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Executive Summary

Policies to improve the equity and efficiency leéalth financingcan play a critical role in
strengthenindnealth outcomes in the developing wotitbwever, such policies must be built on
a foundation of sound evidence and analysis.

There has been a global effortpgmmotethe institutionalizatiohof National Health Accounts
(NHA) as a tool to provide a robust evidence base on the sources and allocation of public, donor
and private health expenditures at the country level. Since 2008, the World Bank has been
coordinating this effort, which draws dessons learned from countries at different stages of the
journey towards institutionalization. This work has culminated istrategic guide for the
institutionalization oNHA, developed through an extensive consultative process involving more
than fifty low-, middle and highincome countries, large and small, in all corners of the world.

This guiderepresents a synthesilessons learned from country experiences and is intended to
help countries build greater ownership of the process of desigmptgmenting, and integrating
NHA into their planning, budgeting, and monitoring procestbes summary sets out the key
elements of the guide.

The value proposition for institutionalizing NHA

NHA provide national decision makers with essential financiahformation ona count r y 0 s

health system and facilitate more sustainable, equitable and efficient allocation of

resources.NHA thus representacoste f f ect i v e, Asmarto invest ment

It is vital for effective policy making that decision makers have access to essential information
on health expenditurd such aghe share of health expenditwéhin aneconomy, the financial
burden of health spending on households, ithagnitude of external financing in health
expenditureand theshare of spendingn primary carelt is also important for policy makers to

be able to understand how these metrics are shifting over time in their countries, and to make
accurate comparisons with héa#éixpenditure in other countries.

NHA provide a globally recognized framework to systematically measure the total expenditure
and the flow of f unds.NHA pravidecaoigorousmegtidodologhata | t h
reveat actual sources of fundsgsaurce gapsand potential areas for capturing greaesource
efficiencies Theydisaggregte total health expenditure by end usg/pe of provider, andhe
population sukgroyp that benefited from health services. With such information, countries can
monitor spendinganddesign policies tachieve more sustainable, equitable, and effidieatth
financing

NHA can provide considerable valsadd to countries Many countries that have
institutionalized NHA have benefitted from the ability to visualize resm®e gaps and

!Definedasp Rout i ne -lgdandecountApamed production and utilization of an essential set of policy

relevant health expenditudatau si ng an i nternationally accepted health
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inefficiencies As a result, country leaders have been able to focus attention on priority issues,
such as reducingut-of-pocket payments by households, mobilizing additional resources for
healthcare, and identifying opportunities to improwestefficiency in government spending.

Condraints to Institutionalization

The number of countries that have institutionalized NHA is still very limite¢th 2010, only
forty-one countries were routinely producing NHA, many thfem OECD members
Institutionalization of NHAhas not progressed as fast as expéctbebpite the valuadd of
NHA and evidence that inountry institutionalization can result in significant savings in cost

and time.

Country experiencesreveal that one of the major constrants to institutionalization has
been the failure to consider NHA aspart of a complete cycle ofactivities that include
demand for data by country leaders production of NHA; disseminationand translation of
NHA data; and finally, the useand application o NHA for policy decisions

Institutionalization requires afull cycle ofNHA activitiest o
planning and budgeting processs. This cycle extend beyond production, andnvolves
translaing the essential information that NHA can help provide into insightfuldencebased
policy recommendations for decision mak@fgure 1) The steps in the cycknd their effective

linkagesto one anothear e i nf l uenced

and

be embedded withi.:

g we drectdire, sywelbas ¢ o u n t

its institutional capacity and financial resources to support Nidlated activities.

Figure 1: Framework for institutionalization of national health accounts

Demand and use

1 As country leaders make tough
trade-offs to ensure an
equitable and efficient
allocation of scarce health
resources, there is a critical
need foran evidence base

I Regularuse of NHAn policy
making contributes to more
sophisticated policy analysis

Demand and
Use

Governance
Capacity
Finance

ranslation of data and
dissemination of specific analysis

1 Thevalue of NHA data is limited
unless used as an evidence base
for more informed health financing
decisions.

I Country ownership of the
translation process allows
countries to champion key policy
insights, increasing the likelihood
thatthe answers NHA data
provide will be used to affect
policy

Translation
of data

Dissemination

Production

Production, data management,
and quality assurance

Sustainable production of data
remains a major challengein
many countries, but capacities to
produce health accounts have
grown significantly in the
developing world over the past
decade

Dissemination

—_

—_—

Making the collected data
available for analysis enhances
transparency and - with
experience - analysis and insights
thatinform policy

In countriesthathave
institutionalized NHA, data are
widely disseminated.
Dissemination takes place at two
occasions, (1) when the NHA
tables have been produced and
(2) after the data has been
translated into policy relevant
briefs



Historically, a major challenge in using NHA for decision making has been the weak link

between data production anids application by key stakeholders who could make use of the

NHA to inform policy. Much of NHA capacity building has focused oatacollection and

production whereasherehas been a relativéearth of resourcestoinvestn t he At r ansl a
large volumes of data into polieglevant information The translationof data intopolicy-
relevantanalysess essential for enablingolicy makerdo capturejnterpret, and use the critical
information contained in NHA for their policy decisions. Likewise, a céategyis required to
disseminat&NHA dataand analyses to target audientt@sugh a variety of channels

A secondmajor constraint in NHA instit utionalization has been theabsence of attention to
developing a longterm strategy for ownership and capacity building that takes realistic
account of the countryds unique resource envi
and should tailor NHA to meet their domestic policy needs. In this, the international
development partners who support NHA will need to take a longer view on
institutionalizing NHA, and allow sufficient time and pacing of activities to ensure country
ownership.

