenue 
in this account every year. This money will be used to 
help provinces with revenue problems (article. 181 of the 
Constitution) to meet their expenses.

As for revenue, the process is as follows:

Figure 2a: The State budget execution process and 
stakeholders
Source : Author

Figure 2b: The revenue process and stakeholders
Source : Author
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3. Public Financial Mana-
gement (PFM) - Practice
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3.1 Evolution of tax revenue
Table 1 provides a historical overview of tax and non-tax 
revenue in the DRC. It shows that total revenue has in-
creased by 10% per year, with income and corporate tax 
increasing faster than average at 17% per year. In addi-
tion, support from the external sector grew rapidly at 23% 
per year. Despite this growth, domestic revenue represents 
only 11% of GDP.

Key trends from 2010 to 2016 are as follows:
→  Two-thirds of revenue comes from local taxes, 20% of 

revenue comes from external grants, and the remai-
ning 15% comes from domestic non-tax revenue.

→  Taxes on goods and services (mainly VAT) constitute 
the largest share of tax revenue (two-thirds). Taxes on 
personal income and corporate profits make up most 
of the rest. 

→  Non-tax revenue comes mainly from the extractive 
industries sector (mining and oil royalties, margins, and 
dividends). 

This indicates a regressive tax system, as it is largely 
based on VAT. Indeed, one report found that when 
considering the effective tax rate, the tax system in the 
DRC is substantially regressive.8 It is certainly possible 
to increase the contribution of the extractive industries 
sector to the economy - it accounts for 98% of exports, 
but only 18% of government revenue.9

As noted in the FSA report (Part 1), the DRC’s tax effort 
is lower than in other low-income countries; currently, 
the tax-to-GDP ratio is slightly below 9% of GDP (2018). 
The low-income average is around 17% and many stu-
dies suggest that the tax-to-GDP ratio in the DRC could 
be increased (see pages 24 and 25).

 
Total  
2010 - 2016

As % 
of total

Average 
growth/year

As % 
of GDP

Total tax and non-tax revenue 29 595 587 100 % 10 % 14 %

Total tax revenue 19 537 514 66 % 13 % 9 %

Income, profit and capital gains tax 5 601 402 19 % 15 % 3 %

Personal income, profit and capital gains tax 2 904 836 10 % 17 % 1 %

Corporate income, profit and capital gains tax 2 695 839 9 % 17 % 1 %

 Other 726 0 % 63 % 0 %

Payroll and labor taxes 260 790 1 % 24 % 0 %

Property tax 70 923 0 % 29 % 0 %

Goods and Services tax 11 840 643 40 % 11 % 6 %

Other taxes 837 869 3 % -8 % 0 %

Total non-tax revenue 10 058 073 34 % 12 % 5 %

Grants 5 739 827 19 % 23 % 3 %

Real estate profits 3 047 832 10 % 1 % 1 %

Sales of goods and services 854 788 3 % 9 % 0 %

Fines, penalties and forfeits 336 092 1 % 20 % 0 %

Miscellaneous and unspecified revenue 79 534 0 % 1473 % 0 %

Total non-tax revenue excluding donations 4 318 246 15 % 2 % 2 %

Total tax and non-tax revenue excluding donations 23 855 760 81 % 10 % 11 %

Table 1: Historical Revenue (M francs)

Source : OECD (https://stats.oecd.org/Index.aspx?DataSetCode=REVCOD)
and author’s calculations

8   World Bank, 2017. The effective tax rate is the sum of taxes, including VAT, corporate tax,  
 customs duties, property tax, employer contributions, etc.
9   https://eiti.org/democratic-republic-of-congo
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The Medium Term Budget Framework (MTBF) (2018) in-
cludes projections in which tax revenue is noticeably 
increased. It also lists measures underway to achieve 
this (Table 2), suggesting an annual revenue growth 
rate of 3%. ETD and provincial revenue grew slightly 
faster, by 5% and 4% per year respectively. If this were 
to happen, the tax-to-GDP ratio would rise to 16% in the 
medium-term - a rate the DRC has not seen in many 
years and that is not expected to be seen in the next 
ten years (according to FSA findings).

How the government plans to increase these taxes is 
described in Box 1. This outcome will be due to ongoing 
tax reforms aimed at broadening the tax base and the 
implementation of the mining code. Note that a review 
of PFM reforms conducted in 2018 revealed that little had 
been done to improve PFM in the DRC and to advance 
the decentralization process. Therefore, more effort is nee-
ded to achieve the planned revenue increases. 

Box 1: Medium-term plans to increase tax revenue
Source : Budget Ministry (2018) 
Medium-Term Budgetary Framework 2019-2021 (page 7)

Over the 2019-2021 period, the increased 
mobilization of revenue needed to finance the 
public policies selected by the Government 
depend in particular on (i) the implementation of 
the revised mining code, (ii) continued tax reform, 
(iii) improvement of the business climate and 
(iv) borrowing on the national and international 
financial markets. Indeed, the application of the 
mining code will make it possible to increase the 
level of current revenue, in particular through 
mining royalties and customs duties on petroleum 
products. As part of the ongoing tax reform, the 
following are supposed:
→   broadening the tax base and the reduction of 

tax legislation;
→ the generalization of the payment of the 
 IPR to members of political institutions, to 
 local commitments of diplomatic missions and 
 international organizations ;
→   the effectiveness of cash registers in improving 

the collection of VAT;
→   clarification of import tariffs and taxes in order to

2018 2019 2020 2021 TOTAL As % Total

Total revenue 12,923,495 12,908,610 13,290,876 14,232,202 53,355,183 100%

Central Government Revenue 10,353,200 10,352,400 10,558,300 11,311,000 42,574,900 80%

General Budget Revenue 8,927,900 9,604,900 9,762,300 10,453,700 38,748,800 73%

Current Revenue 6,603,200 8,293,900 8,552,000 9,219,700 32,668,800 61%

External Revenue 2,249,700 1,161,000 1,207,000 1,234,100 5,851,800 11%

Extraordinary Revenue 75,000 150,000 - - 225,000 0%

Supplementary Budget Revenue 917,200 169,700 180,700 194,600 1,462,200 3%

Special Accounts Revenue 508,100 577,800 615,300 662,700 2,363,900 4%

Provincial Revenue 2,475,500 2,459,600 2,629,300 2,810,800 10,375,200 19%

General Budget Revenue 2,452,500 2,435,200 2,603,200 2,782,900 10,273,800 19%

Current Revenue 1,633,800 1,731,800 1,851,300 1,979,100 7,196,000 13%

External Revenue 663,500 703,400 751,900 803,800 2,922,600 5%

Extraordinary Revenue 155,200 - - - 155,200 0%

Supplementary Budget Revenue 23,000 24,400 26,100 27,900 101,400 0%

ETD Revenue 94,795 96,610 103,276 110,402 405,083 1%

Table 2: Revenue Projections (M francs)
Source : Budget Ministry (2018).  
Medium-Term Budget Framework 2019-2021.
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    adapt them to the changes brought about by 
the new excise code;

→    the computerization of excise procedures 
(dematerialization of excise tax declarations and 
related payments);

→    updating the interministerial decrees setting the 
rates of central government duties, taxes and 
fees to be collected for the ministries.

Efforts to eradicate fraud and improve the 
management of financial administrations should 
be maintained.

 

Projections within the MTBF indicate a much higher re-
venue collection compared to typical levels achieved, 
which is shown in Figure 3 (IMF estimates and projections 
include a consistent comparison). Interviews indicate 
that the government’s projections are generally signi-
ficantly overestimated.10 Indeed, this is one of the pro-
blems associated with low execution rates in the health 
sector; that is, inflated revenue projections anticipate 
higher budget ceilings. As a result, when revenue is not 
generated, budgets are reduced and the officially au-
thorized budget can never be fully disbursed. This results 

in a low execution rate compared to the authorized 
budget. 

Figure 3: Comparison of historical trends and projections for revenues (M Francs)
Source : Organisation for Economic Co-operation and Development (OECD) ;  Mid Term Expenditures Framework of the DRC and International Monetary Fund (IMF)
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10  Various key stakeholders from government and non-government entities reported this.
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This phenomenon is considered to be independent of 
the control of the health sector for two reasons:
→  The lack of skills and incentives to set realistic targets  - 

i.e. the tax collection authorities and/or the MoF are 
not able to assess the macroeconomic environment 
or there is external pressure to increase revenue in 
line with macroeconomic norms.

→  Corruption via exemptions - Exemptions granted to 
some taxpayers reduce the total amount of revenue 
collected.

The 2018 review of PFM reforms also raises this issue, as it 
was found that there was «a low level of tax collection 
relative to potential fiscal capacity, i.e. limited and va-
riable application of taxes and apparent misappropria-
tion of funds from State revenue accounts.»11

So we see that the level of tax collection is generally 
low, that taxes are regressive, and that tax mobilization 
efforts have been difficult to achieve. What does this 
mean for the distribution of revenue among decentra-
lized entities? Table 2 summarizes the projections and 
shows that central revenue is expected to account for 
80% of total revenue, with provinces accounting for 
19% and ETDs 1%. It is projected that 5% of provincial 
revenue is expected to come from external sources. 
The following section will examine how these trends in 

Funding Source  Amount USD As % Per Capita

Public Administration 151 592 283 10 % 2

Central Government 146 346 018 9 % 2

Provincial Government 5 246 264 0 % 0

Businesses 63 868 220 4 % 1

Households 692 243 689 44 % 9

National NGOs and Foundations 1 528 359 0 % 0

Rest of the World 671 337 347 42 % 9

Bilateral Donors 202 809 679 13 % 3

Multilateral Donors 390 369 132 25 % 5

International NGOs and Foundations 78 158 536 5 % 1

Total 1 580 569 898 100 % 21

Table 3: Current Health Expenditure by Funding Source 
(2017)
Source: National Health Accounts Program (2019).
Note: This table excludes large central-level expenditure on non-salary items, 
which account for one-third of all health expenditure, and multi-province 
facilities, which account for an additional 5% of all health expenditure

revenue collection and retrocessions influence budget 
allocations.

11  Mokoro (2018), page 2.
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3.2 Budget allocations to health 
at central and provincial levels
While the constitution talks about the budget as a 
whole, how a Ministry or province allocates to its sec-
tors is technically at the discretion of the province, 
although, as we saw in Chapter 2, control of revenue 
and budgets at the central level has been maintained. 
However, it seems clear that the health sector does not 
allocate 40% of the budget to the provinces. As we 
have seen in the FSA report, health budget allocations 
to the provinces remain low12:
→  Allocations to the provinces were only 10% of the total 

health budget [i.e. public health expenditure] and 
accounted for less than 1% of total health expendi-
ture [i.e. all health expenditure in the country - go-
vernment, donors, households, and the private sector] 
from 2016 to 2018. On average, the execution rate for 
provinces is only 5%.

→  The health sector’s investment budget represents only 
4% of the total budget and total actual expenditure 
was 0.4%. At the provincial level, capital expenditure 
on health represented 60% of total budgets in all pro-
vinces, but only half of this was actually spent (capital 
expenditure represented 30% of total expenditure).

The National Health Accounts (NHA) revealed that 
more financial resources have been allocated to cen-
tral level operations and less to provincial health division 
offices.13 As shown in Table 3, current government ex-
penditure accounts for 10% of total health expenditure, 
90% of which is at the central level, while the provinces 
accounted for less than 10% in 2017. In terms of per 
capita expenditure, this has led to a large divergence 
in funding between the central and provincial levels 
from 2013 to 2017: USD 2.5 per capita at the central 
level and USD 0.2 per capita at the provincial level. 

A recent report reveals that there is a «reluctance from 
the central government to fully authorize provincial 
governments to manage their financial and human 
resources and an apparent desire to retain administra-
tive and financial control over provincial expenditure.14 
Based on this evidence, it would appear that this is still 
the case in the DRC.

