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Executive Summary 

 

Policies to improve the equity and efficiency of health financing can play a critical role in 

strengthening health outcomes in the developing world. However, such policies must be built on 

a foundation of sound evidence and analysis.  

 

There has been a global effort to promote the institutionalization
1
 of 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 on lessons learned from countries at different stages of the 

journey towards institutionalization. This work has culminated in a strategic guide for the 

institutionalization of NHA, developed through an extensive consultative process involving more 

than fifty low-, middle- and high-income countries, large and small, in all corners of the world.  

This guide represents a synthesis of lessons learned from country experiences and is intended to 

help countries build greater ownership of the process of designing, implementing, and integrating 

NHA into their planning, budgeting, and monitoring processes. This summary sets out the key 

elements of the guide.  

 

The value proposition for institutionalizing NHA 

NHA provide national decision makers with essential financial information  on a countryôs 

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

resources. NHA thus represent a cost-effective, ñsmartò investment for countries. 

It is vital for effective policy making that decision makers have access to essential information 

on health expenditureðsuch as the share of health expenditure within an economy, the financial 

burden of health spending on households, the magnitude of external financing in health 

expenditure, and the share of spending on primary care. It 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 health expenditure in other countries.  

NHA provide a globally recognized framework to systematically measure the total expenditure 

and the flow of funds in a countryôs health system. NHA provide a rigorous methodology that 

reveals actual sources of funds, resource gaps, and potential areas for capturing greater resource 

efficiencies. They disaggregate total health expenditure by end user, type of provider, and the 

population sub-group that benefited from health services. With such information, countries can 

monitor spending and design policies to achieve more sustainable, equitable, and efficient health 

financing. 

NHA can provide considerable value-add to countries. Many countries that have 

institutionalized NHA have benefitted from the ability to visualize resource gaps and 

                                                 
1
 Defined as: óRoutine government-led and country-owned production and utilization of an essential set of policy 

relevant health expenditure data using an internationally accepted health accounting framework.ô 
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inefficiencies. As a result, country leaders have been able to focus attention on priority issues, 

such as reducing out-of-pocket payments by households, mobilizing additional resources for 

healthcare, and identifying opportunities to improve cost-efficiency in government spending. 

Constraints to Institutionalization  

The number of countries that have institutionalized NHA is still very limited.  In 2010, only 

forty-one countries were routinely producing NHA, many of them OECD members. 

Institutionalization of NHA has not progressed as fast as expectedðdespite the value-add of 

NHA and evidence that in-country institutionalization can result in significant savings in cost 

and time.   

Country experiences reveal that one of the major constraints to institutionalization has 

been the failure to consider NHA as part of a complete cycle of activities that include 

demand for data by country leaders; production of NHA; dissemination and translation of 

NHA data; and finally, the use and application of NHA for policy decisions.  

Institutionalization requires a full cycle of NHA activities to be embedded within a countryôs 

planning and budgeting processes. This cycle extends beyond production, and involves 

translating the essential information that NHA can help provide into insightful, evidence-based 

policy recommendations for decision makers (Figure 1). The steps in the cycle and their effective 

linkages to one another are influenced and guided by a countryôs governance structure, as well as 

its institutional capacity and financial resources to support NHA- related activities.  

Figure 1: Framework for institutionalization of national health accounts 
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Historically, a major challenge in using NHA for decision making has been the weak link 

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

NHA to inform policy. Much of NHA capacity building has focused on data collection and 

production, whereas there has been a relative dearth of resources to invest in the ñtranslationò of 

large volumes of data into policy-relevant information. The translation of data into policy-

relevant analyses is essential for enabling policy makers to capture, interpret, and use the critical 

information contained in NHA for their policy decisions. Likewise, a clear strategy is required to 

disseminate NHA data and analyses to target audiences through a variety of channels.  

A second major constraint in NHA instit utionalization has been the absence of attention to 

developing a long-term strategy for ownership and capacity building that takes realistic 

account of the countryôs unique resource environment. Countries need to ñlearn by doingò 

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 production has been conducted by consultants with insufficient focus on the 

transfer of capacity to local staff, there has been little ownership by countries and little use has 

been made of the data at the country level. Several countries have undertaken multiple rounds 

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 country level. Such practices have led NHA 

activities to be viewed as an externally-driven (rather than country-owned) process. 

For the NHA cycle to be fully optimized and leveraged, the process needs to be ñownedò by 

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

the NHA cycle. This ñownershipò needs to be defined and adjusted based on a countryôs 

governance structure and availability of human and financial resources.  

