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Review of OECD Health Accounts in relation to SNA

by

Jan W. van Tongeren1

INTRODUCTION

1. The present document consists of five sections, which may be reviewed and discussed
subsequently by participants in the meeting. In the first section (A) the objectives of health accounting
linked to SNA are discussed. In the second section (B) a reference framework for SNA health is developed
that is closest to the economic core of the SNA. In this section also attention is paid to the compilation of
the SHSA framework. The third section (C) then compares and reviews selected aspects of concepts and
classifications of the OECD Manual on Health Accounts (SHA) in the light of objectives and SNA
concepts and classifications. It is followed by section (D) discussing related issues in compilation of SHA
tables. The last section (E) draws conclusions on how to strengthen the links between SNA and SHA
concepts and compilation and outlines the policy uses of the SHA estimates.

2. Participants may review the paper in the order of the sections presented, and thus arrive at the
most optimal guidelines satisfying both SNA conceptual criteria and SHA objectives in terms of policy
uses. They may modify and/or add other objectives to those mentioned in section A. They may determine
whether the description of the reference framework of SNA health accounts in section B reflects
adequately the conceptual and classification features of the SNA that should be taken into account when
developing health accounts, and the compilation stages in which these accounts may be implemented.
When agreement has been reached on the objectives, framework and classifications, they may express their
views on selected aspects of the OECD health accounts in section C, and may modify some and/or add
other features to the OECD SHA. Section D reviews the role of the SHA tables in the light the previous
discussion and in section E conclusions are drawn on how to strengthen the relation between SNA and
SHA and how to use SHA estimates in policy analysis.

3. The components of the outline, as described above, may be reflected in the planned SHA chapter
on the relation between SNA and Health accounts. That chapter cannot simply deal with comparisons
between health accounts and SNA concepts and classifications, as concepts and classifications of the core
SNA were not designed for health satellite accounts, and need to be adapted before they can be used in
health accounting. It is for that reason that a two-step approach is followed, i.e. first design a simple health
accounts framework that is close to the SNA monetary core, and then provide further specifications of the
SHA as compared to the simple scheme of health accounts. The SNA chapter should deal in addition with
compilation issues, as traditional SNA compilation cannot adequately take into account the use of different
data sources in health accounts for health care beneficiaries, providers and financers. And finally, there is
also a need in the special SNA chapter to explain to SNA and SHA readers what policy analysis objectives
of SHA are and how they translate into the concepts and classifications of the health accounts system.
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A. OBJECTIVE OF HEALTH ACCOUNTS

4. When linking health statistics to the SNA through health satellite accounts, one should have
clearly in mind why this is done. There are two important interrelated reasons for this.

5. One is that by linking data on value added generated in the health sector and expenditures made
on health, the relative importance of the health sector in terms of income generated (health sector value
added as percent of GDP) and expenditures (consumption of health services and investments in the health
sector as percent of GDP) can be more precisely measured. Also the relative importance of health
expenditures to income and consumption aggregates of the beneficiary HH sector in the SNA can be more
accurately determined, i.e. the relative importance of consumption of health services in relation to total HH
final consumption or in relation to HH disposable income, and also the relative importance of value added
generated in the health sector in relation to HH disposable income.

6. By using SNA features, double counting in measuring health expenses can be avoided, and the
above relative measures can be more effectively quantified. This is very important in the case of the health
sector, as health expenses generally do not uniquely show up as expenditures on health services and
medicines by the HH’s benefiting from those, but more importantly by a mix of data on expenses and
receipts of HH’s in the form of direct payments for health care services, expenses on health care insurance
premiums and receipts of health care insurance claims, and furthermore expenses by hospitals, clinics and
the like providing the services, and also direct payments and reimbursements by health financers. In this
very complex of different types of expenses and receipts, there is the clear danger of double counting,
particularly if different agents submit the data. The SNA, which covers the entire economy and gets its data
from different types of data sources provided by different agents in the economy, has developed the
instruments for avoiding the double counting and thus arrive at more precise measures.



Table 1A SNA Health Care Accounts: Integrated Accounts

Sectory HH 2(2(\:/ :le FC, GOV, NPI ROW
6512 - Non-life insurance
86 - Human health 843 - Compulsory social security activities
Industry (1SIC 4) 57 Rexidential  proing reahcave,educaton,culura
o care activities services and other social services,
excluding social security (part: health)
Non-resident
SNA ) . Health care  Health care Health care financers and health care
SNA accounts transactions related to Health Care services N ; beneficiaries
codes beneficiaries  providers regulators
(exports) and
providers
V.1 External account |P6 Exports (of health care services) X
of goods and senvices| . Imports (of health care services) X
Output, at basic prices X X
P1 . .. Insurance service charges imputed X
of which: ;
Sales of health care services X
| & I1.1: Production  |P2 Intermediate consumption X X
land Generation of  |B1g Value added, gross, at basic prices_ _ _ _ _ _ _ __ _ __ _ _______ | _________ X o _____2 X o ______
income accounts D1 Compensation of employees, paid X X
D29-D39 |Other taxes less subsidies on production, paid X X
B2g Operatng surplus/Mixed income, gross X X
Employment, total X X
pa1 Interest received X X
Interest paid X X
D42 Distributed income of corporations, received X X
Distributed income of corporations, paid X X
1.1.1: Generation of |/ Reinvested earnings on direct foreign investment, received X X
income account Reinvested earnings on direct foreign investment, paid X X
a4 Property income attributed to insurance policy holders (health care X X X
insurance)
Das Rent regeived X X
Rent paid X X
D5 Current taxes on income, wealth, etc., paid X X
D61 Social contributions, paid X
Social contributions, received X
D62 Social benefits other than social benefits in kind, paid X
I1.2: Secondary Social benefits other than social benefits in kind, received X
distribution of income o71 Net non-life insurance premiums , paid X
account Net non-life insurance premiums, received X
D72 Non-life insurance claims, paid X
Non-life insurance claims, received X
75 Miscellaneous current transfers, paid X
Miscellaneous current transfers, received X
B6g Disposable income, gross X X
114.1&11.4.2: Use of B7g Adjusted disposable income, gross X X
g;ﬂ;s::l‘;::]i awle |P3 Final consumption expenditure X X X
income accounts P4 Actual final consumption X X X
B8g Saving, gross X X
P51 Gross fixed capital formation, Use X X
K2 Acquisitions less disposals of non-produced non-financial assets X X
1l-1: Capital account | Capital transfers, receivable X X
Capital transfers, payable ~ X X
E9 Net lending (+) / net borrowing (-) O X X