Looking at the health expenditure data below, it is clear 
that the majority of provincial level expenditure is on 
wages - see Table 4. Although salaries account for the 
largest share of planned expenditure - 66% on average 
for all provinces - they account for almost all actual 
expenditure - 98% (this calculation excludes non-salary 
expenditure at the central service and multi-province 
levels). The FSA report also found that in the execution 
of the health budget, both at the central and provin-
cial levels, salaries were prioritized while other recurrent 
and capital expenditures suffered from low execution 
rates. Salary execution rates were above 100% at the 
central and provincial levels from 2016 to 2018. Capital 
expenditure execution rates were considerably lower: 
11% at the central level and 34% at the provincial level 
(however, this 34% is almost entirely due to the province 
of North-Kivu which allocated a very large budget, 
tripling the planned budget. The construction and re-
novation budget is only 4% in all provinces).
 
This indicates a prioritization of salary payments, while 
other recurring expenditure and long-term investment 
needs remain largely unmet. This point was raised by 
the Minister of Health during our discussions with him 
in February 2019 : On the issue of mobilizing funds 
for health, how do we meet the funding needs for 
investment? 

We will examine this in more detail in Chapter 4. 
For now, it is important to note two aspects of PFM that 
affect these flows: 
→  First, salary payments come from transfers at the 

central level using a budget execution system that 
is different than that for other expenditure. This will 
then account for the majority of health expenditure 
coming from the central level rather than provincial. 
This ensures to some extent that salaries are paid wit-
hin the framework of the revenue generation systems 
and the budget cycle, which are underperforming. 
The process of executing all other expenditure was 
discussed in Section 3.1. Interviews with key stakehol-
ders highlighted the multiple challenges that limit 
the ability to execute the allocated budget. 

12  Data used here is from the Budget Ministry.
13  National Health Accounts Program (2019)
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→  Second, instead of receiving constitutionally man-
dated retrocessions and/or funding for non-salary 
expenses, healthcare facilities are able to retain their 
internally generated funds (IGF); i.e. user fees, out-of-
pocket payments. They use it for recurring expenses 
and facility maintenance. This is what emerges from 
the Health Funding Strategy for UHC (2018): «Health-
care facilities are paid primarily through direct pay-
ments from users at the moment the service is used, 
in addition to subsidies from the State budget.» Also, 
«studies have shown that user fees represent up to 
90% of the operating costs of health facilities (ge-
neral referral hospitals and health centers)»15. These 
user fees are officially not intended to be kept at 
the facility level; rather, they should be sent to the 

central level. The authors did not have any data on 
these revenue streams and their expenditure.

Planned 
Expenditure

Real 
Expenditure

Achievement 
rate

Salaries % 
Planned

Salaries % 
Real

00 Central Services 902 066 345 081 38 %

Personnel Costs 15 850 1 422 9 % 2 % 0 %

01 BAS-UELE 14 159 1 326 9 %

Personnel Costs 7 185 1 326 18 % 51 % 100 %

02 EQUATEUR 23 978 33 117 138 %

Personnel Costs 17 991 32 605 181 % 75 % 98 %

03 HAUT-KATANGA 49 956 36 518 73 %

Personnel Costs 20 647 36 494 177 % 41 % 100 %

04 HAUT LOMAMI 17 843 1 974 11 %

Personnel Costs 7 930 1 974 25 % 44 % 100 %

05 HAUT-UELE 13 382 3 439 26 %

Personnel Costs 6 641 3 415 51 % 50 % 99 %

06 ITURI 14 477 4 449 31 %

Personnel Costs 7 456 4 449 60 % 52 % 100 %

07 KASAI 16 198 4 176 26 %

Personnel Costs 11 365 4 176 37 % 70 % 100 %

08 Kasai Oriental 25 123 31 218 124 %

Personnel Costs 19 570 31 218 160 % 78 % 100 %

09 KONGO CENTRAL 51 425 41 519 81 %

Personnel Costs 37 072 41 496 112 % 72 % 100 %

Table 4: Salaries as a proportion of Provincial Health Expenditure from 2012 to 2018 (M Francs)
Source : Budget Ministry, Directorate for Budget Preparation and Monitoring
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10 KWANGO 15 998 7 044 44 %

Personnel Costs 10 547 7 044 67 % 66 % 100 %

11 KWILU 43 927 36 465 83 %

Personnel Costs 42 201 36 465 86 % 96 % 100 %

12 LOMAMI 20 199 10 249 51 %

Personnel Costs 12 391 10 249 83 % 61 % 100 %

13 LUALABA 16 136 1 943 12 %

Personnel Costs 7 996 1 943 24 % 50 % 100 %

14 KASAI CENTRAL 28 123 17 657 63 %

Personnel Costs 14 396 17 634 122 % 51 % 100 %

15 MAI-NDOMBE 14 290 8 882 62 %

Personnel Costs 11 112 8 882 80 % 78 % 100 %

16 MANIEMA 18 607 14 207 76 %

Dépenses de personnel 12 124 14 184 117 % 65 % 100 %

17 MONGALA 9 356 2 333 25 %

Personnel Costs 5 331 2 265 42 % 57 % 97 %

18 NORTH-KIVU 31 219 32 857 105 %

Personnel Costs 24 957 28 846 116 % 80 % 88 %

19 NORTH-UBANGI 10 691 3 106 29 %

Personnel Costs 6 489 2 963 46 % 61 % 95 %

20 SANKURU 15 415 4 565 30 %

Personnel Costs 9 574 4 565 48 % 62 % 100 %

21 SOUTH-KIVU 28 188 23 975 85 %

Personnel Costs 22 504 23 975 107 % 80 % 100 %

22 SOUTH-UBANGI 12 182 3 977 33 %

Personnel Costs 7 855 3 514 45 % 64 % 88 %

23 TANGANYIKA 13 205 1 894 14 %

Personnel Costs 7 934 1 870 24 % 60 % 99 %

24 TSHOPO 21 999 29 241 133 %

Personnel Costs 18 490 29 241 158 % 84 % 100 %

25 TSHUAPA 10 415 4 830 46 %

Personnel Costs 7 317 4 391 60 % 70 % 91 %

26 KINSHASA CITY 250 633 302 158 121 %

Personnel Costs 231 137 296 834 128 % 92 % 98 %

Average provincial salary expenditure as a % of total 
expenditure

66 % 98 %
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As a result, it appears that provincial health funding is 
possible through the use of «back door» systems rather 
than formal PFM systems. Salaries and minimum main-
tenance costs are collected in ways other than through 
the formal budget cycle process. This is also the case 
for other funding that is not through the decentralized 
budgeting and PFM systems. 

Despite this ability to pay staff and use IGF for other 
recurring expenses, funding for healthcare facilities 
remains a significant problem. As the Public Health Ex-
penditure Review shows, «The health system also suffers 
from a lack of infrastructure in the country...Overall, 
less than 30% of health facilities are considered func-
tional...The availability of pharmaceutical products is 
one of the main bottlenecks in the supply of healthcare 
in the DRC. Only 15 to 20% of essential medicines are 
reportedly available in health facilities.16»

COREF has described the retrocession problem as «very 
sensitive»17. As mentioned earlier, according to the 
constitution, the provinces should receive 40% of their 
revenue. This 40% would represent 80% of all provincial 
revenue. However, the provinces actually collect less 
than 20%. The provinces have held many forums on this 
subject, but with little impact. The political economy 
relations between provincial and central levels are cur-
rently aligned to maintain the flow of funds hierarchy in 
favor of the central level, so no change has occurred 
(revenue collection was lower than expected, so pro-
vincial retrocessions were not prioritized). Thus, given 
the current situation, the general view in COREF is that 
the provinces need to raise additional resources them-
selves. The provinces collect their own local taxes (not 
national taxes), and any new taxes they deem neces-
sary to introduce. The money collected can then be 
spent at their discretion.

According to government stakeholders, notably some 
members of COREF, the figure of 40% seems implau-
sible in practice. This is because the government would 
not have sufficient funds to retrocede the 40% to the 
provinces. In addition to the fact that tax collection 
has been delegated to the provinces, the central 
government has no method of increasing resource 
mobilization. 

Finally, the provinces have neither the capacity nor 
the skills to spend this revenue effectively. This has 
been particularly true in recent years and many steps 
have been taken to try to overcome these provincial 
constraints, as discussed in Chapter 2. Indeed, the 
organic law takes into account technical expertise be-
fore considering the implementation of retrocessions. 

COREF highlighted the lack of PFM and organizational 
capacity, including: expenditure management; plan-
ning, tracking and evaluation; and resource mobiliza-
tion and recording. It indicates that due to a shortage 
of qualified manpower, the 40% retrocession is not fea-
sible at the present time.

As a result, and given the current political, financial 
and capacity constraints, the 40% retrocessions are 
not effective. COREF is working on implementing a ca-
pacity building plan for all provinces with a focus on 
PFM. This plan is already working in the 11 original pro-
vinces, but the challenge now is to ensure that all 26 
provinces receive training. A new capacity building 
plan is being developed and a call for donations has 
been launched. 

In summary, the health sector suffers from poor reve-
nue allocation that is not consistent with constitutional 
requirements, leaving the provinces with a significant 
funding gap. In addition, revenue estimates and bud-
get allocations are not done, so salaries are paid first 
and other forms of health expenditure and investment 
are not carried out.

16  (World Bank) 2014.
17  Based on interviews in February 2019.
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Figure 4: Map of the provincial and DPS organization chart
Source : DPS Haut-Katanga and Kwilu
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3.3 The reality at provincial level
This chapter will examine selected health expenditure 
data for all provinces, and then focus on two case 
studies:  
→  Kwilu Province - Located near Kinshasa, in the former 

Bandundu province, Kwilu was chosen as an example 
of a province with relatively few options for increasing 
local revenue;

→  Haut-Katanga - Located in the south-east of the country, 
in the former province of Katanga, this province was 
chosen as one of the richest, given the potential for 
extractive industries to increase its local revenue.

3.3.1 Provincial Overview: Decentralized fun-
ding for health and administration

The organization of the Provincial Administration in the 
broadest sense is based on the following components:
→ Provincial Divisions and specialized technical services 
 divided into devolved and decentralized services;
→  Public initiatives;
→  Civil courts.
The political organization of the province consists of 
two institutions, namely the Provincial Assembly and 
the Provincial Government. The National MoH is repre-
sented in the province by the Provincial Health Division 
(DPS). The establishment of the DPS is consistent with the 
implementation of the decentralization advocated by 
the Constitution and the public administration reform. 
The new organic framework has established, at the 

provincial level, the separation of the Provincial Health 
Inspectorate (IPS) and the DPS. The DPS is a decentra-
lized structure whose main mission is to support the de-
velopment of the Health Zones and to provide support 
to the ITM, CDR and provincial laboratories, while the 
IPS is a devolved service at the central level whose mis-
sion is to ensure inspection and compliance monitoring 
according to the standards and guidelines established 
at the central level - see Figure 4.

In addition to what has been discussed above, the FSA 
found that the execution rate for all provinces was 64% 
on average over three years. This figure varies greatly 
from province to province:
→  Bas-Uele, Haut Lomami, Lualaba and Tanganyika 

have an average annual execution rate of only 10%.
→ Equateur, Haut-Katanga, Kasai Oriental, Kwilu, North-
 Kivu, Tshopo and the City-Province of Kinshasa all
 have average execution rates above 100% (in the 
 case of Equateur and Tshopo, they exceed 200%).

It is true that provincial execution rates vary. However, 
as noted in Chapter 3, salaries remain a priority, with 
execution rates much higher than any other type of 
expenditure.