In countries where external assistance is needed there has to be a ñshared responsibilityò in 

which countries have an explicit stake in managing the NHA institutionalization cycle. 
Institutionalization will only occur when country leaders recognize the added value of the 

evidence base that NHA help produce. For example, low-income countries might focus on 

ensuring that the use of NHA data will serve as an input to policy decisions and annual planning 

and budgeting activities, while continuing to rely on development partners for part of the 

financing and production of NHA. In middle-income countries, country ownership might extend 

to the entire cycle, including financing and production of NHA, with minimal external support.  

The Way Forward 

Effective NHA institutionalization requires the development of long-term strategies that address 

three key elements of the cycleðgovernance, capacity and financingðadjusted to a countryôs 

socio-economic status (Figure 2). Experiences drawn from the countries that have contributed to 

this global initiative have provided valuable insights on the importance of these elements in 

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

(Illustrative)  
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Capacity building should target existing gaps within the NHA cycle, and focus on build ing 

institutional knowledge. Creating a mechanism to embed NHA cycle within the policy 

making process can increase 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 coordinate the links 

between each step of 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 focused on production, a 

comprehensive assessment of and targeted approach to critical gaps across the entire NHA 

cycle will be crucial to build sustainable capacity for the complete cycle of data production, 

dissemination, translation, and use.  

Experience also shows that addressing institutional and environmental factors can greatly 

increase the capacity to sustain NHA activities and link NHA to policy decisions: 

Á Countries can build institutional knowledge by ensuring that the NHA process is 

standardized and well-documented, and by creating tools to facilitate the process. This 

reduces reliance on the knowledge of a few staff members or of external consultants. 

Á Countries can consider strengthening their institutional production capacity by 

outsourcing production of NHA or by partnering with entities outside the MOH or 

outside government, such as universities and independent policy and research institutions. 

Á Countries can build an institutional mechanism that links NHA to policy units in the 

MOH as well as to formal budgeting and planning processes (such as public expenditure 

reviews, and medium-term expenditure frameworks). This will give decision makers 

access to insights from NHA, so bridging the gap between production and use. 

Á Broader contextual factors such as the political, financial and institutional environment 

affect the efficiency and effectiveness of the NHA cycle. 

Learning-by-doing is an effective approach to building long-term capacity. Capacity building 

for NHA, at both the individual and institutional levels, is a highly iterative process. For 

example, an NHA team gradually learns the NHA classification and methodology; it partners 

with multiple organizations to streamline the data collection process; it aligns existing surveys to 

the NHA format; it adjusts methodologies to estimate consumption; it includes high-level policy 

makers in a Policy Advisory Group; and it improves communication among members of that 

Advisory Group.  

A long-term financing strategy can help countries sustain NHA activities and capture cost 

efficiencies early. 

A long-term financing strategy can generate cost savings. Overall, country experiences show 

that the cost of NHA tends to decrease significantly with each subsequent round of NHA. It is 

thus crucial that a long-term financing strategy is put in place extending beyond the initial rounds 
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of NHA production, and which makes provisions for cost-sharing between development partners 

and countries.  

Embedding NHA activities in a countryôs planning and budgeting processes can ensure 

sustained financing of NHA.  

Opportunities for capturing cost efficiencies reside in early rounds of the NHA cycle. More 

than 70 percent of the total average NHA cost is made up of survey, consultant, and staff costs, 

which form an even larger proportion of costs in early rounds. There are several opportunities to 

capture cost efficiencies early:  

Á Survey costs can be saved by integrating the NHA data collection process with routine 

data management systems and by simplifying and standardizing processes and tools. 

Several countries avoid survey costs by using their existing data system, sometimes by 

using estimation methodologies, revising questionnaires and classifications of existing 

surveys and budget items. Low-income countries also can limit the survey questionnaire 

to essential information, and use automated NHA production tools. 

Á Localizing and standardizing production and analysis can save costs on international 

consultants. Consulting costs can be reduced by: leveraging cheaper regional and local 

expertise and avoiding international consultants; standardizing and minimizing the NHA 

process to reduce the workload of consultants; and building staff capacity to reduce the 

need for consultant support. These steps can also improve development of in-country 

knowledge and skills to manage the NHA cycle. 

 

International and regional organizations can add value through their global networks and 

cost-efficient, peer-learning approaches, but they also have specific challenges to overcome 

if they are to serve countries effectively over the long term. 

Coordination at the global level can support institutionalization across the full cycle of NHA 

activities at the country level, by helping to improve accountability and transparency and 

facilitating the use of internationally comparable data. Moreover, international development 

partners can add value by: (1) serving as a repository of knowledge to build institutional capacity 

and facilitate the exchange of information; (2) facilitating the link from data to issues relevant to 

policy; and (3) improving transparency in their financing of health resource tracking activities.  

Regional agencies can add value to countries by facilitating peer-based learning, serving as a 

repository of knowledge and best practices, and providing cost-efficient technical expertise. 