Table 1B Supply, use and finance of health care products
(health care services and medicines)

Medical products,

Services of health care :
appliances and

Services of health care providers )
financers and regulators

equipment
Sector NFC, HH, GOV, NPI FC, GOV, NPI
6512 - Non-life insurance
843 - Compulsory social security activities
86 - Human health activities 8412 - Regulation of the activities of
Indusm’ (|SIC 4) 87 - Residential care activities providing health care, education, cultural
services and other social services,
excluding social security (part: health)
- _5 7132 - Accident and health insurance
g S 9311 - Hospital services services
3 fE) CPC|9312 - Medical and dental services 9131 - Administrative services of 352 - Pharmaceutical products
a 9, 9319 - Other human health services sickness, maternity or temporary
T“; disablement benefit

Outpatient services (COICOP 6.2, COFOG 7.1,
COPNI 2.2, COPP 5.2)
Individual| Hospital services (COICOP 6.3, COFOG 7.3, COPNI
expenditures| 23)
Outlays on health (COPP 5.2)
Public health services (COFOG 7.4, COPNI 2.4)

Medical products, appliances
and equipment (COICOP 6.1,
COFOG 7.2, COPNI 2.1)

Functional
classification of
expenditures

Collective|R&D Health (COFOG 7.5, COPNI 2.5) R&D Health (COFOG 7.5, COPNI 2.5)
expenditures|Health n.e.c. (COFOG 7.6, COPNI 2.6) Health n.e.c. (COFOG 7.6, COPNI 2.6)
Output of health care services (incl. medicines) X X
Imports of health care services (incl. medicines) X X
Final consumption of health care products (incl. medicines)
HH X X X
GOV X X X
NPI X X X
Actual final consumption of health care products (incl. medicines)
HH X X X
GOV X X
NPI X X
Current Non-life insurance claims, paid X
transfers by
health care . ) . NI .
financers Social benefits other than social benefits in kind, paid X
Exports of health care services (excl. medicines) X X




7. While making effective use of SNA concepts and classifications, health accounts should not
overdo its use of these SNA features, by including unnecessary SNA data and detail, and adaptations to
SNA concepts and classifications. By doing so, there is the danger that the special character of health
statistics will be buried in the sophistications of national accounting, without making explicit the essential
features of this very important sector in the economy of most countries.

B. PROTO-TYPE SNA HEALTH ACCOUNTS

8. As there are no SNA health accounts, it is difficult to compare the OECD SHA standards with
those of the SNA. Therefore, first will be presented the essential features of a generic SNA framework of
health accounts —called proto-type SNA Health accounts-- that is closest to the SNA core accounts, and
how such framework could be compiled in stages. The framework as presented in the OECD Manual on
Health Accounts, including its detail and scope, should be considered as a further refinement of the proto-
type SNA health accounts. The generic model of the framework and compilation will be used in the
remaining part of the paper as frame of reference in reviewing selected aspects of the OECD Health
Accounts.

9. The essential features of the proto-type SNA health accounts, which are close to the SNA core,
are reflected in tables 1A and 1B above. Table 1A presents in SNA format the financial statements of
health care providers and financers and furthermore records, also in SNA format, selected health care
transactions of resident HH’s benefiting from health care, and selected external health care transactions of
non-resident health care providers with resident HH’s and of resident health care providers with non-
resident HH’s. Table 1B provides additional product detail of selected health care transactions included as
totals in table 1A, i.e. health care output, final consumption, exports and imports, and social and other
current (non-life insurance) transfers financing health care services. The transactions shaded in table 1A
are those for which product detail is provided in table 1B.

10. The scope of the health care sector may be defined in two ways. First there is the scope of the
health accounts in terms of value added of economic activities, in which the sector covers health providers
and health financers and regulators. The description of this scope is defined on the basis of ISIC categories.
Secondly there is the scope in terms of products of household final consumption. This scope is defined in
terns of CPC categories or categories of the functional classifications of expenditures. Both scopes may not
be the same. For instance medicines and medical equipment may be included in the product scope of
household final consumption, while the production of medicines and medical equipment is not included in
the scope of value added of economic activities. The industry scope of the health sector can be related in
analysis to GDP by economic activities; thus it can be shown what the value added contribution of the
health sector is to the GDP of a country. On the other hand, the product scope is related to the expenditures
of GDP; thus expenditures on health products can be related in analysis to the total expenditures of GDP,
and more in particular to household final consumption.