Where NHA productim has been conducted by consultants with insufficient focus on the
transfer of capacity to local stafthere has beefittle ownershipby countriesand little use has

been made of the data at the country lev@kveral countries have undertakanltiple ounds

of NHA production yet do not possess the institutional skills to own the process in a way that
serves annual budget and planning processes at the countrySlestelpractices have led NHA
activities to be viewed as an externaliyven (rather thasountryowned) process.

For the NHA cycle to be fully optimized and leveraged, the process needsi®iiownedd by

country champions who can coordinate and ensure effective linkages between the steps in

the NHA cycle. Th i swnérshipo needs to be definedand adjustedbasedon a country.
governance structure and availability of human and financial resources

I n countries where external assistance i S nee
which countries have an explicit stake in managing tiéHA institutionalization cycle.
Institutionalization will only occur when country leaders recognize the added value of the
evidence base that NHA help produéar example, dw-income countriegmight focus on
ensuringthatthe use of NHAdata will serve aan input topolicy decisionsand annual planning

and budgeting activitieswhile continuing to rely on development partners fmart of the
financingand production oNHA. In middle-income countriescountry ownership might extend

to theentire cycleincluding financing and production of NHAith minimal external support.

The Way Forward

Effective NHA institutionalizationrequires thelevelopment of longerm strategiethataddress

three key elements of the cy8lgovernance, capacity and financdng dj ust ed t o a c¢
sociaeconomic statu@Figure 2) Experiencesirawn from the countries that have contributed to

this global initiative haveprovided valuableinsights on the importance of these elements in

building the foundation for sustainingettNHA cycle. These are summarized below.
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Figure 2: A three-dimensional model of country ownership of NHA institutionalization
(Nustrative)

“lllustrative

Use of domestic
resources

increases as N
Potential reliance on

cou n_t A sirﬂeﬁﬁtioﬂal support
economic status

improves

Area of potential use of
domestic resources

Governance Capacity Finance AHow govemance, capacity, and

finance are owned and managed
throughoutthe NHA cycle should
di f fer b yocoeconanticr i
status

Production

AReliance on international supportis
expected to decre
socioeconomic status improves

Dissemina-
tion

ARegardless of the availability of
domestic resources, it is critical that
Translation countries 6ownd k
of data NHA institutionalization to ensure
uptake in planning and budgeting

processes at the country level

Demand
and use

Middle-income country model

Low-middle-income country model

Low-income country model
Low-income countries may need to rely on

international supportto finance activities, but

would benefitfrom owning the process for

creating demand and effective use of NHA

The governance structure of NHA is a core component in linking NHA production to use of
the data andits translation through further analysis into insightto supportpolicy making
Country experiences show thatferent governance models exig&ir NHA, each with its own
strengths and challengeSountriescanchoosea model that best fits their own potitil context

as well as capacities

Countries typically employ one of fougovernance model&r NHA: (1) led by the Ministry of
Health (MOH) with little external collaboration; (2) MQGldd with multisectoral collaboration;
(3) governmentmandated coordiniain by a multisectoral team; and (4) led by an entity outside

of government Each model has itstrengths andl i mi t ati ons. The opti mal
for NHA wi | | d e pirstitutionab capadty, finanvial tesoyrées, and political
context.

In all cases, an important element of success involves cleddineaing the responsibilities
within the core teamsand building strong and explicitlinkages with other agenciesto
facilitate access and validation adata Many countries defin@ Coordinating Body to plan,
budget and coordinate the cycle of NHA activitjies Policy Advisory Groupthat liaises with
key decision makers to provide them with esserftrancing information and a Technical
Consultative Group that provides datallection support, validatigrand quality assurance of
data.

11



Capacity building should target existing gaps within the NHA cycle, andfocus onbuilding
institutional knowledge. Creating a mechanism toembed NHA cycle within the policy
making process canincrease the sustainability of NHA, and bridge the gap between
production and use.

Production, dissemination, and effective use of NHA depend on access to a skilled workforce
equipped to produce work of high technical quality and empowered to coordinaelittks
betweeneach stepof the NHA cycle Capacity constraints are common, especially in health
systems where statisticians, health accountants, and health economists are scarce.

Although capacity building in many countries has been focusesh productin, a
comprehensiveassessmentf and targetedapproachto critical gapsacross the entire NHA
cycle will becrucial to build sustainable capacity for the complete cycle of data production,
dissemination, translation, and use

Experience also shosvthat addressinginstitutional and environmentalfactors can greatly
increase the capacity to sustain NHA activities and link NHA to policy decision

A Countries can build institutional knowledge by ensuring that the NHA process is
standardized and wellocumentd, and bycreatingtools to facilitate tk processThis
reduces reliance on the knowledge of a few steffinbers or of external consultants.

A Countries can consider strengthening tivstitutionalproductioncapacity by
outsourcing production of NHA onfipartnering withentitiesoutside the MOH or
outside governmensuch asiniversitiesandindependent policy and research institutions

A Countries cantild an institutional mechanisthat links NHA topolicy unitsin the
MOH as well as tdormal budgeting and planning processasch agpublic expenditure
reviews, and mediusterm expenditure frameworksThiswill give decision makers
access tansightsfrom NHA, sobridging the gap between production and.use

A Broader contextual factors auasthe political, financial and institutional environment
affect the efficiency and effectiveness of the NHA cycle.