DRC Health Financing Reform for UHC: Mobilization and allocation of resources for health28

 
% Government
Expenditure

% OOP 
Expenditure

% External 
Expenditure TOTAL

KINSHASA 31 % 43 % 22 % 952,1

Kasai Oriental Province 33 % 60 % 7 % 93,4

Lomami 4 % 94 % 2 % 98,5

Sankuru 2 % 90 % 8 % 41,4

KASAI OCCINDENTAL 8 % 61 % 28 % 307,7

Kasai 2 % 83 % 15 % 66,9

Kasai-Central 4 % 75 % 20 % 73,9

KONGO CENTRAL 14 % 65 % 18 % 324,1

BANDUNDU 14 % 57 % 24 % 592,4

Kwilu 10 % 81 % 8 % 144,5

Kwango 3 % 86 % 11 % 65,2

Mai-Ndombe 5 % 83 % 11 % 45,9

EQUATEUR 11 % 64 % 23 % 451,3

Equateur 21 % 57 % 22 % 65,8

Mongala 3 % 76 % 21 % 25,0

North-Ubangi 2 % 63 % 35 % 59,8

South-Ubangi 1 % 82 % 17 % 68,4

Tshuapa 5 % 71 % 24 % 26,3

ORIENTALE PROVINCE 9 % 70 % 29 % 489,9

Tshopo 6 % 69 % 25 % 107,8

Ituri 1 % 79 % 20 % 96,1

Bas-Uele 1 % 64 % 35 % 29,4

Haut-Uele 1 % 95 % 4 % 61,1

South-Kivu 7 % 62 % 31 % 346,2

MANIEMA 9 % 43 % 47 % 180,7

North-Kivu 8 % 58 % 33 % 405,4

KATANGA 15 % 57 % 26 % 772,7

Haut-Katanga 20 % 62 % 18 % 210,9

Lualaba 0 % 85 % 15 % 65,5

Tanganyika 0 % 43 % 56 % 85,6

Haut Lomami 1 % 87 % 12 % 86,0

MULTI-PROVINCES 4 % 21 % 63 % 3 043,3

TOTAL 11 % 45 % 39 % 8 378,5

Table 5: Provincial Health Expenditure by source 2010 - 2017 (M Francs)
Source : National Health Accounts Program  
Note: Private expenditure is not included because it is a very small proportion of the total (5%), 
the Central Level is also not included.
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External funding represents 39% of provincial spending.
→  Tanganyika is 56% dependent on external donors and 

Maniema 47%. This dependency exceeds 33% for the 
provinces of North-Ubangi, Bas-Uele and North-Kivu.

→ Lomami, Haut-Uele, Sankuru, and Kwilu receive less 
 than 10% of external funding.

In summary, while there are wide variations from one 
province to another, the pattern is clear: there is a 
dependence on external funding and an even greater 
dependence on household OOP expenditure. This is not 
a sustainable health sector, but rather a sector at risk in 
terms of access to health services. 

Let us now turn to Kwilu and Haut-Katanga.

Data from the National Health Accounts is presented in 
Table 5. From 2010 to 2017 numerous different funding 
sources have emerged in different provinces:

The government contributes on average up to 11% of 
provincial health expenditure.
→  While less than 5% of health expenditure in half of the 

provinces is attributable to the government,
→  Kinshasa, Kasai Oriental, Equateur, and Haut-Katan-

ga all benefit from a government contribution that 
ranges from 20 to 33%.

 
Out of pocket (OOP) household expenditure accounts for 
an average of 45% of all provincial health expenditure. 
However, multiple provinces significantly distort this ave-
rage. Without them, the average is 59%.
→  Only Kinshasa, Maniema, and Tanganyika have rates 

below 50% for OOP expenditure.
→ Haut-Uele, Lomami, and Sankuru all have over 90% of  
 OOP health expenditure.
→ All provinces have OOP expenditure levels above the
  WHO recommended level of 20% to avoid catastro-
 phic health expenditure18. 16 provinces have OOP 
 expenditure that represents more than two-thirds of 
 health expenditure. This is an extremely worrying si-
 tuation in terms of access to health services and some 
 financial protection. 18  WHO (2010).
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3.3.2 Two case studies - Kwilu and Haut-Katan-
ga Provinces.

The analyses presented above are brought back to 
two specific cases: Kwilu province and Haut-Katanga 
province, chosen, as previously explained, for their dis-
tinct characteristics.
Kwilu province is subdivided into 5 territories (themsel-
ves divided into 49 sectors and 8 towns in total) (see 
Figure 5 below).

Kwilu has been experimenting with decentralization 
since 2011, well before it was officially implemented at 
the national level in 2015. As for Haut-Katanga, the pro-
vince is the result of the division of the former Katanga 
province in 2016.
Haut-Katanga is a province whose economy is based 
primarily on mining, which accounts for approximately 
75% of the province’s budgetary revenue. The food 
insecurity of the population is around 58%.19

Kwilu, on the other hand, relies mainly on farming and 
fishing, although there is large mining potential. The 
economic and social development plan for the pro-
vince of Haut-Katanga (PDES) places health among 
the priority sectors for development; the document on 
the localization of the Sustainable Development Goals 
(SDGs) for the province highlights the main challenges 
for the health sector, namely: the fight against major in-
fectious diseases, non-communicable diseases (NCDs), 
the reduction of infant and maternal mortality, the 
improvement of sexual and reproductive health, and 
universal coverage. 

Table 6 shows the situation of some socio-economic 
and health indicators in Haut-Katanga province in 
comparison with the trends in the DRC and elsewhere 
in Africa. It is clear that Haut-Katanga is doing better 
than the average province, including Kwilu, with many 
more hospitals, doctors, nurses and pharmacists, more 
births attended by skilled personnel and a lower-than-
average poverty rate. However, the province’s vacci-
nation rate, contraceptive use by women and infant 
mortality are below the national average.

KWILU
• Lives o� farming and fishing
• Low health indicators

HAUT-KATANGA
• Mining accounts for 75% of of the province's
 budgetary revenue 
• Better health indicators than the national
 average

KWILU HAUT-KATANGA

Figure 5: Map of Kwilu  
and Haut-Katanga:   
2 disparate provinces

KWILU
• Vit de l'exploitation agricole et de la pêche
• Faibles indicateurs de santé

HAUT KATANGA
• L'exploitation minière qui représente 75 %
 des recettes budgétaires de la province
• Indicateurs de santé meilleurs
 que la moyenne nationale

KWILU HAUT KATANGA

19  In addition to the above document, we have also used the following documents: Economic 
   and Social Development Plan for Haut-Katanga 2018-2022, written by the Provincial Ministry of 
   Planning and Budget of Haut-Katanga in 2017; Localization of the Sustainable Development 
   Goals of the Province of Haut-Katanga, drafted by the Provincial Ministry of Planning and 
   Budget of Haut-Katanga in September 2018; Action Plans of the Haut-Katanga DPS Office in the 
   NHDP 2016-2022; Provincial Health Development Plan 2016-2020.
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Indicators Africa DRC
HAUT  
KATANGA KWILU

% of women in the total population 49 49 49 52,9

Average income per capita per year in USD  
on average per province

620 450  
7,3

45

Infant mortality per 1,000 children 76 94 121 53

Poverty index (%) 60 69,5 66,6

Average annual household consumption in USD   1 018 899

Child vaccination rate in % 86 81 53 14,3

% of births assisted by qualified health personnel   80,1 86,9 76

Number of health centers  
on average per province

  8 363 
332

1 085 932

Number of hospitals  
on average per province

  427  
16

60 116

Number of doctors  
on average per province

  5 832  
224

661 580

Number of nurses  
on average per province

  58 813 
2 262

6 145 9943

Number of pharmacists  
on average per province

  283  
11 

100 3

Number of laboratory technicians  
on average per province

  2 126 
82

158 556

Table 6: Socio-economic and health indicators in Haut-Katanga, DRC and Africa 
Note: The values listed in the DRC column represent the national total 
and the averages for the 26 provinces are in italics.

3.3.3 Revenue Sources

Both provinces are highly dependent on partners, 
households, central government and remain in deficit. 

The budgetary situation of Kwilu Province from 2016 to 
2018 is summarized in Table 7 below. The Kwilu MoH and 
particularly the Health Division operates on subsidies it 
receives from partners and the central government. 
The latter covers the salaries of staff and their perfor-
mance bonuses. The share of households in the cost of 
healthcare is 80%, well above the country’s average, 
with catastrophic consequences for access to care.

In Haut-Katanga20, the budget allocated to the health 
sector is 4.5% of total provincial expenditure. The health 
sector makes almost no contribution to revenue mobi-
lization at the provincial level with less than 1% of total 
revenue (0.03%) (see Figure 6 below). The level of reve-
nue collection related to the central government retro-
cession is very low at 15% of the forecast and the overall 
revenue achievement rate for the province is 65%.

20  With regards Haut-Katanga, according to information received from the provincial Ministry of 
   Budget and Planning, the autonomous management of public finances for the provinces 
   from the division of the former province of Katanga was only effective from October 2016; 
   so the two fiscal years entirely managed by the province of Haut-Katanga are the 2017 and 
   2018. Thus, only the data relating to budget execution for these two fiscal years were made 
   available to us. However, from DRHKAT, the data available is for fiscal years 2014 to 2018, with 
   the understanding that data for fiscal years 2014 to 2016 is for the former province of Katanga.
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Section

2016 (at 30 June) 2017 2018

Forecast Actual Forecast Actual Forecast Actual

Provincial Revenue 32 763 807 343 60 990 884 305 86 484 926 788 82 992 815 843 105 237 731 840 311 098 415 039

Provincial Expenditure 32 763 807 343 60 980 663 659 86 484 926 788 82 992 815 843 105 237 731 840 307 481 305 658

Health Revenue 41 005 503 11 003 781 82 052 012 4 985 000 32 926 584 3 964 800

Health Expenditure 2 081 613 509 0 3 472 000 000 0 1 335 974 000 0

Table 7: Health sector revenue  
and expenditure from 2016 to 2018 in Kwilu 
(Francs)
Source : Kwilu Provincial Budget Ministry

Figure 6: Level of revenue collection by DRHKAT 
(M Francs)
Note: The left axis shows the total forecast and actual amounts 
for the province, while the right axis shows the amounts for the health sector.
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3.3.4 Budget Execution Rate

In Kwilu, health sector expenditure is either virtually nil 
or is not reported to the Budget Ministry. In addition, 
health expenditure does not exceed 4% in the pro-
vince, with the exception of 2016 (see Table 8 below 
and Appendix B for an annual analysis). In the pro-
vince, capital expenditure accounted for only 0.3% of 
total expenditure on average between 2016 and 2018. 
For the health sector alone in Kwilu, staffing costs make 
up the entire health budget.

In Haut-Katanga, the situation is not much better (see 
Figure 7 and Figure 8): 
→  For the health sector, only current expenditure is exe-

cuted. Capital expenditure execution for the sector is 
zero;

→  The level of expenditure on the health sector is 57%, 
while the overall level of expenditure on the province 
is 66%. The source of this data is the Provincial Budget 
Ministry of Haut-Katanga.21

In summary, the funding trends in these two provinces 
replicate those observed at the central and provincial 
levels: that is, retrocessions are not received in accor-
dance with constitutional and budgetary promises; and 
only current expenditure is being implemented. 
 

Section 2016 2017 2018

Provincial revenue (execution rate) 186 % 96 % 296 %

Provincial expenditure (execution rate) 186 % 96 % 292 %

Health revenue (execution rate) 27 % 6 % 12 %

Health expenditure (execution rate) N/A N/A N/A

Ratio total revenue to health (forecast) 0,13 % 0,09 % 0,03 %

Ratio total expenditure to health (forecast) 6 % 4 % 1 %

Ratio total revenue to health (real) 0,02 % 0,01 % 0,00 %

Ratio total expenditure to health (real) 0 % 4 % 0 %

Table 8: Calculation of the execution rate   
and ratios in Kwilu 
Source : Authors based on information from the Kwilu Provincial Budget Ministry

3.3.5 Barriers to good PFM

As indicated above, the budget cycle is almost res-
pected in Haut-Katanga. However, because of the 
province’s limited resources and the level of revenue 
realization, the provincial government makes arbi-
trations before proceeding with the liquidation and 
authorization of the province’s expenditure, through 
the governorate, the provincial Ministry of Budget and 
Planning and the Provincial MoF. Depending on the 
level of resource mobilization and the nature of the ex-
penditure, the provincial government judges whether it 
is appropriate to execute an expenditure or not. 