11. It should be furthermore noted that the SNA is a system of concepts and corresponding data,
mainly monetary flow indicators, which cover the entire economy of a country, including, of course, the
health sector. A system of health accounts as elaborated in the OECD Manual on SHA, does not
necessarily include all aspects of the economy of a country, but only those that are relevant for assessing
the health sector in relation to the economy as a whole. Also, a system of health accounts does not only



include monetary indicators, but may also include physical indicators of diseases and access to the health
care system,

1. Sectoring

12. The total economy is subdivided in the SNA by two alternative breakdowns, i.e. one by so-called
institutional sectors, and another one by categories of the International Standard Industrial Classification
(ISIC). Both are indicated in the headings of the columns of table 1A that refer to sectors and industries.
The institutional sectors include groupings of large enterprises covering non-financial corporations (NFC)
and also financial corporations (FC), i.e. banks and insurance schemes, GOV (government) agencies,
NPI's? and also HH’s (houscholds). An extra column is added for transactions with the Rest of the World
(ROW). The ISIC categories are the ones that are used in SNA to analyze GDP and GDP growth. The
sector detail is used to analyze causes and impacts of GOV and external deficits on the economy, the role
of investments and saving in the economy, and particularly the role of HH’s and NFC’s therein.

13. The SNA health care framework, as reflected in tables 1A and 1B, introduces further detail in
order to measure the restrictions posed by, and the impacts of this sector on the rest of the economy. In
particular it adds to the SNA classifications the distinction between health care beneficiaries, providers and
financers® of health care services. The micro units of each group are thus allocated not only to the sectors
distinguished in the SNA, but also to the sub-sectors of health care providers and financers. The
beneficiaries of health care services are all allocated to the HH sector. Hospitals, clinics, nursing and
residential care facilities, medical centers of physicians and dentists, medical and diagnostic laboratories
and other providers of health care servicaee included in the NFC sector, if they are large corporations,
public as well as private, or in the GOV sector, if they are an integral part of the GOV sector such as
hospitals, clinics and doctors that form part of a social security scheme or are operating within the GOV
itself. Individual physicians and dentists, nurses and other non-employee health care workers, and other
small health care units*, which are not constituted as corporations, are included as providers of health care
services in the HH sector. Also some health care providers may be included in the NPI sector. The
financers of health care servicesy be included in the FC sector if they are medical insurance schemes
that are constituted as private or public corporations (including quasi-corporations that act as corporations,
even though legally they are not corporations), or in the GOV sub-sector of Social Security Schemes, if
they are insurance schemes that are compulsory and apply to a larger segment of the population. In
principle medical insurance schemes may also be organized as NPI’s and thus included in the NPI sector of
the SNA.

14. In the sectoring of table 1A a distinction is made between health care providers and financers and
regulators, insofar as they can be identified as separate establishments. The separate sectoring of health
care providers and financers and regulators is done for two reasons. One is in order to bring out explicitly
in the sector accounts the production and final consumption of health care services, and the social and

2 In the SNA this sector is called the sector of Non-Profit Institutions Serving Households (NPISH). It is smaller than
the NPI sector referred to here, as it does not include NPI’s serving businesses (e.g. business associations)
or NPI’s mainly financed by GOV. As the first ones are not relevant for health accounts and the second
ones are somewhat differently dealt with in the present generic framework of Health Accounts, the present
paper will make reference to NPI’s and not NPISH’s.

¥ When reference is made in the present paper to health care financers, it also should include health care regulators, as
particularly in the GOV sector, which finances health care, also health regulatory health care services are
produced. This will become important later one, when discussing the breakdown of health care services in
section B.3 on the basis of table 1B.

* Pharmacies are not mentioned here explicitly, as those trade units should not be considered as part of the health care
sector, as will be explained in section C.3. on the scope of the health care sector.



other transfer flows constituting their finance (see also section C.5.b) on social transfers, where this is
further worked out). The other reason is that providers and financers are allocated to different categories of
the International Standard Industrial Classification (ISIC).> As reflected in the industry headings of the
table, healthcare providersare included in subcategories of ISIC 86 - Human health activities, and 87 -
Residential care activities, and health care financerare allocated to ISIC categories 6512 - Non-life
insurance, 843 - Compulsory social security activities, and 8412 - Regulation of the activities of providing
health care, education, cultural services and other social services, excluding social security (part: health).
The health care financers included in ISIC category 8412; supply in addition to financing health care
services,GaIso (what are called in the OECD Manual) public health, prevention and health regulatory
services.

2. Health care transactions

15. In principle the behaviour of each micro unit or grouping of micro units by sectors and industries
is analyzed on the basis of their transactions. They are the components that together describe the
“behaviour” of an industry/sector, and at the same time are the major conceptual building blocks of the
SNA. They are presented in the rows of table 1A. The transactions are standardized SNA concepts that can
be uniformly applied for micro units or groups of micro units in all sectors of the economy and therefore
are not necessarily the most obvious concepts, when applying the SNA to health care statistics. With help
of crosses (X) in the table are indicated which SNA transactions apply to health care beneficiaries,
providers and financers.

16. In the case of health care beneficiaries only the most typical SNA concepts are included, and
identified with help of crosses (X) in the table. Those include HH final consumption expenditure and HH
actual final consumption, and also non-life insurance contributions and benefits, which refer to the health
insurance schemes with individual participation, as well as social contributions and social benefits other
than social benefits in kind that refer to health insurance schemes that are collectively organized either by
employers or by the GOV (SNA paragraph 8.59). All other transactions of the HH sector included in the
SNA are not typical for health accounts and are therefore not shown. Also for the ROW a very limited set
of transactions is included, which only refer to exports and imports of health care services. The exports of
health care services are those of health care providers to non-resident beneficiaries, while the imports of
health care services refer to resident health care beneficiaries, who purchase their services outside the
country. Thus there are no complete accounts for the HH sector and the ROW.

17. The accounts of health care providers and health care financers are more comprehensive, but
given that those units are constituted as establishments and separated from each other and also from the
units of other sectors (e.g. GOV), their accounts only include the typical transactions corresponding to
them. The accounts of health care providers and financers are similar, but not identical, which is reflected
in the scope of crosses (X) in each column of table 1A. The differences concern the scope of output and
final consumption, and also the scope of social contributions and benefits and insurance premiums and
claims that are only included in the accounts of health care financers.