However, regional agencies often lack adequate financing and strong governance structures to 

support their work. To leverage regional agencies effectively, it is critical that these challenges 

are overcome through further dialogue between 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 agencies. This would create a market 

equipped to shape the purpose and value-add of regional networks from a country perspective. 

* * *  
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Through the process of synthesizing country experiences, it has become clear that we are 

moving into a new era where NHA activities can no longer be addressed in isolation. NHA 

activities need to be conducted strategically to serve as an input into broader resource tracking, 

ultimately to inform policy. This shift requires a more strategic partnership between countries 

and their development partners, and calls for genuine commitments to mutual transparency and 

accountability on resources. It is hoped that countries and their development partners can fully 

utilize NHA in making headway towards national and international targets and in improving the 

efficiency and effectiveness of country-led efforts to build more equitable and efficient health 

systems for populations. 
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Introduction  

 

One of the key constraints to improving health outcomes in the developing world relates to 

equitable and efficient health financing. In most developing countries, a large portion of health 

expenditure is private and out-of-pocket (Gottret and Schieber, 2006). This deters the poor from 

seeking health care, and puts many of the non-poor at risk of impoverishment as a result of a 

health shock when they do seek care. The public sectorôs share of health expenditure is relatively 

small in low-income countries. Further, there is empirical evidence indicating that, in several 

low- and middle-income countries, the rich proportionately benefit far more from public health 

spending than do the poor (Wagstaff, 2010). Moreover, public spending is often not allocated in 

a cost-effective manner. 
 

Any analysis of health financing issues has to begin with sound estimates of the level and flow of 

resources in a health system, including total levels of spending, the sources of health 

expenditures, the uses of funds in terms of services purchased, and in terms of who purchases 

them. The analysis should also aim at understanding how these resource flows are correlated 

with health system outcomes, including those of improving health, reducing health inequalities, 

and reducing the incidence of catastrophic health expenditure. National Health Accounts (NHA) 

provide a framework to collect, compile, and analyze such data on all types of health spending in 

a countryðand so create a robust evidence base for policy making. 

 

Although NHA data delineate the key financial metrics of a health system, the collection of these 

data have not been institutionalized in most developing countries. Whilst most OECD countries 

follow standardized guidelines and systems to report NHA annually, many developing countries 

do not have systems in place for the routine reporting of NHA-related information. The root 

problems are often the same: insufficient resources to collect, collate, analyze and produce 

information on spending; poor development of health and other information systems; low levels 

of local capacity to interpret information to meet policy needs; and inadequate demand for data 

within countries.  

 

In many low- and middle-income countries, previous NHA activities have been conducted as ad 

hoc, donor-driven initiatives. Some countries have never developed NHA; as a result, 

information on health resource flows in these countries is often limited, incomplete, poorly 

communicated and understood, or inconsistent. 

  

There has been a global effort to promote the institutionalization of 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 a global initiative to identify bottlenecks to the institutionalization of NHA, and to 

learn lessons in countries at different stages on the journey towards this institutionalization. The 

activities in this initiative have included: the development of this report; provision of technical 

assistance to institutionalize NHA in selected countries; consultative meetings with experts and 

practitioners for methodological development; and in-depth analysis of the constraints to 

institutionalizing NHA, based on collaborations and interactions with developing country 

partners.  
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This report has been developed through a consultative process
2
. Five international and four 

regional consultations have taken place, involving a wide mix of countries at different stages on 

the NHA institutionalization journey. In addition, country leaders in more than fifty countries 

have contributed to the development of this report, through workshops, technical assistance, and 

in-person or virtual conversations. Development partners have provided important contributions 

throughout the project, reflecting their past experiences with both NHA production and 

institutionalization. Further, numerous World Bank staff have informed the creation of this report 

and contributed to the design and implementation of technical work in countries. 

 

This report represents a synthesis of lessons learned from country experiences and is intended to 

serve as a strategic guide to countries as they design and implement their strategy to develop 

nationally relevant and internationally comparable data, collected in a routine and cost-effective 

manner. These data will enable policy makers to develop and implement evidence-based 

decisions, and better measure the impact of health reforms, especially those related to health 

financing.  

   

                                                 
2
 See the Section in this document entitled, ñIndividuals and Organizations Consulted and Providing Inputs into the 

Strategic Guideò.  
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Chapter 1: The Case for Institutionalizing National Health 

Accounts  

This chapter sets out the business case for institutionalizing National Health Accounts (NHA) at 

the country level. First, it shows how NHA can play a critical role in strengthening national 

decision making and allocating health resources more effectively and equitably. The chapter then 

presents a framework for the institutionalization of NHA, from the production of accounts right 

through to their use in policy decisions. Each of the elements of this framework is then 

elaborated in subsequent chapters.  