Although the health sector has been placed among 
the priority sectors for economic development in 
Haut-Katanga in accordance with the PDES of the 
province, this is not effective in terms of the propor-
tion of the province’s total expenditure allocated to 
the health sector. In fact, according to the interviews 
we had with the staff of the DPS Kwilu and the DPS 
Haut-Katanga, we were informed that in almost all of 
the provinces of the republic, the authorities believe 
that this sector receives sufficient funding from external 
partners, and that it is therefore preferable to allocate 
the province’s limited resources to other sectors. For 
the 2017 and 2018 fiscal years (both of which were fully 
executed in Haut-Katanga), in addition, the average 
level of health sector expenditure execution is below 
the average level of expenditure execution for the 
province, i.e. 47% compared to 65%.

21  Note: The health budget execution rates for both Haut-Katanga and Kwilu presented in this 
   section of the report are different from those presented in Report 1, Fiscal Space Analysis, 
   because the source of the data is different. In Report 1, the data was from the Budget Ministry 
   at the central level, while in Report 2, the data source for the case studies is the provincial 
   Budget Ministry.
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Figure 7: Execution of Haut-Katanga 
budget revenue fiscal year 2017   
(M Francs) 
Source : Provincial Budget Ministry, Haut-Katanga

Figure 8: Execution of Haut-Katanga 
budget expenditure fiscal year 2017 
(M Francs)
Source : Provincial Budget Ministry, Haut-Katanga
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Figure 9: Execution of Haut-Katanga 
budget expenditure fiscal year 2017 
as a %
Source : Provincial Budget Ministry, Haut-Katanga
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Figure 10: Execution of Haut-Katan-
ga budget revenue fiscal year 2018 
(M Francs)
Source : Provincial Budget Ministry, Haut-Katanga
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Figure 11: Execution of Haut-Katan-
ga budget expenditure fiscal year 
2018 (M Francs) 
Source : Provincial Budget Ministry, Haut-Katanga 

Figure 12: Execution of Haut-Katan-
ga budget expenditure fiscal year 
2018 as a %
Source : Provincial Budget Ministry, Haut-Katanga
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In Kwilu, additional information was provided to us 
through interviews in the province and allowed us to 
identify additional reasons for this poor execution: ove-
restimation of revenue due to lack of reliable statistics, 
insufficient materials and qualified human resources, 
and poor release of retrocessions. These two provinces, 
despite their differences, are facing similar problems, 
common to the rest of the country, that hinder good 
PFM. 

3.3.6 Future Funding Possibilities

The lack of effective resources at the provincial level 
is worrying. Mobilizing additional resources will be es-
sential for the proper functioning of the health system. 
However, removing the obstacles to good PFM is a 
more significant and promising challenge at this stage 
of the country’s development. 

Both provinces have addressed the issue of additional 
mobilization for the health sector: in Kwilu, the MoH 
and the DPS have advocated to be able to collect 
additional resources through the establishment of a 
parafiscal levy, for revenue specific to the sector. In this 
draft edict, the Provincial MoH wants to put in place a 
funding mechanism for the sector, such as collecting a 
percentage of the taxes imposed at the provincial le-
vel. We have not been able to obtain sufficient details 
to judge the viability of this strategy.

In Haut-Katanga, the following proposals are being 
considered: 
→  Innovative funding mechanisms based on Law No. 

18/035 of December 13, 2018 establishing the funda-
mental principles relating to the organization of pu-
blic health.

→  Activation of revenue-generating acts not previously 
activated (see new revenue nomenclature 2018). 
This new nomenclature respectively sets the taxes, 
duties and fees of the provinces and ETDs and those 
of the central government. It thus makes it possible 
to distinguish between acts that are the exclusive 
responsibility of the provinces and those that are the 
responsibility of the central government ;

Regarding the last suggestion «Activation of reve-
nue-generating acts»: This new nomenclature expands 
the fiscal space of the provinces, especially since 
there are acts affecting the provinces which have 
not been used until now. The new nomenclature is 
enshrined by Order 18/004 of March 13, 2018 establi-
shing the nomenclature of taxes, duties, and fees of 
the province and territorial unit and their distribution. 
This law stipulates in particular in Article 2: The common 

interest tax rates are fixed by decree of the provincial 
Minister of Finance, in his remit. The rates of duties, 
taxes and fees of the province are fixed by decree of 
the provincial minister with a financial remit and the 
provincial minister concerned by the matter. Under 
this article, the provinces have the freedom to set 
their own rates, taxes and fees within their jurisdiction. 
 
When analyzing the DRHKAT production table, it is clear 
that the following acts have not yet been activated:
→  Common interest taxes - Tax on the mining conces-

sions sector.
→  Common interest duties, taxes and credits - Annual 

identification fees for personnel and surveillance 
companies.

The act lists in an appendix all the taxes and fees 
payable by the provinces. The situation differs from one 
province to another; revenue-generating legislation is 
already in place in some provinces but not yet in others. 
The legislation gives provinces the authority to set their 
own rates and collection rules. With respect to taxes 
and fees, it provides for taxes for the provinces in va-
rious sectors (interior and security, economy, finance, 
public health, urban planning, energy, mining, tourism, 
communication and media, etc.). However, they are 
prohibited from levying a tax on issues imposed by the 
central government.
The next chapter looks more closely at the issue of 
mobilizing additional resources at the central level.
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4. How to raise additional 
funds for health

The current National Health Development Plan, covering the period from 
2016 to 2020, confirms the impression that the historical malfunctioning 
of the health sector is due to the problem of funding. The plan repeats 
an assessment from the previous National Health Development Plan from 
2011 to 2015, which states that the planned activities were «not really 
implemented because of the lack of secure funding.» 22 This report and the 
FSA report have shown that this underfunding of the health sector both at 
the central and provincial levels, is still ongoing. 

Budget allocations are low, actual expenditure is reduced during 
execution, and what can be spent is mainly recurrent (i.e. salaries). 

22  Ministry of Public Health (2016), page 11.



DRC Health Financing Reform for UHC: Mobilization and allocation of resources for health39

In the current situation, what can be done to mobilize 
dedicated revenue for health? This chapter will provi-
de some recommendations for budget allocation and 
execution, assigned and general taxes, focusing on 
extractive industries before concluding with external 
funding.

4.1 Budget allocation and exe-
cution
According to the FSA report, while the health sector 
desperately needs more funding, it must first increase its 
execution rate. Once the sector can prove that it can 
spend what it is allocated effectively, it will be in a better 
position to request more funding from the Ministries of 
Finance/Budget.
 
Execution
The low execution rate at the central and provincial 
levels appears to be due in large part to a lack of availa-
bility of revenue or non-realization of revenue forecasts, 
rather than the inability of the health sector to spend. 
The two main reasons for this are23:
→   Regularly, revenue forecasts are not met – forcing 

the government to readjust budget allocations 
throughout the year, thus reducing the health bud-
get. There are many reasons for this: excessive use of 
tax exemptions, corruption, possibly a lack of skills to 
make accurate forecasts and / or political pressure to 
inflate revenue forecasts.

→   The most popular institutions spend too much. So-
vereign sectors, namely the President’s office, Prime 
Minister’s office, defense, security services, and in-
frastructure services, are spending more than forecast 
and request more funding. This means less money 
available for other non-privileged institutions such as 
healthcare. The institutions that are getting the most 
do so through «emergency procedures”.

These conclusions are found in the 2018 report which 
states, «A low level of tax collection relative to potential 
fiscal capacity, namely limited and variable tax collec-
tion and apparent misappropriation of funds from State 
revenue accounts;... Continued and extensive use of 
«exceptional» procedures («making funds available»), 
outside of the normal authorization channels («the spen-
ding chain»)»24.
To overcome these problems, central finance ministries 
have put in place PFM bottlenecks in the health sector 
(and others) at each step of the budget chain, as fol-
lows25 :
→   Delays in communication of budget allocations to 

recipient departments by budget managers and 

non-availability of required documents;
→   Delays in the liquidation of expenditure at the Budget 

Ministry;
→   Delays in processing files at the DTO level, in the esta-

blishment of purchase orders and in the communica-
tion of codes to the Bank, and

→   The fact that the Central Bank, after having obtained 
the purchase order and the code, must then obtain 
authorization from the MoF before executing the 
expenditure.

Another problem, which predates the use of these 
procedures, is that there is currently a «deputy credit 
manager» in the MoH who is an employee of the MoF.26 
As this is a function that is more dependent on the MoF, 
the MoH does not have the capacity to control its bud-
get process or account for its execution. To date, the 
MoH is not in a position to carry out the entire process 
of the budget chain (liquidation and authorization). In 
fact, it was reported that during the current fiscal year, 
the deputy credit manager was absent from the MoH for 
six months, during which time he was unable to execute 
the budget. This is one of the ways in which the MoF can 
monitor budget execution. 

The solution to these budget execution problems was 
found by creating the post of Chief Financial Officer 
(CFO) in the MoH.27 However, the recruitment of the CFO 
is carried out by the Minister of Public Service (MdFP), who 
controls all provisions relating to human resources and pu-
blic sector institutions. COREF funded the CFO recruitment 
process. They have recruited 11, but 45 more are needed. 
The recruitment process is currently at a standstill due to 
poorly designed employment incentives. COREF members 
employed as CFOs people from the MoF / Budget Ministry 
who are generally better paid than employees of the 
MoH. The CFO position is equivalent to a promotion, but 
does not correspond to a ministerial price differential. As a 
result, people coming from the MoF/Budget Ministry can-
not maintain their salary level and benefits. Thus, many 
wanted to return to their former job. 

23  Interviews with key stakeholders
24  Mokoro (2018).
25  These points were mentioned in multiple meetings with key stakeholders.
26  Interviews with stakeholders-MoH and COREF.
27  This section draws heavily on information received from COREF during the interview.
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Therefore, COREF must learn from the process and the 
MdFP must at all costs avoid making further mistakes and 
ensure that each new CFO gets at least the same benefits 
as before. All are now focused on attracting well-trained 
and experienced financial and budget experts. In addi-
tion to that, they want to have people with expertise in 
each area, i.e. someone with healthcare experience can 
be CFO for health. The MoH is now on its third CFO, the 
first two having declined the position after learning of the 
above-mentioned problems. 

In summary, having a CFO dedicated to the MoH will help 
to improve its execution rate. This is a priority. In addition, 
the MoH has established a committee to track the bud-
get on a quarterly basis. These two initiatives can at least 
document and highlight the problem: the MoH is not re-
ceiving the funds it was promised. The solutions to reduce 
exemptions and corruption go far beyond the scope of this 
work. Many tax reforms are underway to try to streamline 
government taxes and work with development partners to 
improve PFM for good governance (see section on exter-
nal funding below).

One solution to the problem of low revenue and 
downward revisions to budget allocations may be for the 
MoH to conduct an internal analysis of historical budget 
trends. The MoH could try to analyze past trends to deter-
mine what proportion of funding may be available in any 
given year for non-salary expenditures. This would allow 
prioritization of commodities or investment within a much 
smaller and more realistic budget. While this is possible at 
the central level, there is little room for manoeuvre at the 
provincial level where non-salary expenditure is very low.
Finally, one of the roles of COREF is to provide training 
to ensure a minimum platform for PFM within the central 
and provincial governments. The capacity building plan is 
being drafted and funding is from development partners. 
The objective is to improve resource mobilization, expendi-
ture management, planning, tracking and evaluation, as 
well as the development of laws to strengthen decentra-
lized PFM. 