Learning-by-doing is an effective approach to builty long-term capaciy. Capacity building
for NHA, at both the individual and institabal levels,is a highly iterative procesdg-or
example,an NHA team gradually learrtbe NHA classification andnethodology;it partners
with multiple organizations to streamline the data collection prodemssgns existing surveys to
the NHA format it adjusts methodologies to estimate consumpitoncludes higHevel policy
makers in aPolicy Advisory Group and it improves communicationamong members of that
Advisory Group

A long-term financing strategy canhelp countriessustain NHA activitiesand capture cost
efficiendesearly.

A long-term financing strategy cargeneratecostsavings.Overall, country experience show
that the cost of NHA tends to decrease significantly wdbh subsequent round of NHA is
thus cruciathat a longtermfinancing strategys put in placeextendng beyond the initial rounds

12



of NHA production, and which makes provisions ¢ostsharingbetween development partners
and countries.

Embedding NHA activities ina ¢ o u planningdasnd budgeting process can ensure
sustained financingfdNHA.

Opportunities for capturing cost efficiencies reside in early rounds of the NHA cyMere
than 70 percent of the total average NHA cost is made up wéyswonsultant, and staff cest
which form an evenlarger proportion of costis early roundsThere are severalpportunitesto
capture cost efficiencie=arly:

A Survey osts can be saved by integratittge NHA data collection proceswith routine
data management systems and by simplifying and standardizing processes and tools
Several countries avoid survey By usingtheir existing data system, sometimes by
using estimation methodologieevising questionnaigeand classifications oéxisting
surveys and budget itemisow-income countries also can limit the survey questionnaire
to essential information, and use automated NHA production tools.

A Localizing and standardizing production and analysis can save costinternational
consultans. Consulting costs can be reduced lsvdraging cheaper regional and local
expertise and avoiding international consultagindardizing and minimizing the NHA
process to reduce the workload of consultants; and building staff capacity ¢e tbeéu
need for consultant suppoifhese steps can also improgievelopment of ikcountry
knowledge and skills to manage the NHA cycle.

International and regional organizations can add value through their global network and
costefficient, peerlearning approaches but they also havespecific challenges to overcome
if they are to serve countrieseffectively over thelong term.

Coordination at the global levetan support institutionalization across the full cycle of NHA
activities at the country levelby helping to improve accountabilitand transparency and
facilitating the use of internationally comparable data. Moreover, international development
partners can add vallsy: (1) sening as a repository of knowledge to build institutional capacity
and fcilitate the exchange of informatiaof2) facilitating the link from data to issues relevaat
policy, and(3) improving transparency in their financing of health resource tracking activities.

Regionalagenciescan add value to countries by facilitatingeerbased learning, serving as a
repository of knowledge and best practices, and providing-edfstient technical expertise
However, egional agencies often laeklequate financingndstrong governancersicturesto
support their workTo leverage rgional agencies effectively, it is critical that theballenges

are overcoméhrough further dialogubetween countries and international development
partners. Countries need to define the modality that best serves their needs and be willing to
contribute to the costs of establishing and managing the agehigsvould create a market
equipped to shape the purpose and valle of regional networks from a country perspective.

* % %
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Through the process of synthesizing country experiences, it hasome clear thaive are
moving into a new era wher®HA activities can no longer be addressed in isolatictHA
activitiesneed to be conducted strategically to serve as an inmfmubroader resource tracking
ultimately to inform policy. This shift radres a more strategic partnership between countries
and their development partneemndcalls for genuine commitments to mutual transparency and
accountability on resources. It is hoped that countries and their development partners can fully
utilize NHA in makingheadway twardsnational and international targets andmprowving the
efficiency and effectiveness of courad effortsto build more equitable and efficient health
systems for populations.
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Introduction

One of the key constraints to imprimg health outcomes in the developing world redatie
equitable and efficierftealth financingln most developing countrieg, large portion ohealth
expenditure is private and eot-pocket(Gottret and Schieber, 200d)his deters the poor from
seeking health care, and puts many of the-pmor at risk of impoverishment as a result of a
health shock when they do seek care. The public €estor s hhaalthexpendituras relatively
small in low-income countriesFurtrer, there is empirical evidence indicating that, in several
low- and middleincome countries, the rich proportionately bentfit morefrom public health
spending thamlo the poor(Wagstaff, 201Q)Moreover public spending is often not allocated in
a cos-effective manner.

Any analysis of health financing issues has to begin with sound estimates of the level and flow of
resources in a health systenncluding total levels of spending, the sources of health
expenditures, the uses of funds in terms ofisesvpurchased, and terms of who purchases
them. The analysis should alsan at understanding how these resource flows are correlated
with health system outcomes, including those of improving health, reducing health inequalities,
and reducing the incahce of catastrophic health expenditure. National Health Accounts (NHA)
provide a framework to collect, compile, and analyze suchateddl types of health spending in

a country and so create a robust evidence base for policy making

Although NHA datadelineatethekey financial metrics of a health system, the collectiothese
data hae not been institutionalized in most developing counti#kilst most OECD countries
follow standardized guidelinend systems$o report NHA annually manydevelopingcountries
do not have systems in place for the routine reporting of Méldted information. The root
problems are often the same: insufficient resoutoesollect, collate, analyze and produce
information on spendingoor development of health and otlmfiormation systemdow levels

of local capacityto interpret information teneetpolicy needsand inadequate demand for data
within countries.

In many low and middleincomecountries previous NHA activitieshave been conducted as ad
hoc donordriven initiatives. Some countries have newgveloped NHA; as a result,
information on health resource flows in these countries is often limited, incomptaidy
communicated and understoadl,inconsistent.