18. It may not be possible to identify as separate establishments all health care financers. Particularly
in the GOV sector, but also in NPI’s, health care activities may only be a part of all activities in which is
the unit is active. In those cases, only selected transactions should be separated, which are related to health

> Reference is made here to the Draft of I1SIC 4, which was adopted by the UN Statistical Commission at its session in
March 2006. It differs in structure and detail from the earlier ISIC 3.1 version, which is used in the OECD
SHA Manual. The differences between the ISIC versions affect in particular health care services.

® More detail on this is provided in section C.3, which deals with the scope of the health care sector in present SHA
Manual.
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care. Those include output related to public health, prevention and health regulatory services, final
consumption of health care services in those cases that the health care financers are the final consumer of
the health care services in SNA sense, or social benefits other than social benefits in kind, paid, if the
financer reimburses the HH for health care services paid.

19. Information on selected and typical transactions included in the table is presented in the
paragraphs below.

20. The main SNA transactions of output, value added, final consumption and also social and other
transfers often can only be measured indirectly on the basis of data from health care providers and
financers, by combining data presented in their financial statements.

21. Output of the providers includes the health care services that are produced and output of the
financers and regulators refers to health insurance type services and regulatory services that they generate.
Both types of output may be marketed or not marketed. If the health care providing services are marketed,
they are measured on the basis of sales of health care services, and those of health care financers are
measured indirectly through the receipts and payments of premiums and claims. In the case of non-life
health care services, it would be the difference between claims minus premiums plus interest imputed to
health care policy holders (HH’s) for the use reserves by insurance schemes, based on prepaid premiums
and late payments of claims (see SNA paragraphs. 6.135-6.139).

22. Output of non-market health care services by providers and financers is measured on the basis of
cost (sum of materials, non-factor services and also factor services). The non-market output of health care
providers includes only that part of output that is not paid for by HH’s or health care financers. The non-
market part is relatively small if insurance schemes or social security schemes have been set up and pay for
the health care services; it is large if the health care is mainly financed through the GOV budget without
the existence of special schemes to which contributions are made.

23. The output of health care financers refers to market insurance type service charges, non-market
services of social security schemes administering social health care benefits, but may also include the non-
market output of regulatory health care services particularly generated by health care financers in the GOV
sector.

24, In the case of health care providers the table identifies as market output the sales of health care
services by hospitals, clinics, doctors, etc., and in the case of health care financers, imputed market output
based on premiums and claims is included’.

25. Value added in each case —market output or non-market output-- is arrived at by deducting from
the output value, all cost of materials and non-factor services (services other than those of labour and
capital) that are used in the production (provision) and finance of the health care services.

26. Both health care providers and financers include in their accounts an item for final consumption
expenditure. This covers all output of health care providing and financing services that are not sold on the
market. It is calculated as the difference between output of health care providing and financing services in
each column minus the two items of sales of health care services and imputed insurance type services that
are separately identified in the table. For health care providers, including hospitals, clinics, doctors and the
like, the sales are the direct payments by HH’s and the reimbursements through health care claims with
insurance and social security schemes. For health care financers, the sales are indirectly measured through

" Other fees charged by health care financers are assumed to be zero (0) here. If this is not case, also a cross should be
included for sale of health care services in the column of health care financers.
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premiums and claims of health insurance schemes. The typical insurance type services of social security
schemes covering health care are never sold and always included as part of non-market output.

217. Final consumption corresponding to non-market output of health care providing services by
hospitals, clinics, doctors and the like, which are paid for by the health care financers or directly by GOV
or NPI’s without a scheme, are in addition added to actual final consumption of health care of the HH
sector, which is the ultimate beneficiary of the health care system. Thus actual final consumption of HH’s
of health care provides a comprehensive scope of health care outlays ultimately benefiting HH’s and HH
members. It includes payments made by the HH’s themselves and also payments made by the health care
financing system; the latter could be the social security system that is part of the GOV sector, but also
NPI’s which are financing part of health care through donations. More details on the type of health care
expenses that are transferred to HH actual final consumption, being the ultimate beneficiary of the health
care services, is provided below in the description of table 1B in section B.3.

28. Current transfers covering social contributions and benefits of social security schemes and also
non-life premiums and claims of other insurance schemes are only included for health care financers. If
premiums are paid for health insurance covered by insurance corporations or by the social security system,
they are included in social transfers paid, if the health insurance covers a large part of the population, or in
net non-life insurance premiums paid by HH’s (and received by the insurance or social security sub-
sector), if it concerns health care contracts between individuals and health care insurance companies.
Similarly, if the claims paid are based on health care schemes constituted by the GOV for the larger part of
the population, they are treated as social transfers received by HH’s, and as non-life insurance claims
received, if it concerns individual health insurance contracts. The premiums are net, i.e. they are reduced
with the imputed service charges of health insurance financers as defined in section B.2. More details on
the scope of transfers are presented in table 2 and section C.5.h.

12



3. Product specification of health care

29. Table 1B is a further specification of the product related transactions that are included in table
1A; the specific transactions that are further specified in take 1B are shaded in table 1A. Thus it includes
product detail of output, imports and exports of health care services, and product detail of final HH, GOV
and NPI final consumption social and other current transfers financing health care services and also
medicines. For final consumption the table includes two concepts, i.e. one called final consumption
expenditurewhich is based on payments of health care expenses, and another concept called actual final
consumptionin which so-called individual health care expenses paid for by the GOV, NPI’s and also
enterprises®, are allocated to actual final consumption of the HH sector. Actual final consumption of the
GOV and NPI sectors only includes collective health care expenses paid by those sectors. The product
detail of current transfers by health care financers refers to non-life insurance claims paid by insurance
schemes, and social benefits other than social benefits in kind paid to HH’s by health care financers of the
GOV and NPI sectors.