Allocation
Budget allocation is discussed at length in the FSA report. 
In this report, we focus on the lack of implementation of 
retrocessions even though it is set out in the constitution. 
As mentioned in Chapter 3, a number of reasons have 
been given as to why retrocessions (40%) have not been 
fully allocated to the provinces . The following solutions are 
proposed:

→   Ongoing mobilization to maintain pressure on central 
government to allocate these funds; and 

→   Implementation of PFM training so that the provinces 
can show that they can actually spend this money. 

However, this mobilization must reach the right person at 
the right time to be effective. Sound economic analysis 
and a talent for politics are both necessary. A lot of trai-
ning has been organized around the world to improve 
PFM, but such an effort may be in vain if, instead of 
being ad hoc, the training is not dedicated to building 
capacity over the long term. Provinces could benefit 
from long-term technical training combined with on-
the-job supervision, possibly with connections to peers, 
central ministries, and other provinces. Indeed, COREF 
suggests that a network of chartered public accoun-
tants from the MoF and each province be created to 
alleviate the limitations in technical expertise at the 
provincial level.

The mobilization of retrocessions could also allow health 
to become a budget priority. Budget reallocation du-
ring the fiscal year allows some sectors to be prioritized 
over others. The health sector could use the risk asso-
ciated with Ebola or the cases in which co-financing 
allocations can be profitable for public investments in 
the health sector. For example the government shows 
that it attaches importance to Ebola and thus allocates 
it a budget and receives complementary funding 
from external sources to help improve health systems 
strengthening. Or the latter pays x in co-financing for 
childhood immunizations and development partners 
pay xx for immunization campaigns across the country, 
for example. These recurring expenses are then consi-
dered as long-term investments and bring significant 
benefits to the whole of the DRC.
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4.2 Earmarked tax revenue
As noted in the FSA report, interviews with stakeholders 
revealed strong resistance to the earmarking of any tax 
for health28. It is argued that earmarked taxes will be 
subject to a constitutional challenge, as pre-allocated 
resources are not allowed. It also states that all revenue 
must pass through the common fund before being allo-
cated. If a new earmarked tax were to be introduced, 
new legislation would be required, which would take 
time. In addition, it was noted that the low level of 
funding for most of these earmarked funds would not 
generate enough money for healthcare. Finally, the 
current trend is to try to simplify the tax environment 
and reduce the number of taxes. 

However, in the 2018 Finance Act, nine separate taxes 
earmarked for other sectors already exist29 : 
→   National Road Maintenance Fund;
→   National Fund for the Promotion of National 

Education;
→   Cultural Promotion Fund;
→   Industry Promotion Fund;
→   Project Counterpart Fund;
→   Office for Small and Medium Congolese Businesses;
→   Airway Authorities;
→   National Forestry Fund, and
→   Mining Registry.

Therefore, it is possible to have a tax earmarked for 
health in the DRC at the central level. In addition, case 
studies show that it is also possible to implement a de-
dicated health tax at the provincial level. However, it 
should be assessed on a case-by-case basis whether 
the expected revenue flows will offset the additional 
administrative burden of implementing such a tax, in 
view of the opinion expressed as to the burden that this 
represents.

Despite this general resistance to earmarking taxes, partici-
pants in the June workshop showed interest in the following 
two taxes dedicated to health: extractive industries and proper-
ty taxes. The FSA report provided a lot of detail on these two 
taxes. The summary of results regarding the feasibility, costs 
and benefits of implementation - with each measure rated out 
of five - is presented in Table 9. More details are given below.

4.2.1 Extractive

The macro-fiscal framework indicates that the extrac-
tive industry accounts for 90% of exports but only 30% 
of revenue.30 The World Bank’s analysis suggests that 
household OOP health expenditure can be significant-
ly reduced if revenue from the extractive industry is col-
lected and earmarked for the sector.31 The extractive 
sector is consistently recognized as a potential source 
of revenue mobilization in the DRC.  

Mechanism Sustainability Stability Progressiveness
Administrative 
efficiency Side effects Total

Extractive industries  3  3  5  5  4 20

Property taxes*  5  4  5  1  4 19

Table 9: Overview of the costs and benefits of the 
earmarking of taxes from the extractive industry 
and property
Source : Adapted from Lievens et al (2012). 
Note: * - Property taxes: this is a theoretical analysis drawn from academic 
publications and research, not an actual earmarked tax applied to health. 

28  COREF, DGRAD, DGI, and DGDA. 
29  Cabinet of the President of the Republic (2017).

30  Steering Committee for the Preparation of the National Strategic Development Plan for the DRC 
   (2015). 
31  World Bank, 2017.
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Workshop participants talked explicitly about the Fu-
ture Generations Fund and how it could be a source of 
funding for health. This relates to the new mining code 
that allocates mining royalties as follows32 : 
→ 50% for the central government,
→   25% for the province, 
→   15% for the relevant local entity, and 
→   10% for the mining fund for future generations.

For the moment, this only concerns mining. A fund 
for future generations is still to come, that of the hy-
drocarbon/oil industry.33 The 2018 Finance Act does 
not contain any information on this fund. The Natural 
Resource Governance Institute estimates that with 10% 
of the mining royalties on copper and and cobalt, the 
fund could reach between between USD 30 million 
and USD 105 million per year.34 Assuming that all of this 
would be allocated to health (which has not yet been 
decided), this would cover between 5 and 15% of the 
2019 health funding gap. Assuming that a 10% fund on 
oil producers is put in place, this would bring in an ad-
ditional USD 10 million per year.35 These two funds could 
at most cover 20% of the health funding gap.
One problem remains: the implementation of the mi-
ning code and this fund. The Extractive Industries Trans-
parency Initiative (EITI) has been implemented in the 
DRC. The EITI conducted a study to determine whether 
the allocation of mining revenue was being applied in 
practice and it was found that no revenue was ever 
disbursed.36 In addition, the Natural Resource Gover-
nance Institute report reviewing the new mining code 
expressed concern that the fund was not aligned with 
a long-term mining vision and a definition of «future 
generations»37.

In summary, this is an excellent opportunity to mobilize 
domestic resources. Careful attention will need to be 
paid to implementation of the Next Generation Fund 
and the distribution of revenue as planned. The health 
sector may wish to advocate for a significant share of 
the fund, given its large funding gap. For the provinces 
that will once again receive 25% of the mining reve-
nue, the health sectors in those provinces should claim 
a significant portion of this funding. 

4.2.2 Property Taxes

According to workshop participants, provincial pro-
perty tax is the second major tax capable of raising 
funds for health. The legal basis is established by Ordi-
nance-Law n° 69-006 of February 10, 1969 on real taxes 
and Ordinance-Law No. 69-009 of February 10, 1969 
on income tax. These two texts established three types 
of taxes in the field of real estate and land taxation 
including built and non-built land properties as well as 
revenue from the rental of buildings and land located 
on Congolese territory; that is, property taxes.

These have become provincial taxes since the enact-
ment of the Constitution of the Democratic Republic 
of the Congo of February 18, 2006, and the law No. 
08/012 of July 31, 2008 on the fundamental principles 
relating to the free administration of the provinces. 
The framework for the management and collection of 
these taxes is set by each province. For example, the 
Province of Katanga has created, through its Provin-
cial Assembly, the Haut-Katanga Revenue Directorate 
(DRHKAT). This department is responsible for setting, 
inspecting, collecting and litigating provincial property 
taxes.

Property tax is based on two factors: the built-up area 
and the unbuilt area. It is due annually by any natural 
or legal person, holder of the right of ownership, posses-
sion, transfer or concession of the taxable property, as 
well as by persons occupying, by virtue of a lease, pro-
perty belonging to the private domain of the State, the 
provinces, cities and municipalities or to the districts.

Congolese tax legislation provides for exemptions for 
certain properties, either because of the occupation 
of their owners or because of their use. For example, 
property owned by the State and its branches, foreign 
states, non-profit associations and buildings used exclu-
sively for agriculture or animal husbandry are exempt 
from property tax.

32  NATURAL RESOURCE GOVERNANCE INSTITUTE
33  Ibid.
34  Ibid.
35  Author’s own estimates based on expected DGRAD revenue in 2017 and 2018, collected from 
   oil Producers (the majority of which are license-fees).
36  ITIE (2016).
37  NATURAL RESOURCE GOVERNANCE INSTITUTE

38  These are based on Slack E. (2013), Di John (2008), and Birdsall and Gupta (2018).
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There is a strong case for the implementation of pro-
perty taxes38 :
→   Progressive tax - The burden falls on middle and 

high-income households. Property taxes are one of 
the few mechanisms for progressive taxation in LDCs.

→   Reduced corruption - Since the assets are real estate, 
tax evasion is difficult. Property taxes can reduce 
corruption when properly enforced.

→   Few economic side effects - Property taxes are more 
balanced. They do not have the negative effects 
of tax incentives on labor and do not reduce in-
vestment. The supply of urban land is fixed and 
taxing it does not harm urban investment. Rather, 
it encourages landowners to use their land more 
productively.

→   Important part of fiscal decentralization - Property 
taxes may be one of the few potential sources of 
taxation for local governments, which have been gi-
ven increasing responsibilities for service provision (in 
the recent wave of decentralization), but have not 
been able to generate sufficient local revenue.

→   Increases visibility and accountability - Property 
taxes have the advantage of creating accountabi-
lity in local citizens, a political advantage for good 
governance.

→   Potential revenue - The urban property tax is one of 
the most underused forms of taxation in LDCs. Al-
though expensive to maintain, it can be a growing, 
balanced and sustainable source of revenue.

Can these taxes be used for health? - While it is not 
common for a portion of property tax to be allocated 
to the social sector, a precedent exists. In the United 
States, for example, some local governments have al-
located revenue/property taxes to fund schools, road 
construction and water services.39 As with any tax or 
levy, the details can be determined by each provincial 
authority. The level of the tax in general is the propor-
tion they would like to allocate to the health sector, 
from 100% to a much smaller share.  

Design and implementation will vary according to the 
specific realities of each province. Different assess-
ment methods may be used: what type of tax, on what 
properties, level/rate of taxation, etc. The optimal ap-
proach and feasibility of implementation would require 
specific analysis and research to determine which one 
would be best suited to the country and jurisdiction. 
The rates can be low, with most countries between 0.5 
and 1%, and can be set by local authorities.40 Rates 
may vary depending on the use of the property: farms, 
single-family homes, etc. Properly designed and imple-
mented, property tax can be «fair and progressive».41 
The two following areas need to be considered when 
setting it up 42:

→   Don’t raise taxes too quickly - The process of imple-
menting property tax will need to be gradual and 
the rates reasonable. Not 10 to 30% as in Egypt and 
Kenya, which has led to poor compliance. 

→   Do not offer too many exemptions - This will reduce 
implication in terms of equity and revenue collec-
tion. In many developing countries, middle-class 
homeowners are resistant to paying property tax. 
As a result, governments can often grant numerous 
tax exemptions to different categories of property 
owners. For example, Kenya, South Africa and Tan-
zania exempt different categories of land and the 
minister and local authorities have a lot of freedom 
to grant exemptions.

In summary, property tax can be a progressive source 
of revenue for decentralized governments. An increase 
in their use could provide a much-needed source of 
funding for healthcare. In addition, «taxation, particu-
larly in the form of property taxes...can help increase 
the territorial reach of the State. The diversity of the tax 
base is a telling indicator of the State’s ability to inte-
ract with different sectors and regions and indicates 
the extent to which the State’s authority permeates 
society».43 However, it will require political and admi-
nistrative reforms. To be successful, an assessment of 
the existing reform environment, legal and institutional 
structures, administrative capacity, and political will is 
necessary. This would be relevant at the national and 
provincial levels.