There has beea global effort topromotethe institutionalization ofNational Health Accounts
(NHA) as a tool to provide a robust evidence base on the sources and allocation of public, donor
and private health expenditures at the country leSgice 2008, the World Bank has been
coordinding a globalinitiative to identify bottlenecks to the institutionalization of NHA, and to
learn lessons in countries at different stages on the journey towards this institutionalizaion
activitiesin this initiative haveincluded: the development athis report provision of technical
assistance to institutionalize NHA in selected countgessultative meetings with experts and
practitioners for methodological developmemind irdepth analysis othe constraints to
institutionalizing NHA based on collaborations and interactions with developing country
partners.

15



This report has been developed through a consultative pracEase international andfour
regional consultations have taken place, involving a wide mix of countries at difé¢ages on
the NHA institutionalization journey. In additioepuntry leaders in more than fifty countries
have contributed to the developmentlat report through workshops, technical assistance, and
in-person or virtual conversationselelopment paners have provided important contributions
throughout the projectreflecting their past experiences with both NHA production and
institutionalization Further, numerous World Bank staff have informed the creationsofeport
and contributed to the dgs and implementation of technical work in countries.

This reportrepresents a synthesis of lessons learned from country experiences and is intended to
serveas astrategic guideéo countries as they designd implementheir strategy to develop

nationdly relevant and internationally comparable datalected in a routine and cesffective

manner Thesedata will enable policymakersto develop and implement evidenbased
decisionsandbettermeasure the impact of health reforms, especially thdstdeto health

financing.

’See the Section i rndividualssanddDoganizatiens Conselted and Progiding Inguts into the
Strateg.ic Guidebo
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Chapter 1: The Casefor Institutionalizing National Health
Accounts

This chapter sets out the business casenfitutionalizingNational Health Accounts (NHAat

the country level. First, it showshow NHA can play a critical role in strengthening national
decision making and allocating health resources more effectively and equitably. The ttteapter
presents a framewoffor the institutionalization oNHA, from the production of accountght
through to their use in policy decisions. Each of the elements of this framework is then
elaborated in subsequent chapters.

Key points are

A NHA provide a globally recognized framework to systematically measursotivee of
public and private healtbxpenditureand t he fl ow of funds i n a

A Input fromNHA to provideanevidencebase orresource gaps and inefficienciean help
the making ofpolicy decisions to reduceut-of-pocket payments borne by househplds
increasetotal health expenditte, and identifycostsaving opportunities ogovernment
spending

A Linking NHA data withnonfinancial information (such as output and outcome indidators
can providea powerful means olinking financial investments with attainments in health
statusand diving improvements irthe effectiveness, efficiengyand quality of health
services

A A major constraintto institutionalization has been the failure to consider NHA as a
complete cycle of activitieghat includedemand for data by country leaders, production,
dissemination, translation tdrge volumes otlatainto relevant policy briefsand use of
data for policy decisions.

A While a country can Oborrowd the capacity
essetial that overallleadership and ownershigf the NHA cycle is provided by the
country itself

A ltis crucial to aligra longterm strategy bateen countries andevelopment partners that
facilitates country ownership of the NHA cycle, and is based @owntry 0 uique
resource environment.

1.1 The Value Proposition for the Institutionalization of National Health
Accounts

Essentialdata to informpolicy

Accurate information on the key dimensions of national health expenditure is essential for
effective decision making by national policy makers, both in the health sector and beyond, and
for the equitable and efficient allocation of scarce health resouiSesh information might
include:

A Health expendituras a share of GDP
A The count y 06 surehaeddts corhposdionmwventiche t

17



A The c o bealth expandituras comparé to that in countries withsimilar income
levels

A Thecountryo6s heasadomgaredo those imatherscountries with similar
income or health expenditulevels

A The finarcial burden imposed by health episodes on househdidked to their level of
financial protection andtheir risk of impoverishment due to catastrophic health
expenditure

A The share of health sectowesmentsdevoted tqrimary care

A Theshare of healthx@enditure readhg the populationgroupswith the greatest health
care needs

A The ole of external financingimte countryods health expenditu

NHA provide aglobally recognized frameworto systematially define, track, classify, and
measured he t ot al vol ume of expenditure sgsted. t he |
NHA allow countries to produce consistent and internationadijparable information on the
generation, allocation, and utilization of health system resourbésinformdion can be used in
conjunction with other datasets, such as those on health outputs and health outcomes, to further
enrich the analytical base for health policy.

If appropriately used, NHA can be a powerful leveh@dp countriesilocument resource gaps
highlight resource efficiencieseffectively advocate for additional fundghere neededand
channel money to priority areas.

NHA are also a means of ensuring accountability and transpareacy io o u usé af findnsial
resources. Thewffer a rigorous methodologio accountfor the flow of health funds from
financing sources such a80OFs development partners, and househotdsthe entities that
determine how thee funds are spentsuch asMOH, insurance agencies, and households.
Moreover, NHA allow for the disaggregation of total health expenditure by end use, sbgh as
curative or preventive carer bythe type of providethat haglelivered the servicaVith further
analysis, NHA can help identiffhe population subgroups thhtve benefited fromhealth
services.