 

Key points are: 

 

Á NHA provide a globally recognized framework to systematically measure the source of 

public and private health expenditures and the flow of funds in a countryôs health system.  

Á Input from NHA to provide an evidence base on resource gaps and inefficiencies can help 

the making of policy decisions to reduce out-of-pocket payments borne by households, 

increase total health expenditure, and identify cost-saving opportunities on government 

spending. 

Á Linking NHA data with nonfinancial information (such as output and outcome indicators) 

can provide a powerful means of linking financial investments with attainments in health 

status and driving improvements in the effectiveness, efficiency, and quality of health 

services. 

Á A major constraint to institutionalization has been the failure to consider NHA as a 

complete cycle of activities that include demand for data by country leaders, production, 

dissemination, translation of large volumes of data into relevant policy briefs, and use of 

data for policy decisions. 

Á While a country can óborrowô the capacity and finance needed to develop NHA, it is 
essential that overall leadership and ownership of the NHA cycle is provided by the 

country itself. 

Á It is crucial to align a long-term strategy between countries and development partners that 

facilitates country ownership of the NHA cycle, and is based on a countryôs unique 

resource environment. 

 

1.1 The Value Proposition for the Institutionalization of National Health 

Accounts 
 

Essential data to inform policy  

 

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 resources. Such information might 

include:  

 

Á Health expenditure as a share of GDP  

Á The countyôs health expenditure and its composition over time  
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Á The countryôs health expenditure as compared to that in countries with similar income 

levels 

Á The countryôs health outcomes as compared to those in other countries with similar 

income or health expenditure levels 

Á The financial burden imposed by health episodes on householdsðlinked to their level of 

financial protection and their risk of impoverishment due to catastrophic health 

expenditure  

Á The share of health sector investments devoted to primary care 

Á The share of health expenditure reaching the population groups with the greatest health 

care needs  

Á The role of external financing in the countryôs health expenditure 

 

NHA provide a globally recognized framework to systematically define, track, classify, and 

measure the total volume of expenditure and the flow of funds in a countryôs health system. 

NHA allow countries to produce consistent and internationally comparable information on the 

generation, allocation, and utilization of health system resources. This information 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 lever to help countries document resource gaps, 

highlight resource efficiencies, effectively advocate for additional funds where needed, and 

channel money to priority areas.  

 

NHA are also a means of ensuring accountability and transparency in a countryôs use of financial 

resources. They offer a rigorous methodology to account for the flow of health funds from 

financing sources such as MOFs, development partners, and households, to the entities that 

determine how these funds are spent, such as MOH, insurance agencies, and households. 

Moreover, NHA allow for the disaggregation of total health expenditure by end use, such as by 

curative or preventive care, or by the type of provider that has delivered the service. With further 

analysis, NHA can help identify the population subgroups that have benefited from health 

services.  

 

A key value-add offered by NHA is the ability to provide national decision makers with essential 

information about the financial status of a countryôs health system. This information can monitor 

and guide current and future expenditure, and assist in the design of policies to improve health 

financing via a more sustainable, equitable, and efficient allocation of resources. In an era of 

constrained fiscal resources, NHA data can help countries prioritize funds and design more 

effective interventions to protect pro-poor health services. Information on how money is spent at 

all levels is critical for ensuring successful outcomes for major health sector reforms, including 

implementing universal coverage (in Thailand, for instance) or decentralization (such as current 

efforts in the Philippines).  

 

Baseline data for national and international equity analysis    

 

NHA can provide information on the financial burden that health expenses impose on 

households and provide an evidence base for reforms aimed at improving financial protection 
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and reducing out-of-pocket payments. For example, in Mexico NHA data raised concerns about 

exorbitant out-of-pocket expenses and led to the establishment of Seguro Popular, a program 

geared toward achieving universal health care coverage. Since 2004, those states participating in 

Seguro Popular have witnessed a 23 percent reduction in the proportion of families experiencing 

catastrophic health expenditure. The evidence also helped the government redistribute resources 

among the states (Frenk 2006; 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 health care 

(Box 1.1). 

 

 

 
Box 1.1: Use of NHA to promote equity in financial access to care in Georgia 

 

Inequities in financial access to care in Georgia have been highlighted by routine NHA analysis. Data revealed 

that Georgia primarily relies on private sources of financing, accounting for 71 percent of total health 

expenditures annually between 2001 and 2007. In per capita terms, private health spending more than doubled 

over this period. This demonstrated the need for greater financial risk protection, particularly for the poorest 

populations.  