39  UN-HABITAT (2011), page 4.
40  Slack E. (2013).
41  UN-HABITAT (2011).
42  From Birdsall and Gupta (2018).
43  Di John (2010).
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4.3 External funding
Multiple external stakeholders fund health and PFM 
in the DRC. Table 8 shows the historical contributions 
to PFM and health as a share of total government 
expenditure. Investments in PFM represent about 0.5% 
of total government expenditure. If «public policy and 
administrative management» funding (which may 
include activities to improve budgeting and planning) 
is added, this contribution amounts to 1% of total public 
expenditure. Disbursements in the health sector are about 
6% (excluding 2018, which shows only partial data). The 
majority of health expenditure from Development Partners 
(DPs) goes to the provinces, almost 80%.

The main PFM stakeholders are44: the World Bank, which 
funds 50% of all external disbursements for PFM; the African 
Development Bank, which funds 20%; and the UK and EU, 
which fund 15% each. These four and others, such as China, 
the United States, Sweden, and Belgium, are engaged in 
«public policy and administrative management».

A recent report describes several sectoral projects 
or programs with considerable financial resources 
dedicated to PFM issues. Even more interestingly, the 
report also gives examples of «significant existing invest-
ments that are incomplete and where there appears to 
be a real risk of financial waste given the large amounts 
already committed if funds are not found or released to 
complete these projects:  
Computer equipment, funded by the currently closed 
World Bank PRCG project, remains unused and simply 
stored in the CII’s management warehouses; 
Computer equipment for the national network of charte-
red public accountants funded by the European Union 
under the PAMFIP project, which is currently closed, is not 
operational due to lack of funding for the deployment of 
the SAP software package.»45 

In addition to this waste, the report concludes that «the 
dialogue between government and donors on PFM re-
form is superficial and irregular.46» In the health sector, 18 
PDDs emerged between 2015 and 2017, with the main 
contributors being: the Global Fund providing 35% of 
external health funds; the United States 27%; the United 
Kingdom 15%; and other smaller stakeholders accounting 
for about 5% each (the EU, Belgium, GAVI, the UN, and the 
World Bank47). 

The largest share of funding at the central level, 60%, 
is dedicated to primary and basic health care; 24% 
is dedicated to malaria control. Health policy and 
administrative management receive 4% of all donor 
funding for health and capital expenditure also receives 
4% (buildings and equipment).

At the provincial level, funding is primarily for malaria 
control - 45%. Basic health care accounts for 20%, funding 
for tuberculosis and other infectious diseases is more signi-
ficant than at the central level with 16%. In the provinces, 
funds for health policy, administrative management, and 
infrastructure represent a larger share, at 7% of total PDD 
funds.

2015 2016 2017 2018*

PFM 0,4 % 0,6 % 0,3 % 0,3 %

Public policy and administrative management 0,9 % 0,4 % 0,6 % 0,2 %

Health 6,2 % 5,3 % 7,2 % 1,5 %

Of which is provincial health 4,9 % 4,3 % 5,5 % 0,5 %

Table 10: Development Partners in PFM and Health in the 
DRC (Disbursements as a percentage of total govern-
ment expenditure)
Source : External Financing Monitoring Directorate, Ministry of Planning, PGAI
Note: 2018 * - Disbursement data is partial

45  Mokoro (2018).
46  Ibid. page 2.
47  This section is based on data from the PGAI, the External Financing Monitoring Directorate,
   Ministry of Planning.
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The level of expenditure on training for health personnel, 
both at the central and provincial levels is low, represen-
ting less than 1% of total PDD funds. Execution rates are 
71% for external health sector funds - central and provin-
cial48 .

Reliability of aid and reduction of losses, as in the example 
above, are the objectives of the Single Contract. The 
Single Contract is a management contract between the 
MoH at the provincial level, the Provincial Health Authority 
and the PDDs. The objective is to virtually pool financial re-
sources to support an integrated provincial health action 
plan to ensure suitable implementation and tracking of 
action plans. This issue was addressed in the FSA and the 
benefits of this measure are beginning to be seen as it is 
being used to help fund healthcare plans in the medium 
term. This should lead to more effective use of external 
funding in the health sector. However, in terms of future 
revenue mobilization from external sources, the macroe-
conomic and fiscal framework of the NHDP seems to sug-
gest that the DRC is becoming a middle-income country, 
no longer dependent on aid, or at least not having to 
ask for more. It also seems to suggest that funds would 
come from sources outside the Paris Club: China, India 
and South Korea. If this trend takes shape and affects the 
composition of external funding for the health sector, the 
achievements of the Single Contract and the efforts of the 
MoH and PDDs to align and mobilize resources in priority 
areas may be jeopardized.

Therefore, it is imperative that all new PDDs wishing to 
contribute to the health sector be thoroughly vetted 
and sign the Single Contract. The Single Contract is an 
extremely useful tool for the MoH and Provincial Health 
Authorities to fill funding gaps in the highest priority areas. 
Provinces should be encouraged to use this tool: it could 
help improve planning and budgeting skills that are 
clearly lacking: Kwilu, for example, based on negative 
feedback has not properly deployed the Single Contract 
in the province.
The FSA also included a mobilization strategy. The 
government’s main task was to improve PFM, budget 
allocation and execution. This exercise can also be ap-
plied to PDDs. Using the Single Contract and the 2019-
22 NHDP resource mapping database will help identify 
areas with significant funding gaps, gather information 
about them, and demonstrate why this is a health prio-
rity. This can form the basis of an investment case for 
all PDD headquarters and potential new PDDs to come 
and help the health sector.

There is evidence that health capacity building and 
PFM in health at the provincial level are under-funded 
despite being particularly necessary. Considering how 
to pool funding for the PDD and possibly work with 

COREF and the MoH to create a strong and sustainable 
capacity building plan for all provinces would have a 
beneficial long-term impact on health funding, PFM 
skills, and health outcomes. 

A final key element would be for PDDs to lobby the 
government for a budget line to cover co-financing 
needs (e.g. GAVI and Global Fund). Thanks to evidence 
of how the funding is working against health priorities at 
central and provincial levels - PDDs and the govern-
ment can develop an investment case for co-financed 
payments. Investing a certain amount of money now 
needs to be seen as a way to obtain funds in the future. 
The country will become aware of this thanks in part 
to guaranteed external funding for vaccines. There is 
evidence that spending on vaccination campaigns is 
cost-effective: that is, the long-term benefits of vacci-
nation outweigh the much higher costs of treatment of 
these diseases.

48  Ibid.
49  Democratic Republic of Congo (2016), page 95.
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5. Conclusions 
and policy 
recommendations

Decentralization is a new and developing system in the DRC, politically, 
technically and financially. The 26 new provinces were only created in 
2016, and have had only a few years to change long-established habits. 
While there certainly seems to be a commitment to decentralization, the 
process lacks the dynamism to advance provincial choices and needs, 
and to fund them appropriately.
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5.1 Advancing decentralization 
to improve resource allocation
In terms of general recommendations to advance 
decentralization in the DRC, we note that decen-
tralization to date resembles centralization, with the 
provinces and ETDs instruments for the execution of 
the decisions of the central power without taking into 
account, in many cases, the needs, wishes, aspirations, 
and requirements of the local population, even in the 
area of health funding.

Thus, for better mobilization and allocation of health 
resources at the decentralized level, the challenges to 
be met include:  
→   The effectiveness of the transfer of skills and resources 

to the provinces and ETDs according to a process of 
progressiveness and powers between the different 
levels of governance, 

→   The funding of decentralization within the framework 
of a coherent set of instruments combining local taxa-
tion, the 40% retrocession system and the national 
equalization mechanism for investments to ensure less 
unequal development between provinces, 

→   The harmonization, coherence and coordination of 
support for the decentralization process by develop-
ment partners, 

→   The regular functioning of all the structures for im-
petus, steering, coordination, tracking of the pro-
cess and support for the provinces, as well as the 
continued adoption of the legal arsenal relating to 
decentralization.

5.2 Resource Mobilization 
for Health at the central and 
provincial level
Decentralization is not only a problem for provincial 
health authorities. The central health authorities are 
also severely underfunded. Both the FSA and this report 
on resource mobilization noted that the health sector 
is highly dependent on household expenditure and 
external funding. Currently, revenue is not distributed 
in accordance with constitutional requirements, i.e. 
retrocessions leaving provinces with significant funding 
gaps. In addition, revenue estimates and budget al-
locations are not made, so salaries are paid first and 
other forms of health expenditure and investment are 
not carried out.
However, decentralization has opened up opportuni-
ties for provincial deductions for the installation and 
collection of revenue from their own taxes, as shown in 

the following case studies:

The case studies showed that funding trends in Haut-Ka-
tanga and Kwilu are similar on average to those obser-
ved at the national and provincial levels: retrocessions 
are not received in accordance with constitutional 
and budgetary promises and only current expendi-
ture is executed. In addition, data from Haut-Katanga 
showed that health revenue represents less than 1% of 
total revenue and that the budget allocated to health 
remains low at 5%, of which only half is implemented. 
According to the case study, many taxes remain at the 
discretion of the provincial authorities but are not used. 
The province and the health sector should determine 
who would best meet provincial health needs. In Kwilu, 
it was obvious that provincial health authorities were 
not involved in the budget process. The health sector 
in Kwilu receives significant aid from development 
partners, but payments have been delayed and the 
rollout of the Single Contract is weak.
In general, revenue mobilization is a difficult issue in 
the DRC, both at the central and provincial levels. 
The ability to collect taxes, hold them with an official 
revenue collection authority, and then budget and 
execute them according to planned priorities is out of 
reach. However, in this context, there are some sugges-
tions and recommendations for central and provincial 
health authorities to mobilize funds for health:

1. Earmarked tax revenue
a.  Extractive Industries - The proper implementation 

of the Next Generation Fund and the distribution of 
revenue as planned must be carefully observed. The 
health sector may wish to advocate for a significant 
share of this fund, given its large funding gap. For 
the provinces that will once again receive 25% of 
mining revenue, the relevant provincial health sec-
tors should claim a significant share of this funding. It 
should also be noted that the mining code stipulates 
the possibility of an allocation of 0.3% of the turnover 
of mining companies to community projects (Article 
258 bis of the mining code). The mining code is thus 
a very rich legal arsenal, which, if implemented, 
could benefit the social sectors, including health.

b.  Property taxes  can be a progressive source of reve-
nue for local governments. An increase in their use 
could provide a much-needed source of funding for 
health care. In theory, 15% of property tax revenue 
is destined for decentralized entities and could the-
refore be an opportunity to increase the budget for 
social sectors. 
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2.  Activities to enable increased resources for health
a.  More rigorous analysis and planning of budget 

projections by the CFO. A solution to overcome the 
problem of low revenue and downward revisions to 
budget allocations could be for the MoH to conduct 
an internal analysis of historical budget trends. The 
MoH could try to analyze past trends to determine 
what proportion of funding may be available in any 
given year for non-salary expenditure. This would 
allow the prioritization of expenditure on products or 
investments within a much smaller and more realistic 
budget. While this is possible at the central level, 
there is little room for maneuver at the provincial 
level where non-salary spending is very low, but this 
same type of analysis could however be conducted.

b.  Increase the level of the health budget allocated to 
the provinces by 2% each year through the develop-
ment of an advocacy note. The Minister of Health, in-
cluding the DEP and the CFO should make a plea to 
the Budget Minister so that the increase in the health 
budget allocated to the provinces be included in 
the criteria for determining the sectoral envelopes 
of the medium-term expenditure framework (MTEF). 
To do this, the implementation of program budgets 
at the provincial level should be initiated. The DEP, 
in conjunction with COREF should accompany the 
provinces, particularly the DPSs to ensure the link 
between the provincial health priorities and the 
available resources in order to identify the funding 
needs that will serve as a basis for advocacy for in-
creased funding for health.

c.  Establish a tool for the distribution of health budget 
credits between the provinces and the central level 
by the CFO. The objective of this tool is to allow for 
the distribution of health resources, as minimal as they 
are, on the basis of objective criteria that take into 
account health priorities. The implementation of this 
tool will be done through: 1) The definition of criteria 
for resource allocation (e.g. number of children, ma-
ternal mortality rate, provincial revenue, etc.), 2) The 
recruitment of a computer programming consultant 
to write a computer model integrating the different 
allocation criteria and the level of the MoH’s finan-
cial envelope.

d.  Advocate at the provincial level for an increase in 
the budget allocated to health in provincial budgets 
(provincial edicts). The MoH DEP should organize 
working and awareness projects with the Gover-
nors and Presidents of the provincial assemblies. 
This should focus on the link between the health 
situation in the province and health funding. Similar 
advocacy experiences in other countries can be 

used to ensure that provincial authorities are truly 
involved in resource mobilization efforts for health in 
their province. The implementation of program bud-
gets at the provincial level will also contribute to this 
advocacy as they will make it possible to show the 
funding needs between the priorities of the province 
and the funding actually available for health as well 
as the situation of the main health indicators.  