A key valueadd offered by NHA is the ability to providetional decision makers wigssential

i nformation about the financi al st atmonitorof a c
andguide currentandfuture expenditureand assisin the designof policies to improve health

financing viaa more sustainable, equitable, and eféint allocation of resources. In an era of
constrained fiscal resourgeSIHA data can help countries prioritize funds and design more
effective interventions to protect ppmor health servicesnformation on how money is spent at

all levelsis critical for ensumg successful outcomdsr major health sector reformsncludng
implementing universal coveradg@ Thailand, for instance) atecentralizatior{such as current

efforts inthe Philippineg

Baseline data for national and internationaquity analysis

NHA can provide information on the financial burden thatltheexpenses impose on
households and provide an evidence basesforms aimed atnproving financial protection
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and redumg out-of-pocketpaymentsFor examplejn Mexico NHA data raised concerns about
exorbitant oubf-pocket expenses and led to gstablishment of Seguro Popuylamprogram

geared toward achieving universal health care coverage. Since 2068 states participating in
Seguro Populdnave witnessed a 23 percent reductioth@proportion ofamilies experiencing
catastrophic healtexpenditureThe evidence also helped the government redistribute resources
among the statgsrenk2006; King et al. 2009 Georgia has also used the information from

NHA to improve financial protection for the poor and improve equity in access to basdth

(Box 1.1).

Box 1.1: Use of NHA topromote equity in financial access to carén Georgia

Inequities infinancial access to caia Georgia have beemghlighted by outine NHA analysisData revealec
that Georgia primarily relies on private sources of financing, accounting foperdentof total health
expenditures annually between 2001 and 2007her capita terms, private health spendingre than doublec
over this period This demonstrated the @& for greater financial risk protection, particwafbr the poorest
populations

. . Private Health Expenditures as a Percentage of Total Health Expenditures, by Type
NHA estimations were subsequently & Ve (20012007) P v Iyp

used to inform the MediumTerm _mm-mmm
. Medical Service Type 2003

Expenditure  Framework MTEF), S S R p— E——

which provided additional insurance : S e B ; ;

Curative services 34%

Coverage for the pOOHS protection Inpatient curative sarvices 19% 16% 17% 17% 16% 16% 15%
fro m fl nanCIaI rlsls rel ated to Outpationt curative caro 15% 13% 13% 13% 13% 13% 13%
Catastrophic health spending_ AS  Additional medical services 7% 8% B% B% 8% o5 a%

result, 700,000 poqveople(16 percent  asedical suppliss and madical

. . i . 3% | 34% 40% | 40% | 39% | 34% | 34%
of the population) received insuranc( e
coverage for additional health car¢ Total Private expenditura 72% 71% TT% 78% 7% T2% 71%
services and drugs.The benefit ot Heatn Expenditue 100% | 100% | 100% | 100% | 100% | 100% | 100%

package was also expanded to iNCIUC toia eaith Expenditure (n
public health, primary health car@and 1000 GeLl

select hospital care services so as w

betterprovide financial access to caresource: Georgia National Health Accounts; WHO, 2009.
(World Bank, 2008)

B216 6507 7248 8359 9983 ([ 1,1596 | 1,3866

Further, internationalcomparability of NHA dataallows countrieswith similar financing and
health system structure®d compare performancdrom an equity perspective Box 1.2

summarizesseveral examples of comparative equity analysessing NHA. The need for
comparative data and standard methalglf asSHA 2011)to conduct such analyssill be

discussed in section 6.1 and Appendix A.
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Box 1.2 Using NHA for comparative equity analyses

National Health Accounts (NHA) data have been used in a comparative study teegsiysisithe distribution of
financing and health system resources in Bangladésgbal,and Sri LankdData Internationaét al, 2001) All
three countries have healtystsems in which theredominant sources of financing are taxes anébbpbcket
payments by households. Despite the similanitfinancing andleliverysystemsthe authors foundignificant
differences in terms of equityetween Bangladesh afdi Lanka In Sri Lanka, both tax and euof-pocket
paymentaverefound to beprogressive means of financingith governmentealth care expenditurégingpro-
poor.In Bangladeshhealthfinancingwasmodestlyregressive, and the distribution of government health
expenditures was not pymor.

More recently, this comparative analysis of expenditure distributions linked to NHA data has been extende
Equity in AsiaPacific Health Systems (Equitap) network. It analyzed the distribution of government health
spending in a range of countries and territories in the -Rsieific region, and used NHA data to anchor
comparative analyses of the progressivity of financing, and the household impacteBpocket healthcare
spending. Its analysis of the equity dimiens of public health spending across 11 Asian countries and provin
revealed that the distribution of public health careisrpioc h i n most devel oepdl,ng
2007), but results from Malaysia, Sri Lanka and Thailand showed thtihtimser fees (particularly for the poor
and building a large network of health facilities is necessary in order to increase-gieopgpending.

Equitapds study on t he iustrategdtheessusture andisyributioh of health finanting
in 13 Asianterritories, combinindnealth accounts and household survey data on household payments to est
thedistributionof health financind O6 Do n n e | k). Aa imposaant,findddirdnhis study was that me
affluent groups generally contribute more as a proportion of altdipay in low and lowemiddle income
territories MoreoverEqui t apdés study of t he c ateealddthatjedpiieche i m
concentration of catastrophic pagnts on the bettaff in the majority of lowincome countriesyut-of-pocket
payments still push marfamilies intopoverty(van Doorslaer et al, 2005pverall, these studies illustrate both t
use of NHA to conduct equity analyses with implicationsdfieveloping prepoor policies, as well as the benefitg
of comparative crossountry analyses linked to standardized NHA estimates.