30. The further product detail of health care in table 1B should be based on the same data sources as
are used to compile data for the columns of table 1A. Two important aspects of the presentation of table 1B
should be noted at this point.

31. One is that the scope of health care expenses in terms of the product categories identified in the
heading of the table, differs between HH/GOV/NPI final consumption expenditures and actual final
consumption on the one hand, and output and exports and imports on the other. In output is not included
the output of medicines, as this is related to the more limited scope of the health care sector in the
generation of value added, which does not include value added of the pharmaceutical industry (ISIC 21-
manufacture of pharmaceuticals, medicinal chemical and botanical products). The same scope limitation
applies to imports and exports: imports of medicines are not covered and also exports medicines are not
included. On the other hand, medicines are included in final consumption by HH’s, GOV and NPT’s.

32. It should also be noted that table 1B is only a first step in the direction of a full Supply and Use
Table (SUT), and on the other hand includes some features that go beyond those of the SUT. Both in
supply and use it covers only health care services; medicines are not covered in supply and foreign trade,
only in final consumption, as explained in previous paragraphs. The table furthermore does not include all
destinations of health care products; in particular is omitted the use of health care products in intermediate
consumption. This is less restrictive, though, than it seems: health care services are seldom used as
intermediate consumption® and medicines are not covered in supply or imports and exports and therefore
there is also no reason to cover them in intermediate consumption. On the other hand, the table is not only
restricted to supply and use of health care products, but also includes the two current transfer items of non-
life insurance claims paid and social benefits other than social benefits in kind paid, which constitute
finance of the health care expenses. Thus not only supply and use balances are reflected, but also balances
between uses and transfers related to health care products.

33. The product/expenditure detail used in the columns of table 1B has four dimensions. Two of
those are the sector and industry dimensions of table 1A, which are repeated in table 1B. A third dimension

& Allocation to actual HH final consumption of expenses by enterprises for health care deviates from the SNA
practice. This is explained in section C.4 below

° The main exception to this would be the services of health care laboratories, which are used as intermediate
consumption by hospitals, clinics and doctors, when treating their patients. If, however, these services are
separately billed, they could be treated as part of HH final consumption expenditures or actual final
consumption, but separate from final consumption of other health care services by hospitals, clinics and
doctors.
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is the classification of health care products by CPC 1.1 categories, and a fourth is the classification by
functional categories of expenditures based on COICOP, COFOG, COPNI and COPP. All information
provided by health care providers and financers, and also all product detail provided by HH’s through HH
surveys and extracted from BOP data for the ROW account, should be cross-classified by all four
dimensions.

34. For the CPC, the product categories are grouped into three groups, i.e. product categories
corresponding to health care providers, health care financers and medicines. The product categories that
apply to expenditures by health care providers are CPC 9311 - Hospital services, 9312 - Medical and
dental services, 9319 - Other human health services. For health care providers in the FC, GOV and NPI
sector there are two additional CPC categories of 7132 - Accident and health insurance services and 9131 -
Administrative services of sickness, maternity or temporary disablement benefit. Medicines are included in
a separate CPC category, i.e. 352 - Pharmaceutical products, as these products are not produced within the
health care sector as defined above.

35. For the functional classification of expenditures a more refined breakdown is reflected in the
headings of table 1B.

36. The functional expenditure categories are those of COICOP for the classification of health care
products purchased by HH’s as beneficiaries, COFOG to classify the health care products that enter into
GOV final consumption, COPNI for those that enter into NPI final consumption, and COPP for health care
products that are treated in the SNA as part of enterprise intermediate consumption.

37. Two different dimensions are distinguished for the functional health care expenditure categories.
On the one hand a distinction is made between the functional expenditure categories that correspond to
output of health care providers and health care financers; medicines are again presented separately, because
health care providers or financers do not produce them. The other dimension is the distinction between
individual health care products directly benefiting health care beneficiaries and health care products of a
collective nature. Cross-classifying the two dimensions results in four different groups of functional
expenditure categories, i.e.

9 Health care services that are typically output of health care providers and serve individual final
consumption of HH’s (Outpatient services (COICOP 6.1, COFOG 7.1, COPNI 2.2, COPP 5.2),
Hospital services (COICOP 6.3, COFOG 7.3, COPNI 2.3), Outlays on health (COPP 5.2), Public
health services (COFOG 7.4, COPNI 2.4))

9 Health care services that correspond to output of health care providers and serve collective final
consumption (R&D Health (COFOG 7.5, COPNI 2.5), Health n.e.c. (COFOG 7.6, COPNI 2.6))

9 Health care services that correspond to output of health care financers and regulators and serve
collective consumption (R&D Health (COFOG 7.5, COPNI 2.5), Health n.e.c. (COFOG 7.6,
COPNI 2.6)), and separately

9 Medicines that are not produced within the health care sector, but do form part of individual final
consumption (Medical products, appliances and equipment (COICOP 6.2, COFOG 7.2, COPNI
2.1)

38. The functional expenditure categories are those of COICOP, COFOG, COPNI and COPP, as
indicated above in each of the groups. The expenditure categories of individual consumption (i and iv) may
be included as part of HH final consumption expenditure, but also in GOV and NPI final consumption
expenditures, as well as in health care expenditures in intermediate consumption of enterprises. The ones
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that are included in GOV and NPI final consumption expenditure and enterprise intermediate consumption
are added to HH actual final consumption, as HH’s are the ultimate beneficiaries of these expenditures. No
use is made of the COICOP categories of individual final consumption by GOV and NPI’s, as the
corresponding COFOG and COPNI categories are used directly.