 

NHA estimations were subsequently 

used to inform the Medium-Term 

Expenditure Framework (MTEF), 

which provided additional insurance 

coverage for the poor as protection 

from financial risks related to 

catastrophic health spending. As a 

result, 700,000 poor people (16 percent 

of the population) received insurance 

coverage for additional health care 

services and drugs. The benefit 

package was also expanded to include 

public health, primary health care, and 

select hospital care services so as to 

better provide financial access to care. 

(World Bank, 2008) 
 

 

 

Further, international comparability of NHA data allows countries with similar financing and 

health system structures to compare performance from an equity perspective. Box 1.2 

summarizes several examples of comparative equity analyses using NHA. The need for 

comparative data and standard methods (such as SHA 2011) to conduct such analysis will be 

discussed in section 6.1 and Appendix A. 

Private Health Expenditures as a Percentage of Total Health Expenditures, by Type 

of Medical Service (2001-2007) 

 
 

Source: Georgia National Health Accounts; WHO, 2009. 
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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 to assess equity in the distribution of 

financing and health system resources in Bangladesh, Nepal, and Sri Lanka (Data International et al., 2001). All 

three countries have health systems in which the predominant sources of financing are taxes and out-of-pocket 

payments by households. Despite the similarity in financing and delivery systems, the authors found significant 

differences in terms of equity between Bangladesh and Sri Lanka. In Sri Lanka, both tax and out-of-pocket 

payments were found to be progressive means of financing, with government health care expenditures being pro-

poor. In Bangladesh, health financing was modestly regressive, and the distribution of government health 

expenditures was not pro-poor. 

 

More recently, this comparative analysis of expenditure distributions linked to NHA data has been extended by the 

Equity in Asia-Pacific Health Systems (Equitap) network. It analyzed the distribution of government health 

spending in a range of countries and territories in the Asia-Pacific region, and used NHA data to anchor 

comparative analyses of the progressivity of financing, and the household impacts of out-of-pocket healthcare 

spending. Its analysis of the equity dimensions of public health spending across 11 Asian countries and provinces 

revealed that the distribution of public health care is pro-rich in most developing countries (OôDonnell et al., 

2007), but results from Malaysia, Sri Lanka and Thailand showed that limiting user fees (particularly for the poor), 

and building a large network of health facilities is necessary in order to increase the pro-poor spending.  

 

Equitapôs study on the progressivity of health financing illustrated the structure and distribution of health financing 

in 13 Asian territories, combining health accounts and household survey data on household payments to estimate 

the distribution of health financing (OôDonnell et al, 2005a). An important finding from this study was that more 

affluent groups generally contribute more as a proportion of ability-to-pay in low and lower-middle income 

territories. Moreover, Equitapôs study of the catastrophic impact of health financing revealed that, despite the 

concentration of catastrophic payments on the better-off in the majority of low-income countries, out-of-pocket 

payments still push many families into poverty (van Doorslaer et al, 2005). Overall, these studies illustrate both the 

use of NHA to conduct equity analyses with implications for developing pro-poor policies, as well as the benefits 

of comparative cross-country analyses linked to standardized NHA estimates. 

 

 

  

 

Analysis and projections to improve efficiency 

 

Further, in Turkey, NHA have been used to estimate the cost of the universal health insurance 

(UHI) system, its impact on out-of-pocket payments, and to identify measures to capture cost 

efficiencies in the UHI. NHA analyses identified the potential for a 38% reduction of the 

government cost of the UHI through the cost-efficiency 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 sustainability of the UHI (Box 1.2
3,4

).  

  

                                                 
3 World Bank. 2004. Preparing for Universal Health Insurance in Turkey: Estimation of Costs Under Different 

Scenarios. Washington, D.C.: The World Bank 
4
 Chawla, Mukesh, Menon, Rehka. 2011. Personal Interview. Head of Knowledge and Senior Economist, The World 

Bank. August 22. 
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A robust evidence base to 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. 

 

Box 1.3: Efficiency gains through NHA analysis in universal health insurance in Turkey 

 

In 2003, Turkey ranked behind most other middle-income countries in terms of its health indicatorsðlife 

expectancy was nearly 10 years below the OECD average, and infant and maternal mortality rates were among 

the highest among middle-income countries. The public health sector was underperforming due to inefficiencies 

in resource allocation, under-trained staff, and poor incentives. To address these poor outcomes, the Universal 

Health Insurance (UHI) system has been established under the Health Transformation Program (HTP).   

 

One of the largest concerns in implementing the UHI has been the financial feasibility of increased health costs. 