Analysis and projectionso improve efficiency

Further, in Turkey, NHA have been used to estimate the cost of the universal health insurance
(UHI) system, its impact on owtf-pocket payments, and to identify measures to capture cost

efficiencies in theUHI. NHA analysesidentified the potential for a38% reduction of the

government cost of the UHI through the eefficiency measures such as family medicine
practice, spending caps for MOH and hospitals, and modest copayments, which have been

adopted by the government to improve the financial sustéityatfithe UHI (Box 1.24).

% world Bank. 2004Preparing for Universal Health Insance in Turkey: Estimation of Costs Under Different
ScenariosWashington, D.C.: The World Bank

* Chawla, MukeshlMenon, Rehka2011. Personal Interviewlead of Knowledge anfeniorEconomist, The World
Bank. August 22.
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Box 1.3: Efficiency gains through NHA analysis in universal health insurance in Turkey

In 2003, Turkey ranked behind most other mididieome countries in terms of its health indicafotide
expectancy was nearly 10ars below the OECD average, and infant and maternal mortality rates were ar
the highesamongmiddle-income countries. The public health sector was underperforming due to inefficig|
in resource allocation, undémained staff, and poor incentivelRo address these poor outcomes,Uhéversal
Health Insurance (UHI) systehas been establishedder theHealth Transformation Program (HTP).

One of the largest concerns in implementinglié has been the financitdasilility of increased health cts
NHA studies have been conducted1p estimate the increased coftUHI and(2) find and estimate cost
savingopportunities to maintain the government cost at sustainable level. Major achievementdtdithe
basedanalyses included:

A Identifying that additional government costs will increase waitliitionalcoverageas well ady a
further 69%from the increased utilizatiothreatening the sustainability of thitHl (Model 2 below)

A Estimaingt hat FfAf amil y ,weidhintegratesposnion raeasuresctteefamily level,
can reduceeferral rates and nereferral outpatient visits to MOH hospitals by 10% and 50%
respectively

A Estimaing thatthe further introduction of expenditure caps foOM, private hospitalsuniversity
hospitals, ad pharmaceutical spendingth modest patient copayments could reduce the governm
costs of UHI by 38% while maintaining thevel ofreduction ofout-of-pocket expenses (Model 4
below)

A Presentingiese measurés policy makers antheir adopton by government, leading to significant
efficiency gain and improved financial sustainability of the UHI system.

Additional
Total Additional Additional | Out-of-
Program | Government | Social Pocket
Model Costs Costs Costs Expenses
Model 1: Complete coverage, ng 14 113 3826 2091 (-)1734
changes in utilization patterns
Model 2: Complete coverage, wi| 17 005 6 462 4728 (-)1734
expected changes in utilizatio
levels and patterns following
GOVT EXPENDITURE ONHEALTH, WITHAND introduction of insurance
WITHOUT UHI (%GDP) Model 3: Complete coverage, wi| 16 755 6213 4214 (91998
expected changes in utilization
5.0% levels and patterns following
4.5% —,—+ || introduction of insurance, and
4.0% ) . ) e
350 w= s o= B ® | introduction of family medicine
3.02A7 S Model 4: Complete coverage, wi| 14 532 3989 2299 (-) 1690
g:goﬁ; PR i S and expected changes in utilization
levels and patterns following
1.0% introduction of insurance,
0.0% — introduction of family medicine,
and with measures adopted to
P reduce pharmaceutical, inpatient
l

53
N4

N
v
D

o Q ) R Q)

Q Q Q N N N N N
S S S K R
care and hospitddased outpatient
care expenditures

l —4—GOVT EXP NO UHI —®— GOVT EXP WITH UHI

Government heath expenditure with and without Additional costsof UHI (Trillion TL, 2002 prices)
UHI in Model 4 (after cost efficiencv aains)

A robust evidence bade inform policy decisions

Table 1.1 illustrates how several countries have used the evidence provided by the NHA data to
inform their policy decisions and to foster accountability and transparency in the health system.
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Table 1.1 Policy applications of NHA: country illustrations

Evidence for
designing health

policy

Health sector
reform and
financial risk
protection

Financial
planning,
budgeting, and
financial
sustainability

Accountability
and transparency

Equity (across
population
groups, regions,
program areas)

Allocative and
technical
efficiency in
health spending

Public health
priorities

Jordan
Philippines
Serbia
Korea

Mali

Thailand
Philippines
Kenya
India
Jordan

Tanzania
Georgia
Mali

Serbia
Burkina Faso
Tanzania
Thailand

Turkey
Kenya
Thailand
Burkina Faso

Mali
Philippines
Kenya
Burkina Faso

Georgia
Sri Lanka
Serbia
Philippines
Kenya

Problem: Cost inflation in the pharmaceuticggctor resulted in pharmaceuticals accounting fo
34% of total health expenditures, or 3% of GDP.

Impact: NHA results prompted Jordan to revise its rational drug use p&layexample, it
developed a National Essential Drug List; a National Formulariz$ésential Drug List; a Joint
Procurement Department to oversee the procurement of pharmaceuticals across the public

Problem: Weak financial risk protection left a large number of uninsured among the Thai
population.

Impact: Using NHA data, Thailand developed a policy on universal coverage in 2002,
incorporating its Low Income Scheme with the Health Card Scheme and exteodéngge to
those previously uninsured. The composition of health financing has changed over time, wit
public financing increasing and households accounting for only 18P6taf Health Expenditure
(THE) in 2008 (down from 44% in 1994).

Problem: In Tanzania, NHA brought to light the high degree of donor aid provideounffet
which inhibited budgeting and planning for key health care programs.

Impact: NHA datawereused to encouragl onor s t o channel funds
government. Since then, the proportion of donor funds provided for health throlmtuget
arrangements has increasegnificantly.