39. It should be noted that the CPC identifies explicitly insurance type services of health insurance
financers --7132 Accident and health insurance services-- and administrative services of social security
funds --9131 Administrative services of sickness, maternity or temporary disablement benefit.
Expenditures for these services are not explicitly identified in any of the international functional
expenditure classifications. It will be assumed that they are all included as collective expenditures in
Health n.e.c. (COFOG 7.6, COPNI 2.6) that cannot be associated with health care expenses of individuals.
This also applies to the imputed output of insurance schemes, although strictly this is not in line with SNA
standards.

40. When all dimensions are fully presented in a comprehensive version of table 1B, a direct link can
be made between the ISIC breakdown of the producers and the breakdown of health care services in output
by products and functional expenditures categories. These links are not available for medicines, as they are
only included in final consumption and not in supply (imports and output) or in exports and other uses.

4. Reconciliation

An important feature of the SNA is the reconciliation of data, which results in a consistent data set, even
though original data are taken from different data sources, which are never consistent to start with. The
data reconciliation is a process by which basic data are adjusted to arrive at estimates that are consistent
between each other.'® The reconciliation applied to SNA Health accounts may include two types of
consistencies:

9 What one sector pays should be made equal (through data adjustments) to what another sector
receives. This applies in particular to the consistency between on the one hand social and
insurance transfers (payments of claims) by health care financing units in the FC, GOV an NPI
sectors, and also including direct payments by HH’s, and the supply of health care products, i.e.
output of the health care providing sectors, output and imports of medicines, and imports of
health care services. This type of reconciliation applies to the data included in table 1A, and is
also implicit in the design of table 6.3 of the OECD Manual, which confronts data on transfers
and final consumption of health care.

1% The process of adjustments to arrive at reconciled or consistent estimates is until now largely a manual process.
Presently new techniques are being developed, which simulate and systematize the manual procedures, in
order to arrive at consistent estimates quickly. One of those techniques is a Bayesian estimation technique,
developed in Tilburg University, and with which the present author is associated. A first paper on this
technique was written and published in “Jan Magnus, CentER Tilburg University, Jan W. van Tongeren,
UNSD, Aart F. de Vos, Free University, Amsterdam, National Accounts Estimation Using Indicator
Ratios, Review of Income and Wealth, Series 46, Number 3, September 2000”. Since then the technique
has been refined and applied in SNA compilation in several countries. More up-to-date information on the
technique will be published shortly. The methods could also be applied in the various stages of health care
accounts compilation, as outlined in the next section (0.0), in particular in the data reconciliation of the
second and third stage of the compilation.
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1 Also, the supply of all health care products that the health care providing sector/industry
produces should be used in (and therefore equal to) final consumption of health care services by
the HH sector plus exports of health care services. Within the health care sector, there are no
balances for medicines (used as final consumption by HH’s or as intermediate consumption by
hospitals, clinics and the like in medical treatments)*! or medical equipment, as those goods are
only used and not supplied by units in the health care sector. For exported medical services there
should be a balance between output of medical services by health care providers to non-residents
and the corresponding entries in the Balance of Payments.

41. The data reconciliation described above is based on two instruments that are included in the
SNA: One is the SUT, which is the instrument through which supply and use are reconciled, and the IEA
(Integrated Economic Accounts) through which data use of medical services are reconciled with the actual
payments, i.e. the transfers by the health care financers. The IEA is an extended version of table 1A and the
SUT is an extension of table 1B. While this feature of SNA is important, it should be clearly understood
that SUT and IEA are solely SNA instruments to reconcile data; they should not be treated as the most
important SNA tables for health accounts. The most important tables of the SNA for health accounts are
the industry and sector accounts with classifications of transactions by industries and sectors that are
presented in the table 1A and the product specifications of health care services and medicines included in
table 1B.

5. Compilation stages

42. The framework of SNA health accounts is designed in such a manner that it can be compiled in
three stages. Each subsequent stage requires more intensive reconciliation of data and thus results in more
accurate estimates of ratios between health care expenses and GDP*, as they satisfy increasingly more data
checks.

43. Three subsequent steps in the compilation of health accounts may include the following:

1. Compilation of Health Accounts of health care providers, financers and beneficiaries, as
presented in table 1A, and product detail, as presented in table 1B. This would require basic data
from economic surveys and other surveys with health providers. The basic data could also be
derived from financial statements and other administrative data of large and small health care
providers (i.e. hospitals, clinics, individual doctors working on own account, etc.) and large
health care financers, which are administering separate health care funds, including social
security systems, non-life health insurance and also insurance type schemes that are organized
within the GOV sector. It would also require the estimation of health care expenses by HH’s,
based on data from HH surveys, and furthermore BOP data on exports and imports of health care
services. The data would be brought together in specialized health care statistics tables, which
are as close as possible to the formats of the data sources, but take into account, where possible,
SNA concepts and classifications.

The first stage of specialized tables may not include any of the SNA imputations and other
adjustments, identified in section C.2, needed for the integration of data with the SNA. They

1 1n section C.3 will be explained that SNA uses trade margins as output of the trade sector. In view of this Health
Accounts should not include the trade sector as the origin of medicines. They are not produced by the trade
sector, but by the pharmaceutical in industry, according to the SNA.

12 1n section E.2 are also included analytical indicators linking final consumption in health care and value added
generated in health care to HH disposable income. That relation may be more important than the relation to
GDP, as HH’s are the ultimate beneficiaries of health care expenses.
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would include, however, as much classification detail as is needed in order to integrate in the
second stage the specialized health statistics tables. In particular, the compilation at this stage
would require the product and expenditure detail as envisaged in table 1B. In this first step also
specialized tables with physical data on the number of visits by patients with specification of the
type of diseases, etc. (SHA paragraphs. 3.16 - 3.21 and SHA tables 3.2 and 3.3)"* may be
compiled.