NHA studies have been conducted to (1) estimate the increased cost of UHI and (2) find and estimate cost 

saving opportunities to maintain the government cost at sustainable level. Major achievements of the NHA-

based analyses included: 

 

Á Identifying that additional government costs will increase with additional coverage as well as by a 

further 69% from the increased utilization, threatening the sustainability of the UHI (Model 2 below) 

Á Estimating that ñfamily medicineò practice, which integrates prevention measures at the family level, 

can reduce referral rates and non-referral outpatient visits to MOH hospitals by 10% and 50% 

respectively 

Á Estimating that the further introduction of expenditure caps for MOH, private hospitals, university 

hospitals, and pharmaceutical spending with modest patient copayments could reduce the government 

costs of UHI by 38% while maintaining the level of reduction of out-of-pocket expenses (Model 4 

below) 

Á Presenting these measures to policy makers and their adoption by government, leading to significant 

efficiency gain and improved financial sustainability of the UHI system.  

 

 

                                                                                               
 

0.0%
0.5%
1.0%
1.5%
2.0%
2.5%
3.0%
3.5%
4.0%
4.5%
5.0%

GOVT EXPENDITURE ON HEALTH, WITH AND 
WITHOUT UHI (%GDP)

GOVT EXP NO UHI GOVT EXP WITH UHI

Model 

Total 

Program 

Costs 

Additional 

Government 

Costs 

Additional 

Social 

Costs 

Additional 

Out-of-

Pocket 

Expenses 

Model 1: Complete coverage, no 

changes in utilization patterns 

14 113 3 826 2 091 (-) 1 734 

Model 2: Complete coverage, with 

expected changes in utilization 

levels and patterns following 

introduction of insurance 

17 005 6 462 4 728 (-) 1 734 

Model 3: Complete coverage, with 

expected changes in utilization 

levels and patterns following 

introduction of insurance, and 

introduction of family medicine 

16 755 6 213 4 214 (-) 1 998 

Model 4: Complete coverage, with 

expected changes in utilization 

levels and patterns following 

introduction of insurance, 

introduction of family medicine, 

and with measures adopted to 

reduce pharmaceutical, inpatient 

care and hospital-based outpatient 

care expenditures 

14 532 3 989 2 299 (-) 1 690 

 
 Government health expenditure with and without 

UHI  in Model 4 (after cost efficiency gains) 
Addit ional costs of UHI  (Trillion TL, 2002 prices) 
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Table 1.1: Policy applications of NHA: country illustrations  

Thematic Area 
Country 

examples 
Policy impact in the highlighted country example 

Evidence for 

designing health 

policy  

Jordan 
Philippines 

Serbia 

Korea 

Mali  

Problem: Cost inflation in the pharmaceutical sector resulted in pharmaceuticals accounting for 

34% of total health expenditures, or 3% of GDP.  

Impact: NHA results prompted Jordan to revise its rational drug use policy. For example, it 

developed a National Essential Drug List; a National Formulary for Essential Drug List; a Joint 

Procurement Department to oversee the procurement of pharmaceuticals across the public sector.  

Health sector 

reform and 

financial risk 

protection  

Thailand 
Philippines 

Kenya 

India 

Jordan 

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 extending coverage to 

those previously uninsured. The composition of health financing has changed over time, with 

public financing increasing and households accounting for only 18% of Total Health Expenditure 

(THE) in 2008 (down from 44% in 1994).  

Financial 

planning, 

budgeting, and 

financial 

sustainability  

Tanzania 
Georgia  

Mali  

Problem: In Tanzania, NHA brought to light the high degree of donor aid provided off-budget 

which inhibited budgeting and planning for key health care programs. 

Impact: NHA data were used to encourage donors to channel funds in a ñbasketò managed by 

government. Since then, the proportion of donor funds provided for health through on-budget 

arrangements has increased significantly.  

Accountability 

and transparency  

Serbia 
Burkina Faso 

Tanzania 

Thailand  

Problem: Weak transparency in public and private financial flows to health, particularly 

ñinformalò payments to providers. 

Impact: NHA revealed that households incur high out-of-pocket payments, including under-the-

table payments to providers. This resulted in the development of the Fiscal Bill Policy requiring 

providers to share fiscal invoices with patients. This promotes transparency as it generates a more 

accurate picture of overall financial flows within the health sector to facilitate planning and 

rational allocation of funds.  

Equity (across 

population 

groups, regions, 

program areas)  

Turkey  
Kenya 

Thailand 

Burkina Faso  

Problem: Inequities in health spending left many population groups without financial access to 

care. 

Impact: NHA revealed a need to harmonize the benefit package across insurance schemes and 

mitigate out-of-pocket spending for the poor (through the Green Card holders program). As a 

result, Green Card holders were given access to outpatient care and pharmaceuticals, and today all 

insurance schemes have access to the same basic benefits package. Formal health insurance 

coverage has also increased, reaching 87% of the population compared to 67% of the population 

in 2002. Out-of-pocket payments have decreased from 27.6% in 2000 to 17.4% of total health 

spending in 2008.  