3.  Budget execution and efficiency
a.  Employ a Chief Financial Officer (CFO) for the MoH. 

Recruiting a CFO for the MoH will help improve the 
execution rate in the health sector. Accelerating 
the operationalization of the CFO will allow closer 
tracking of the execution of external and national 
funding. This is a priority for the MoH. It should be 
noted that since this study was carried out in 2019, a 
CFO has been appointed and is in place.  

b.  Establishment of an inter-ministerial committee to 
track the budget on a quarterly basis. This inter-mi-
nisterial committee for tracking MoH budget exe-
cution allows for quarterly tracking of the health 
budget and strengthens the accountability of the 
MoH to the Ministries of Budget and Finance. At a 
minimum, this initiative can document and highlight 
the reasons why the MoH is not receiving the funds 
it was promised. This could help increase the rate of 
capital expenditure execution. 

c.  Reduce the use of the emergency procedure in 
the execution of the health budget. This will require 
the creation of a budget line in the MoH budget 
to cover urgent, unforeseeable and unplanned 
expenditure. For greater transparency in the use of 
these resources, the Budget Ministry may set a cei-
ling on «unplanned expenditure» that may not be 
exceeded, and execution will be done through a 
special procedure for the initial provision of 50% of 
the planned funds, with the balance released after 
prior justification of the first tranche. The limitation of 
recourse to emergency procedures should be done 
through a tripartite health, budget and finance col-
laboration. In this case, the multisectoral tracking 
committee for the execution of the health budget 
should be initiated.

d.  Make the Budget Commitment Plan (BCP) deve-
lopment process participatory. The Budget Ministry 
should establish a framework for dialogue with the 
MoH to discuss quarterly priorities to be taken into 
account in the BCP and also provide an opportunity 
for the Ministry to adjust its planning based on the 
amount of the proposed BCP;

e.  Limit extra-budgetary expenditures. The vast majo-



DRC Health Financing Reform for UHC: Mobilization and allocation of resources for health49

rity of this expenditure is related to unplanned acti-
vities with no apparent link to health priorities. Their 
limitation will be achieved through the institutiona-
lization and computerization of the development of 
medium-term expenditure/program budget expen-
diture frameworks in the health sector;

f.  Regularly adjust the budget through the preparation 
of a corrective finance act. The corrective finance 
act makes it possible to correct the initial budget 
estimates, taking into account the evolution of the 
economic and social context as well as perfor-
mance in the use of resources. On the basis of a 
mid-term review of budget execution (revenue and 
expenditure), the Budget Ministry will allow the MoH 
to allocate unused budget lines to cover in-demand 
priority expenditure, which will improve the level of 
expenditure. Also, in the event of an unexpectedly 
good economic outlook, the surplus revenue may 
be distributed through the corrective finance act 
and the MoH, which will be able to benefit from it, 
will allocate it to cover unfunded priorities. The pre-
paration of the corrective finance act is carried out 
at the level of the MoH by the CFO, who works with 
the DEP.

g.  Prioritize expenditure in the MoH budget taking into 
account actual disbursement patterns. Budget cre-
dit lines that have a low execution rate each year 
should be reduced in favor of those which have a 
good execution rate, taking into account the actual 
needs. The CFO, in conjunction with the DEP, should 
inventory all the expenditure lines of the MoH bud-
get and analyze their level of execution over the last 
five years. This will make it possible to record the ave-
rage level of execution of under-performing budget 
lines and the surplus will be allocated to performing 
budget lines.

h.  Improving the quality of available data by the CFO 
and DEP of the MoH as well as at the provincial MoH 
level. One of the greatest difficulties encountered 
during this study, in particular for provincial analysis, 
was the availability and quality of budgetary data. 
Without this fundamental tool, any recommenda-
tion remains approximate. It is therefore essential 
to invest in improving this data, in particular by pro-
moting the computerization of financial data and 
its use at the central and decentralized levels. The 
NHDP 2019-22 resource mapping at the central and 
provincial levels, as well as the implementation of 
the program budget, will contribute to generating 
more information on public health expenditure at 
several levels.

i.  Continue to implement the procurement strategy for 
health services to improve resource use at the health 
center level, thereby improving budget execution of 
non-salary expenditure. The strategic purchasing 
reform piloted in several provinces has resulted in 
improved health service use and quality by provi-
ding greater autonomy to health facilities as well as 
financial and non-financial incentives that have had 
an impact on health facility productivity and access 
to health services. The MoH has anchored this ap-
proach in the health financing strategy, which has 
the potential to make more optimal use of resources 
in the DRC. In addition, this reform promotes the 
provision of a package of essential health services, 
linked to the key programs that the central and pro-
vincial MoH must implement, allowing the central, 
provincial and service point levels to have the same 
objectives, facilitating the budgetary execution of 
key programs and thus the health budget at the 
central and provincial levels. 

4. External funding
a. Strategy for mobilizing development partners based 
on the NHDP 2019-22 resource mapping. The use of the 
Single Contract and the NHDP 2019-22 resource map-
ping database as well as the MoH program budget 
format will help identify areas with significant funding 
gaps, gather information on the reasons for these gaps 
and the issues in resolving them for health care. This 
can form the basis of an investment case for all PDD 
headquarters and potential new PDDs who come to 
help the health sector.

b.  Single Contract. This has proven to be useful. There-
fore, any new PDD wishing to contribute to the health 
sector should subscribe to it. This will ensure that fun-
ding is aligned with government priorities and used 
effectively. Provinces should be particularly encou-
raged to use this tool as it can help improve planning 
and budgeting skills that are clearly lacking. 

c.  Business case for a funded budget line for co-finan-
cing needs. PDDs and the government can prepare 
a business case for co-financing payments. These 
should be considered as a method of achieving a 
return on investment rather than a recurring cost.

5.  PFM Capacity building at central and provincial 
levels

a.  Training in public finance. Finally, one of COREF’s 
roles is to provide training to ensure a minimum 
platform for PFM within the central and provincial 
governments. The capacity building plan is being 
drafted and funding is coming from development 
partners. The objective is to improve resource mo-
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bilization, expenditure management, planning, 
tracking and evaluation, as well as the drafting of 
laws to strengthen decentralized PFM. 

b.  Coordinate the PFM capacity building plan with the 
PDDs. There is evidence that health capacity buil-
ding and PFM in health at the provincial level are 
under-funded despite being particularly necessary. 
Considering how to pool funding for the PDD and 
possibly work with COREF and MoH to create a 
strong and sustainable capacity building plan for all 
provinces would have a beneficial long-term impact 
on health funding, PFM skills, and health outcomes.
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Actions Activity
Responsible 
for implementation Periodicity

Allocated tax 
revenue

Gradually increase the level of resources retroceded to the 
provinces

Government Medium-term

Implement existing resource mobilization mechanisms (mining 
code, property tax, future generations fund)

Medium-term

Advocate for more 
health resources 

More rigorous analysis and planning of budget projections. A 
solution to overcome the problem of low revenue and downward 
revisions to budget allocations could be for the MoH to conduct 
an internal analysis of historical budget trends

DEP/CFO MoH Short-term

Increase the level of the health budget allocated to the provinces 
by 2% each year through the implementation of the program 
budget

Budget Ministry Short-term

Establish a tool for the distribution of budgetary credits between 
the provinces and the central level 

DEP/CFO MoH Medium-term

Advocate at the provincial level to increase the budget allocated 
to health in the provincial budgets (provincial edicts) through the 
implementation of the program budget

MoH/DEP Medium-term

Improve budget 
execution and 
efficiency in the use 
of resources

Speed up the establishment of the CFO Cabinet/General 
Secretariat

Short-term

Formalize the health budget execution tracking committee by an 
inter ministerial health-finance-budget order

Cabinet Ministry of 
Health

Short-term

Make the process of developing the BCP participatory Budget Ministry Short-term

Supporting the provinces in their budget execution DEP/CFO MoH Medium-long 
term

Reduce the use of emergency procedures in budget execution Cabinet Ministry of 
Health

Medium-term

Limit extra-budgetary expenditure Cabinet Ministry of 
Health

Medium-term

Prioritize expenditure in the MoH budget by taking into account 
actual disbursement patterns

DEP/CFO MoH Short-term

Carry out regular budgetary adjustments through drafting a 
corrective finance law

Budget Ministry/MoH Short-term

Continue the implementation of the Procurement of Health 
Services Strategy to improve resource use at the health center 
level, and thus the budget execution of non-salary expenditures of 
the health budget at the central and provincial levels

MoH contracting unit Short-term

Mobilization and use 
of external funding

Develop a development partners mobilization strategy based on 
the NHDP 2019-22 resource mapping to meet existing needs.

GIBS with support, 
DEP/CFO MoH

Short-term

Business case for a funded budget line for co-financing 
requirements 

DEF/CFO Short-term

Strengthen the Single Contract mechanism and extend it to all 
provinces

DEP/CFO MoH Medium-term

Capacity building Train provincial stakeholders in PFM mechanisms, including 
program budget reform

COREF/CFO Short-term

Coordinate PFM capacity building plan with PDDs GIBS/COREF/CFO Medium-term

5.3 Matrix of recommendations presented as an action plan for the 
Ministry of Health 
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Appendix A. 

List of interviewees

A.1 People we met in Kwilu province

Name Title

AKAMITUNA NDOLO  
Philipe

Principal Private Secretary of 
the Governor’s Cabinet

Dr. Shalet SHALENGO Provincial Minister of Health

Jean Pierre BASAKE  
KALEMA 

Head of Health Department

Wilo Head of Budget Department

KITOKO SOMY Freddy Head of Planning Department

MUNDELE Head of Finance Department

MANDUNDU YECKSE 
Gustave

DGREK General Director

KITONGO Dodo  
Zacharie

Deputy General Directort

LUWALA Fidèle DGREK Principal Collector

MABA BEDEL DGREK Inspector

MANDUNDU YECKSE 
Gustave

DGREK General Director

KITONGO Dodo  
Zacharie

Deputy General Directort

LUWALA Fidèle DGREK Principal Collector

SEBUKA Alexandre WHO/Kwilu

A.2 People we met in Haut-Katanga province

Name Title

Flore Principal Private Secretary of the 
Governor’s Cabinet

Monsieur Michel  
MOMAT

Provincial Minister of Budget 
and Planning. Acting Provincial 
Minister of Finance 

  Principal Private Secretary of the 
Provincial Minister of Health’s 
Cabinet

Monsieur Thierry  
MULEKA

Principal Private Secretary of the 
Provincial Minister of Budget and 
Planning’s Cabinet

Monsieur Freddy 
KASONGO

Principal Private Secretary of the 
Provincial Minister of Finance, 
Public Service, Industry and SMEs

Patrice MPUNGUE Councillor in charge of the 
budget at the Provincial Ministry 
of Budget and Planning

  DGRKAT Director

MBUYA POPOPO Head of Planning Department 

Jean-Claude 
Miampisouka

Planning Department Office 
Manager 

Jean-Marie KAFWEMBE Head of Provincial Health 
Department

Bertain YOMBE Head of Resources Office in the 
Provincial Health Department

Dr Nathalie MULONGO Head of Technical Support Office

Dr Augustin MUZANGA Head of Health Information 
Office 
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Appendix B.  