The specialized health statistics tables at this stage of the compilation may not necessarily
cover all agents involved in health care and financing of health care. And also the physical data
may only refer to those agents covered in the specialized health statistics, as available statistics
are not yet fully covering all health care providers, financers and users. In due course, when
statistical coverage of these agents improves, of course, the scope of the specialized statistics
may be expanded.

As expenditure concepts at this stage of the compilation will be close to SNA concepts,
health care expenditure totals can be measured and double counting can be avoided to some
extent. The expenditure data can also be related to GDP estimates compiled separately by
national accountants, but there is no guarantee that this will result in accurate measures of the
relative importance of health care expenses, as the health care estimates have not been reconciled
with the corresponding SNA data on GDP.

2. Partial integration of the Health Expenditure Tables with help of the integrating SNA instruments
of SUT and IEA. The partial integration would include the reconciliation of health care
expenditure data with social and other current transfer data (table 1A and the transfer matrix of
table 6.3 of the OECD Manual), and also the reconciliation of supply (i.e. output and imports)
and use of health care services in the partial SUT (table 1A, and tables 8.2 and 8.3 in the OECD
Manual). It would not cover the integration of supply and use data on medicines and medical
equipment, as the supply of those data is not part of the health care system. Also, at this stage,
most or all SNA imputations identified in section C.2 0.0 will not yet be reflected in the data. The
partial integration of data, focusing on the reconciliation of data within the health care improves
the estimates of health care expenses, as more data checks are used, and therefore also the
indicators measuring health care expenses in relation to GDP are improved.

3. Compilation of integrated health satellite accounts would be the third step. In this step in the
compilation data on health care expenditures, supply of health care products and finance would
be integrated with other data of the national economy, through the use of comprehensive formats
of the SUT and IEA. At this stage a full integration between SNA health accounts and accounts
of the rest of the economy is attempted. This particularly includes the incorporation of price
indices for health care (as suggested in table 8 of the OECD Manual) and their integration with
price indices of other SNA aggregates, as well as the integration of health care employment data
(table 10 of the OECD Manual) between employment of health care activities, based on
economic survey data, and employment based on HH survey and labour force survey data. It also
includes the reconciliation between the use of medicines and medical equipment on the one hand
and the supply (i.e. local output and imports) of those, as well as the reconciliation between the
supply and use of imputed non-life insurance services, which between the overall system of the
SNA and the health accounts may have been treated differently. And finally does it require the
reconciliation of data on HH final consumption expenditures and actual final consumption of
health care services and goods and data on finance of those expenditures resulting from the

13 paragraph, page and table references to the OECD SHA Manual may be indicated in the remaining part of this
paper only by SHA.
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previous stage on the one hand, with other data of the HH sector on saving, disposable income
and net lending. All reconciliation referred to at this stage would also require that all SNA
imputations identified in section C.2 are reflected in the estimates.

44, It is a question of judgment and statistical convenience, what the exact scope should be of the
specialized health statistics tables in compilation stage 1. They certainly should include data of hospitals,
clinics, and other medical providers on which there are administrative or survey data. They also need to
cover the medical insurance sector, the GOV sector and social security sector, being important sectors of
finance, and in some instances also important providers of health care services. It should also include an
analysis of HH or family budget surveys, in order to determine the outlays of HH’s on medicine and health
care services, if available. It may not necessarily include occupational health care services | (see also
section C.4), as those may only be a minor part of the health care sector and require specialized knowledge
in order to be separated from the total intermediate cost of production of enterprises.

45, The scope of the health care sector in the first stage of the specialized health statistics
compilation should be the same for the monetary data on outlays and revenues and the physical data on
health care patients. Thus, they can be used jointly in internal cost-benefit and other analysis of the health
care sector. By including for instance physical data on the incidence of diseases, it may be possible to
confront those with the outlays (cost-benefit analysis), in order to determine the effectiveness of outlays in
responding to various aspects of disease prevention and control. By having these data available over time,
it would be possible to assess improvements in the effectiveness over time and by making comparisons
between countries, the information may show that certain policies pursued in selected countries are more
cost-effective than those pursued by other countries.

46. When entering the second stage of the compilation, i.e. including the SUT and IEA instruments
to integrate health care expenditures with supply of health care services and social and other transfers, the
objective is not to expand the health statistics data set, but rather to improve the internal consistency of the
data. The analysis will be more accurate, as it is based on more consistent, i.e. better integrated data sets.
Health statisticians, taking the lead, with minor assistance by national accountants, may carry out the first
and second step in the compilation of health accounts.™

47. The third is a major step, because it integrates the health statistics with data on the rest of the
economy. National accountants can best perform this step, as they are familiar with the intricacies of
concepts and classifications of the SNA. Also at this stage conceptual adjustments are essential, as
otherwise health statistics data cannot be integrated with other data of the economy. Integration of the
health statistics tables with the SNA at the third stage would reveal more accurately various contributions
and shares of health services to totals in the national economy. Thus, SNA links should measure the
contribution that health care services make to GDP and employment, the share of health care expenditures
in HH final consumption and actual final consumption, the share of capital formation in health care
services as percent of total capital formation, and also identify the share of medicines and health care
services in imports, and the share of health care services to non-residents in exports. It furthermore should
be clear from the links between the specialized health statistics tables and the SNA, what the share of
health is in social and other current and capital transfers, and the share of health in the incurrence of
liabilities by hospitals, clinics and other health care services’ institutions, and which sectors are the
counterpart holders of the financial assets issued by the health care sector.