Problem: Weak transparency in public and private financial flows to health, particularly
iinformal 6 payments to providers.

Impact: NHA revealed that households incur high-ofspocket payments, including undire-
table pgments to providers. This resulted in the development of the Fiscal Bill Policy requirii
providers to share fiscal invoices with patients. This promotes transparency as it generates
accurate picture of overall financial flows within the healthaeiet facilitate planning and
rational allocation of funds.

Problem: Inequities in health spending leftany population groups without financial access to
care.

Impact: NHA revealeda need to harmonize the benefit package across insurance schemes .
mitigate outof-pocket spending for the poor (through the Green Card holders progrsa).
result Green Card holders were given access to outpatient capharndaceuticals, and today al
insurance schemes have access to the same basic benefits package. Formal health insurar
coverage has also increased, reaching 87% of the population compared to 67% of the popt
in 2002. Outof-pocket payments have deesed from 27.6% in 2000 to 17.4% of total health
spending in 2008.

Problem: Weak allocativeefficiency in Mali resulted in low financing for health at the peripher
level.

Impact: Mali has used insights from NHA to shift health financing from central to periphery
(regional) Il evels, in order to i mpheametot
increase the budget ceiling at the periphery level and address needed capital and other
investments.

Problem: Limited knowledge of spending levels and trends for key public health programs ir
Georgia limited the impact of public health priorities.

Impact: NHA wereused to inform the 200@NGASS reportcovering prevention and treatment
costs for HIV. Theseresslt wer e then used to inform the
subaccounts were used liye governmernaind development partners in evaluating the Nationa
Strategy Plan for TB and assessing the current level eElded expenditures in Georgia.

As illustrated in Table 1.1nformation from NHA isalsouseful inallocating financial resources

based

on

t hbadth polioies mrd pnoidtissvhich in turn are related to the loAgrm

financial sustainability ofa country 6tealth system. For example, choosing the quantum of
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resources for treatment of naommunicable diseases and provisiorooig-term care has been

a major policy issue for countries battling with the demographic transition and an aging
population. Large @parities in public coverage of lotgrm care costs amonmgneteenOECD
countries reflect variations in choice among countries in the way thatédomgcare is financed

and providedOECD 2005a) Burkina Faso, on the other hand, reviewed thelsmsldatdrom

NHA to reallocate resources to poorer geographical areas and to institute free health promotion
and preventive services (Box 1.3). Decisionsimprove resource allocatioto reach those
populationswho need it the mosgive NHA a clear purpose in iging improvements in
allocative efficiency, in contributing to raising the equifyhealth spending, and in supporting
country leadersn being accountable to the populations they serve. NHA can thus be used to
increase the fiscal space available forlmubealth expenditure, both through efficiency gains as
well as through making an eviderlbacked case for higher investments in health.

Box 14: Use of NHA toimprove resource allocation across geographies and program areas in Burkina Fasc

Burkina Fasdhas used NHA to improve resource allocation across regions and key progranThee2805 NHA
revealed major geographic inequities in health spending puititer regions receiving less of total health spenc
than more affluent areas. For example, Beudll Mouhoun and Nord, two of the poorest regions within the cot
with poverty incidences of 6fercentand 69percentrespectively, received a combined totalgekcentof all health
care spendingbut were home t@0 percentof thec o u n't r y 6utatioh. intoattasttpeovgalthier Centre regign
home to jus® percentof the populationreceived 29ercent of national health care spendidgspite having only
22 percentpoverty incidence.

The discrepancy in health spending was dubealifferential ability of regions to invest in infrastructure arapital
investments. Poorer regions simply lacked the resources to devote additional resources to heditidinkhi
prompted the construction and development of new health facilities logtikal government, whidhcreased by 62
percentbetween 2000 and 2009. The results also prompted the central governmetgvalugpmentagencies to
reallocate resources to poorer regions

Effective resource tracking datavealso been used to improve equity in resource allocation across pesjtams
in Burkina Faso For example, the 2005 NHA found that #ércentof the total health budget was spent
medication and other medical goods for outpatients, wherepsrt@ntwas spent on preventive services and he
promotion. This prompted the government to offer free health promotion and preventive services to en:
individuals continue to utilize primary health care services. Following this, the 2006 NHA resulsdslitat
spending on medical goods for outpatients declined tpe3dent while spending on preventive health increase«
26 percent

In addition, the NHA results showed insufficient district health spending, indicating little involverihdre health
sectorat the districievel. This prompted the central government to further decentralize responsibilities in hea
example, by transferring megand staff from central to district governments

(Zida et al, 201p

Reviewof effectivenessvhen combined with other data

NHA are an integral component ddffective Health Information Systems (HIS), and Health
Systems Strengthening (HSS) (WHO 2010a). Linking this information with other nonfinancial
information (such as output and outcome intticex providesthe basis fompowerful tools to
monitor performance, link financial investments with attainments in health ,statdsdrive
improvements in effectiveness, efficieneyd quality of health services. Lebanon, for example,
used the findingsrém its NHA exercise to put in place a comprehensive pharmaceutical policy
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and to renew its focus on primary and preventive health care, which helped it to reduce health
spending and the burden of eaftpocket spending.