Execution tables for Kwilu

B.1 Revenue and Expenditure in Kwilu in 2016

N° NATURE Projection
Linear 
at 30 June

Realisation 
at 30 June

Execution rate 
at 30 June

I CURRENT REVENUE: 62 099 413 285w 31 049 706 643 60 990 884 305 196,43

  I.1. Quota (40%) of national revenue 43 581 084 737 21 790 542 369 60 242 124 882 276,46

  I.2 Own Revenue 18 518 328 548 9 259 164 274 748 759 423 8,09

II EXCEPTIONAL REVENUE 3 428 201 401 1 714 100 700   0,00

III EXTERNAL REVENUE: 0 0 0  

  II.1 Donations and external legacy 
projects

0 0    

  PROVINCE TOTAL 65 527 614 686 32 763 807 343 60 990 884 305 186,15

I CURRENT EXPENDITURE: 47 249 915 529 23 624 957 765 60 785 637 059 257,29

1 Domestic public debt 271 019 246 135 509 623 0 0,00

2 Financial expenses 90 339 749 45 169 875 0 0,00

3 Staff costs 33 489 242 276 16 744 621 138 58 117 198 214 347,08

4 Goods and materials 629 611 131 314 805 566 199 405 176 63,34

5 Services expenditure 2 851 440 120 1 425 720 060 251 766 280 17-66

6 Transfers and interventions 9 918 263 007 4 959 131 504 2 217 267 389 44,71

II CAPITAL EXPENDITURE: 18 277 699 157 9 138 849 579 195 026 600 2,13

7 Equipment 1 962 545 824 981 272 912 15 241 600 1,55

8 Construction, renovation,
and addition of structures and buildings

16 315 153 333 8 157 576 667 179 785 000 2/20

III LOANS AND ADVANCES 0 0 0  

9 Loans and advances 0      

  PROVINCE TOTAL 65 527 614 686 32 763 807 343 60 980 663 659 186,12
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B.2 Health Revenue and Expenditure in Kwilu in 2016

Health Sector Projection
Linear 
at 30 June

Realisation 
at 30 June

Execution rate 
at 30 June

REVENUE 82 011 006 41 005 503 11 003 781 27

Tax for destruction of expired medicines 89 572 44 786 23 816 Dusche (11)

Tax on pharmacy licenses 13 524 000 6 762 000 3 925 134 58,05

Opening fee for a health facility 10 139 080 5 069 540 802 377 15,83

Quota on the fees of public and private medical technical 
institutes

227 850 113 925 24 006 21,07

Opening fee for a medical technical institute 13 771 254 6 885 627 4 097 119 59,50

ITM educational credentials issuance products 4 588 850 2 294 425 1 433 527 62,48

Approval fee for a Medical Technical Institute 12 622 400 6 311 200 697 802 11 06

Transactional fines 27 048 000 13 524 000 0 0,00

EXPENDITURE 4 163 227 017 2 081 613 509 0 0

1.1. Construction 3 284 727 017 1 642 363 509 0 0,00 %

I.1.2. Renovation 500 000 250 000 0 0,00 %

B.3 Revenue and Expenditure in Kwilu in 2017

    Forecast Realisation Realisation Rate 

I CURRENT REVENUE: 83 391 176 788 82 992 815 843 99,52

  I.1. Quota (40%) of national revenue 64 851 895 545 80 754 815 891 124,52

  I.2. Own Revenue 18 539 281 243 2 237 999 952 12,07

II EXCEPTIONAL REVENUE 2 350 000 000 0 0,00

III EXTERNAL REVENUE: 743 750 000 0 0,00

  II.1. Donations and external legacy projects 743 750 000 0 0,00

  TOTAL 86 484 926 788 82 992 815 843 95,96

I CURRENT EXPENDITURE: 63 764 448 028 82 621 295 843 129,57

1 Domestic public debt 873 550 377 131 245 380 15 02

2 Financial expenses 45 801 620 2 400 000 Entre 5 et 24

3 Staff costs 50 429 168 100 78 533 565 548 155,73

4 Goods and materials 858 145 330 115 829 867 13,50

5 Services expenditure 3 774 422 194 548 769 850 14,54

6 Transfers and interventions 7 783 360 407 3 289 485 198 42,26

II CAPITAL EXPENDITURE: 22 720 478 760 371 520 000 1,64

7 Equipment 2 174 031 625 193 520 000 19 ,90

8 Construction, renovation,
and addition of structures and buildings

20 546 447 135 178 000 000 0,87

III LOANS AND ADVANCES 0 0 0,00

9 Loans and advances 0 0 0,00

  TOTAL 86 484 926 788 82 992 815 843 95,96
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N° Nature of Revenue
Projected 
Revenue 2018

Linear 
Revenue 2018

Realised 
Revenue 2018

Realisation 
rate 2018

I Domestic revenue: 105 237 731 840 52 618 865 920 311 098 415 039 295,61

I.1 Current revenue: 104 738 849 247 52 369 424 624 311 098 415 039 297,02

 I.1.1. Quota of national revenue 84 182 856 587 42 091 428 294 154 153 192 156 183,12

I.1.2. Own Revenue 20 555 992 660 10 277 996 330 156 945 222 883 763,50

I.2. EXCEPTIONAL REVENUE 498 882 593 249 441 297 0 0,00

I.2.1. Subsidy to decentralized services 498 882 593 249 441 297 0 0,00

  Loan proceeds 0 0 0 0,00

II EXTERNAL REVENUE: 0 0 0 0,00

II.1. Donations and external legacy projects 0     0,00

  PROVINCE TOTAL 105 237 731 840 52 618 865 920 311 098 415 039 295,61

I CURRENT EXPENDITURE: 89 974 307 066 44 987 153 533 307 481 305 658 341,74

1 Domestic public debt 2 017 916 348 1 008 958 174

2 Financial expenses 91 743 294 45 871 647 156 945 222 883 171069,97

3 Staff costs 70 580 037 672 35 290 018 836 0 0,00

4 Goods and materials 534 591 474 267 295 737 150 163 222 652 28089,34

5 Services expenditure 2 419 542 592 1 209 771 296 366 650 863 15,15

6 Transfers and interventions 14 330 475 686 7 165 237 843 6 209 260 0,04

II CAPITAL EXPENDITURE: 15 263 424 774 7 631 712 387 0 0,00

7 Equipment 2 326 787 343 1 163 393 672 0 0,00

8 Construction, renovation,
and addition of structures and buildings

12 936 637 431 6 468 318 716 0 0,00

III LOANS AND ADVANCES 0 0 0 0,00

9 Loans and advances     0 0,00

  PROVINCE TOTAL 105 237 731 840 52 618 865 920 307 481 305 658 292,18

B.4 Health Revenue and Expenditure in Kwilu in 2017

Health Sector Forecast Realisation Execution 
Rate 

REVENUE 82 052 012 4 985 000 6,08

Tax for destruction of expired medicines 89 617 0 0,00

Tax on pharmacy licenses 13 530 762 4 235 000 31,30

Opening fee for a health facility 10 144 150 600 000 5,91

Quota on the fees of public and private medical technical institutes 227 964 150 000 65 / 80

Opening fee for a medical technical institute 13 778 140 0 0,00

ITM educational credentials issuance products 4 591 144 0 0,00

Approval fee for a Medical Technical Institute 628 711 0 0,00

Transactional fines 27 061 524 0 0,00

EXPENDITURE 3 472 000 000 0 0,00

1.1. Construction 2 000 000 0 0,00

I.1.2. Renovation 555 000 000 0 0,00

 
B.5 Revenue and Expenditure in Kwilu in 2018
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B.6 Health Revenue and Expenditure in Kwilu in 2018

Health Sector Forecast Realisation Execution Rate

REVENUE 32 926 584 3 964 800 12,04

Tax on pharmacy licenses 15 000 000 francs 
belges

50 000 0,33

Opening fee for a health facility 10 114 150 3 814 800 37 / 72

Quota on the fees of public and private medical technical 
institutes

2 227 964 100 000 4,49

ITM educational credentials issuance products 2 591 144 0 0,00

Transactional fines 2 993 326 0 0,00

EXPENDITURE 1 335 974 000 0 0,00

1.1. Construction 1 219 234 000 0 0,00

I.1.2. Renovation 116 740 000 0 0,00

Appendix C.  
Execution Tables 
for Haut-Katanga
C.1 2017 fiscal year budget execution table 

Sections Forecast Realisation % of Execution

RE
V

EN
U

E

Current revenue 401,171,273,612.00 252,181,449,915.00 62.86

Of which central government retrocession 183,611,467,408.00 27,435,421,538.00 14.94

Health Sector 235,618,077.00 292,740,535.00 124.24

Of which common interest taxes 40,889,894.00 20,509,128.00 50.15

Of which specific taxes 194,728,183.00 272,231,407.00 139.80

Exceptional revenue 3,049,725,000.00 1,732,107,630.00 56.79

Capital revenue 0.00 0.00  

Total domestic revenue 404,220,998,612.00 253,913,557,545.00 62.81

External revenue 20,496,532,238.00 21,178,889,850.00 103.32

TOTAL REVENUE 424,717,530,850.00 275,092,447,395.00 64.77

EX
PE

N
D

IT
U

RE

TOTAL EXPENDITURE 424,717,530,850.00 281,598,947,981.00 66.30

Of which current health expenditure 12,797,925,896.00 11,835,640,847.00 92.48

Of which capital health expenditure 9,593,915,686.00 752,612,310.00 7.84

Total health expenditure 22,391,841,582.00 12,588,253,157.00 56.21
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C.2 2018 budget execution table

Sections Forecast Realisation % of Execution

RE
V

EN
U

E

Current revenue 384 701 926 463,00 256 430 300 963,00 66,65

Of which central government retrocession 192 242 696 241,00 37 119 957 269,00 19,30

Health Sector 307 814 811,00 389 818 886,00 126,64

Of which common interest taxes 41 427 815,00 18 393 486,00 44,39

Of which specific taxes 266.386.996.00 371,425,400.00 139,43

Exceptional revenue 9 067 000 000,00 5.687.313.100,00 62,72

Capital revenue 0.00 0.00  

Total domestic revenue 393.768.926.463.00 262.111.614.063,00 66,56

External revenue 22 955 259 464,00    

TOTAL REVENUE 416.724.185.927.00 262.111.614.063,00 62.89

EX
PE

N
D

IT
U

RE

TOTAL EXPENDITURE 416.727.185.927.00 270 029 657 435,00 64.79

Of which current health expenditure 37 795 466 629,00 14 491 354 097,00 38,34

Of which capital health expenditure 64 775 173,00

Total health expenditure 37 795 466 629,00 14 556 129 270,00 38,51

C.3 Table of revenue mobilization by DRHKAT from 2014 to 2018

Forecast Realisation % of Realisation

Health Province Total % Health Province Total % Health Province Total 

2014 683.920.240,00 171 951 731 920,25 0.39 248,688,067,23 196 322 885 643,04 0,12 36,36 114.17

2015 602,658,459.28 160 477 400,195,51 0.37 219.609.823.23 119 188 860 402,31 0.18 36.44 74.27

2016 54 915 056,25 142 330 304 847,95 0,03 11 718 466,62 166.090.099.742.20 0,01 21.33. 116.69

2017 71 607 000,00 222.408.360.425,24 0,03 20 004 688,87 202 253 751 045,39 0,01 27.93 90,93

2018 41 427 815,00 192 459 230 222,00 0.02 18 204 367,17 218 717 292 719,41 0,01 43,94 113,64
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