Allocative and 

technical 

efficiency in 

health spending  

Mali  
Philippines 

Kenya 

Burkina Faso 

Problem: Weak allocative efficiency in Mali resulted in low financing for health at the periphery 

level. 

Impact: Mali has used insights from NHA to shift health financing from central to periphery 

(regional) levels, in order to implement the governmentôs decentralization policy. The aim is to 

increase the budget ceiling at the periphery level and address needed capital and other 

investments.  

Public health 

priorities  

Georgia 
Sri Lanka 

Serbia 

Philippines 

Kenya  

Problem: Limited knowledge of spending levels and trends for key public health programs in 

Georgia limited the impact of public health priorities.  

Impact: NHA were used to inform the 2007 UNGASS report, covering prevention and treatment 

costs for HIV. These results were then used to inform the governmentôs HIV/AIDS strategy. TB 

sub-accounts were used by the government and development partners in evaluating the National 

Strategy Plan for TB and assessing the current level of TB-related expenditures in Georgia.  

  

As illustrated in Table 1.1, information from NHA is also useful in allocating financial resources 

based on the countryôs health policies and priorities, which in turn are related to the long-term 

financial sustainability of a countryôs health system. For example, choosing the quantum of 
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resources for treatment of non-communicable diseases and provision of long-term care has been 

a major policy issue for countries battling with the demographic transition and an aging 

population. Large disparities in public coverage of long-term care costs among nineteen OECD 

countries reflect variations in choice among countries in the way that long-term care is financed 

and provided (OECD 2005a). Burkina Faso, on the other hand, reviewed the end-use data from 

NHA to reallocate resources to poorer geographical areas and to institute free health promotion 

and preventive services (Box 1.3). Decisions to improve resource allocation to reach those 

populations who need it the most give NHA a clear purpose in driving improvements in 

allocative efficiency, in contributing to raising the equity of health spending, and in supporting 

country leaders in being accountable to the populations they serve. NHA can thus be used to 

increase the fiscal space available for public health expenditure, both through efficiency gains as 

well as through making an evidence-backed case for higher investments in health. 

 

Box 1.4: Use of NHA to improve resource allocation across geographies and program areas in Burkina Faso 

 

Burkina Faso has used NHA to improve resource allocation across regions and key program areas. The 2005 NHA 

revealed major geographic inequities in health spending with poorer regions receiving less of total health spending 

than more affluent areas. For example, Boucle du Mouhoun and Nord, two of the poorest regions within the country 

with poverty incidences of 60 percent and 69 percent respectively, received a combined total 11 percent of all health 

care spending, but were home to 20 percent of the countryôs total population. In contrast, the wealthier Centre region, 

home to just 9 percent of the population, received 29 percent of national health care spending, despite having only a 

22 percent poverty incidence.  

 

The discrepancy in health spending was due to the differential ability of regions to invest in infrastructure and capital 

investments. Poorer regions simply lacked the resources to devote additional resources to health. This finding 

prompted the construction and development of new health facilities by the central government, which increased by 62 

percent between 2000 and 2009. The results also prompted the central government and development agencies to 

reallocate resources to poorer regions. 

 

Effective resource tracking data have also been used to improve equity in resource allocation across health programs 

in Burkina Faso. For example, the 2005 NHA found that 46 percent of the total health budget was spent on 

medication and other medical goods for outpatients, whereas 10 percent was spent on preventive services and health 

promotion. This prompted the government to offer free health promotion and preventive services to ensure that 

individuals continue to utilize primary health care services. Following this, the 2006 NHA results showed that 

spending on medical goods for outpatients declined to 31 percent, while spending on preventive health increased to 

26 percent. 

 

In addition, the NHA results showed insufficient district health spending, indicating little involvement of the health 

sector at the district-level. This prompted the central government to further decentralize responsibilities in health, for 

example, by transferring money and staff from central to district governments. 

(Zida et al, 2010) 

 Review of effectiveness when combined with other data 

 

NHA are an integral component of effective Health Information Systems (HIS), and Health 

Systems Strengthening (HSS) (WHO 2010a). Linking this information with other nonfinancial 

information (such as output and outcome indicators) provides the basis for powerful tools to 

monitor performance, link financial investments with attainments in health status, and drive 

improvements in effectiveness, efficiency, and quality of health services. Lebanon, for example, 

used the findings from 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 out-of-pocket spending.  