I nternational comparisos

NHA have also beerused for benchmarking health system performance against established
targets and goalat the national or international leyedndin identifying existing gaps and
challengesFigures 1.1a and 1.1b illustrate the use of NHA in benchmarkinkgieé of public
expenditure on health (as a share of tthee coun
South Asia region (highlighted in black) are benchmarked in relation to their global peers
(represented by hollow circlesgs well ascounties with similar levels of income (in terms of
GDP per capita). The analysis was used to demonstrate that most countries in South Asia have
lower level of public spending on health than other countries with similar levels of income
(LaForgia and NagpaR011), making a case for increased public spending on health in these
countries. As depicted in Figure 1.1b, a similar analysis was undertaken for Ghana (World Bank,
2011) using the same dataset, where Ghana was compared to other African, East Fanmdpean
Asian countries. Such analysis can provide a useful benchmarking tooldountry as well as
international use.

Figure 1.1: Public expenditures on health as a share of GDP and in relatidio income per capita 2008

1.1a: South Asia 1.1b: Ghana in relation to peers
Public Health Expenditure as Shareof GDP versus Income perCapita (2008
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Transparency at the global level

For international development agencib$JA caninform the debate on the value of additional

funds fom development partners. Thus,céin provide critical informatio to international

partners for additional resource needs to meet global priorities such as the Millennium
Development Goals (MDGs). NHA dakeave provided evidence tdorecast theavailability of

resources andased on tis assessment of need$S$ 40 billionwasp | edged f or womer
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chil dreno Bepterhberh201@MN sutmiite In May 2011, he United Nations
Commi ssion on Information and Accountability
framework for global reporting, oversiglinda c count abi ity on women's
This accountability framework will track results and resource flows at global and country, levels

as detailed irChapter, making a clear case for resource tracking using the kaiAework

NHA can also povide data for studies examining how the availability of international aid
influencesthe allocation ofdomesticresourcedor the health sectgfFaraget al. 2009; Lu et al.

2010) By integrating NHA data into other policy instrumensaich as public expeliture

tracking systems, public expenditure reviews (PERS), and meéiimexpenditure frameworks
(MTEFsS), countries carink expenditures to budgetsaking it possible toiew the allocatios

in the context of complete public expenditure managemasiyell asto forecast future needs.
Thailand provides an example of such an approach (Box 1.3). Using internationally accepted
tools to define and measure health expenditure for these policy instruments also ensures that the
numbers used are internationatlymparable.

Analysis of the fiscal space

For a variety of reasofise.g., for assessing the availability of public resources for meeting
healthrelated MDGs or for implementing mucteeded reforms such as attaining universal
health insurance coverayy¢here has been a growing demand for a framework for analyfzeng
fiscal space for the health sector in particular.

The primary questions motivating any fiscal space assessment for health generally include:

A Given welldefined needs, what are the prests (if any) for increasing public spending
on health in the sherto-mediumtermw t hout | eopardi zi fiegm t he ¢
solvency or crowding out necessary expenditures in other sectors?

A What is the impact of broader macroeconomic factors dtigpexpenditures for heatlth
and conversely, to what extent does public and private spending on health influence the
macreeconomy?

A What can governments realistically afford, given macroeconomic and other constraints
on public expenditures for health?

A Are there examples of innovative strategies that have been successful in increasing fiscal
space for health in some countries that could be adopted in others?

It is virtually impossible to conduct a robust fiscal space assessment without access to baseline
NHA. First, analysis of NHA data provides a baseline assessment of the current allocation of
fiscal space to healtlsecond, and of obvious importance for reform possibilities, NHA can help
identify the need for additional public (and total) spending aasithheand the potential fiscal

space areas that could help meet such an identified megdexample,Tur key 6s Heal
Transformation Programims to ensure the future fiscal sustainability of the health system.
Actuarial projections using NHA data were firsonducted in 2007 under two different cost

5 Seehttp://www.who.int/pmnch/activities/jointactionplan/jap_financialgapswg/en/index tchl
http://www.who.int/pmnch/en
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scenarios to illustrate the need for buildmg s t cont ai mtomthe gysteinduchak e s 0
hard caps on public health spending, ¥sring mechanismsas well as micrefficiency
measures to ensure financial viability and fiscal sustainability of the health system
(OECD/World Bank, 2008). Many such measures were introduced between 2007 anith2910
keeping public health spending at 6% of GDP.

By parsing health resource flows by sources and use of funds, NHA data can also help assess the
role of external sources in creating (or distorting) fiscal spacéndatth in low and lower
middle-incomecountries. An analysis by Shiffman (2008) for imgte, highlights the fact that in

many African countries with relatively leyrevalence, donor commitments for HIV exceed the
national budget devoted to all other diseases and public health activities collectively, suggesting
a possible skewing of priorigsetowards donor preferences. Analysis of NHA data can also help
assess whether or not donor funds témccreate additional fiscal spacer simply displace
domesticallysourced public expenditures on health. Prudent use of external resources is
demonstrale in Indonesia where analysis of NHA data shows that donor funding on health as a
share of total health spending rose dramatically in an attempt to cushion the impact of the 1997
1998 financial crisis (Figure 1.2).

Figure 1.2: GDP growth and external resources share of health spending irndonesia

NHA data and its micro components can be analyzed in order to assess whether public resources
for health mght need to be reallocatéd improve technical and allocative efficien@nother

critical sourceof fiscal space for healtho shed light orequityd Are resources going to areas
where they are needed the most? Are the poor benefitting from public resource dudliagls?
efficiency Is the country utilizing resources so as to maximize health outputmeditaire
countries spending too much for pharmaceuticals? NHA data can be analyzed to provide answers
to these and other efficieneglated questions that can help feed into fiscal space assessments.

This sectionhasreviewed variousaspects of thevalue add that NHA data can contributén
making health financing more efficient and equitableighed againsthese benefits, the costs
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