 

International comparisons 

 

NHA have also been used for benchmarking health system performance against established 

targets and goals at the national or international level, and in identifying existing gaps and 

challenges. Figures 1.1a and 1.1b illustrate the use of NHA in benchmarking the level of public 

expenditure on health (as a share of the countryôs GDP). In Figure 1.1a, the eight countries of the 

South Asia region (highlighted in black) are benchmarked in relation to their global peers 

(represented by hollow circles), as well as countries with similar levels of income (in terms of 

GDP per capita). The analysis was used to demonstrate that most countries in South Asia have a 

lower level of public spending on health than other countries with similar levels of income 

(LaForgia and Nagpal, 2011), 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 European, and 

Asian countries. Such analysis can provide a useful benchmarking tool for in-country as well as 

international use. 

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

 
  1.1a: South Asia      1.1b: Ghana in relation to peers 

 

 

Transparency at the global level 

For international development agencies, NHA can inform the debate on the value of additional 

funds from development partners. Thus, it can provide critical information to international 

partners for additional resource needs to meet global priorities such as the Millennium 

Development Goals (MDGs). NHA data have provided evidence to forecast the availability of 

resources and, based on this assessment of needs, US$ 40 billion was pledged for womenôs and 
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childrenô health at the September 2010 UN summit
5
. In May 2011, the United Nations 

Commission on Information and Accountability for Womenôs and Childrenôs Health proposed a 

framework for global reporting, oversight, and accountability on women's and childrenôs health. 

This accountability framework will track results and resource flows at global and country levels, 

as detailed in Chapter 6, making a clear case for resource tracking using the NHA framework.  

NHA can also provide data for studies examining how the availability of international aid 

influences the allocation of domestic resources for the health sector (Farag et al. 2009; Lu et al. 

2010).
 
By integrating NHA data into other policy instruments, such as public expenditure 

tracking systems, public expenditure reviews (PERs), and medium-term expenditure frameworks 

(MTEFs), countries can link expenditures to budgets, making it possible to view the allocations 

in the context of complete public expenditure management, as well as to 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 internationally comparable.       

Analysis of the fiscal space 

 

For a variety of reasonsðe.g., for assessing the availability of public resources for meeting 

health-related MDGs or for implementing much-needed reforms such as attaining universal 

health insurance coverageðthere has been a growing demand for a framework for analyzing the 

fiscal space for the health sector in particular.  

 

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

 

Á Given well-defined needs, what are the prospects (if any) for increasing public spending 

on health in the short- to-medium term without jeopardizing the governmentôs long-term 

solvency or crowding out necessary expenditures in other sectors?  

Á What is the impact of broader macroeconomic factors on public expenditures for health; 

and conversely, to what extent does public and private spending on health influence the 

macro-economy? 

Á What can governments realistically afford, given macroeconomic and other constraints 

on public expenditures for health?  

Á 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 health. Second, and of obvious importance for reform possibilities, NHA can help 

identify the need for additional public (and total) spending on health and the potential fiscal 

space areas that could help meet such an identified need. For example, Turkeyôs Health 

Transformation Program aims to ensure the future fiscal sustainability of the health system. 

Actuarial projections using NHA data were first conducted in 2007 under two different cost 

                                                 
5
 See http://www.who.int/pmnch/activities/jointactionplan/jap_financialgapswg/en/index.html and 

http://www.who.int/pmnch/en  

http://www.who.int/pmnch/activities/jointactionplan/jap_financialgapswg/en/index.html
http://www.who.int/pmnch/en
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scenarios to illustrate the need for building cost containment ñbrakesò into the system, such as 

hard caps on public health spending, cost-sharing mechanisms, as well as micro-efficiency 

measures to ensure financial viability and fiscal sustainability of the health system 

(OECD/World Bank, 2008). Many such measures were introduced between 2007 and 2010, thus 

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 space for health in low- and lower-

middle-income countries. An analysis by Shiffman (2008) for instance, highlights the fact that in 

many African countries with relatively low-prevalence, donor commitments for HIV exceed the 

national budget devoted to all other diseases and public health activities collectively, suggesting 

a possible skewing of priorities towards donor preferences. Analysis of NHA data can also help 

assess whether or not donor funds tend to create additional fiscal space, or simply displace 

domestically-sourced public expenditures on health. Prudent use of external resources is 

demonstrable 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 in Indonesia 

 

 
  

NHA data and its micro components can be analyzed in order to assess whether public resources 

for health might need to be reallocated to improve technical and allocative efficiency (another 

critical source of fiscal space for health) to shed light on equityðAre resources going to areas 

where they are needed the most? Are the poor benefitting from public resource outlays?ðand 

efficiencyðIs the country utilizing resources so as to maximize health outputs obtained? Are 

countries spending too much for pharmaceuticals? NHA data can be analyzed to provide answers 

to these and other efficiency-related questions that can help feed into fiscal space assessments.   

 

This section has reviewed various aspects of the value add that NHA data can contribute in 

making health financing more efficient and equitable. Weighed against these benefits, the costs 