 This would be in the traditional of French functional satellite accounts, which in the past have been initiated by
INSEE and thereafter responsibility has been transferred to the substantive Ministries and other GOV
agencies: Satellite accounts on Education compiled by the Ministry of Education, satellite accounts of
Health compiled by the Ministry of Health, satellite accounts on Tourism compiled by the Ministry of
Tourism, etc.
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C. AREVIEW OF SELECTED CONCEPTUAL AND DATA ISSUES OF OECD HEALTH
ACCOUNTS

48. The previous section included a generic presentation of SNA health accounts. That description
was very general and did not provide any details of concepts, classification and compilation approaches.
These details and further refinements are given in the present section. In addition to the details also
comments on the SHA Manual will be given, to which participants may react, so that more precise
guidelines on the conceptual, classifications and data content of SHA and its relation to SNA will result.

1. Statistical unit and classifications of the ICHA

49. The issue of classifications and statistical units is fundamental to the SHA. Throughout the
OECD Manual it has been emphasized that a three-dimensional classification ICHA (International
Classification of Health Accounts) has been developed, which applies in a harmonized manner to Health
care Providers (HP), services Consumed (HC) and Financers (HF). It is also possible to link the ICHA
categories to other international classifications: Thus the ICHA-HP is linked to ISIC (SHA annex A.5), the
CPC, the ICHA-CS are linked to COICOP and other purpose classifications (SHA annexes A.4 and A.6),
and the ICHA-HF is linked to the institutional sector classification of the SNA.

50. When reviewing the Manual, however, it seems to us that not a clear distinction has been made
between two aspects of a classification, i.e. its statistical unit and the categories of the classification. The
SHA Manual focuses mainly on the categories of a classification, but is much less clear on the differences
between the units of classification of the ICHA-HC, -HP and HF.

51. This lack of clarity shows up in conflicting statements in different paragraphs and sections. Thus,
on page 55 (4.14) it is stated that the statistical unit for all three classifications is the same; this is done in
order to allow for a cross-classifications. However, on page 48 (3.26) is mentioned that the units of
classification of the ICHA-HP (page 48) are the expenditure categories, that can be observed separately or
could be reasonably split up. On page 51 (4.3) it is said that the unit of classification of the providers may
be the institutional unit, and on page 56 (4.16) reference is made to establishments. Para. 3.14 seems to
stress the separation between administration and health insurance functions on the one hand and medical
goods and services on the other; para 4.16 also stresses the establishment basis of the SHA when it comes
to identifying sectors of funding. In chapter 6 a direct link is established with the SNA sector classification.

52. It is proposed that these conflicting statements in the SHA be replaced and/or supplemented by a
clearer statement on the unit of classification, which include the following elements:

9  The statistical units of the ICHA-HC are the expenditures on health care services generated by
providers and financers. The objective here is to distinguish between different health care
services generated by providers, and identify separately the typical services of financers and
regulators’. The classification should also serve the distinction between health care services that
are of an individual character and those that are of collective nature, so that the proper categories

> Typical services of health care financers are the administrative services of health care schemes and social security
schemes are included in ICHA-HC expenditure category HC7 (health administration and health insurance)
and in ICHA-HP provider category HP6 (General health administration and insurance). As was mentioned
in the last paragraphs of section B.3, these are not included as separate categories of the international
expenditure classifications of COICOP, COFOG, COPNI and COPP. They may be included in other
categories of R&D Health (COFOG 7.5, COPNI 2.5), and Health n.e.c. (COFOG 7.6, COPNI 2.6), and
also in Public health services (COFOG 7.4, COPNI 2.4).
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of health care services can be included in HH actual final consumption of health care products.
SHA tables 9.1 and 9.6 make the proper distinction on the basis of the above criteria. Thus,
health care services generated by providers are in categories HC.1-4, medicines are identified
separately in category HC.5 and public and regulatory health care services are identified in HC.6.

f  The establishment unit should be used both in the case of health care providers and financers ™. It
should be recognized that in applying the SNA establishment unit, there is no strict adherence to
the theoretical SNA definition of an establishment —one product and one location (see SNA
paragraphs 5.17-24) --, but to a practical application (also allowed in the SNA), in which the
establishment could actually produce a wide range of health care services. In particular a
distinction should be made between the health care services of health care providers, financers
and producers of health care regulatory services.

9 Itis proposed that also the establishment unit —and not the SNA institutional unit-- be used in the
sector breakdown. Using this unit would be instrumental in distinguishing between health care
providers, health care financers and health care regulators. If the sector unit were used, it would
not be possible to identify separately the transfer flows between health care financers and
providers and would also make it more difficult to identify separately the accounts of health care
financers and those units providing health care regulatory services.

53. Thus a general hospital, which is classified as a unit in HP 1.1 of the ICHA-HP may produce
different health care services, ranging from in-patient care, to services of day care, and may also supply
medical goods to outside patients. If the hospital is a separate entity, the services may be financed by other
units, such as insurance, social security system, or the government itself. If the hospital is part of social
security system, the services are financed by the same social security system. In that case the statistical unit
of the provider is the hospital and the statistical unit funding the health care services is another part of the
social security system. If the two are separated in the accounts, the establishment is the unit of
classification of both HP and HF. If the unit is not split up, the social security system is the provider and
also the unit funding the hospital services.

54. While distinguishing between health care product and establishment units and at the same time
coordinate the ICHA categories for providers (HP) and services (HC), the cross-classifications of health
care expenditures by functional categories and by health care providers in SHA table 2 and health financers
in SHA table 4 would become more meaningful for analysis. They would clearer bring out respectively the
range of health care services produced by different health care providers (SHA table 2) and the range of
health care services and medicines that are financed through transfers by different health care financers
(SHA table 3). Coordination of the HP and HC categories would also be able to show if there is a close
correlation (=unique link) between the categories of the ICHA classification in the three ICHA dimensions
uses.

2. Scope of current and total expenditure on health care

55. The SHA tables, discussed in section D and also other tables of the SHA Manual generally refer
to health care expenditures in their headings, while SNA concepts, including final consumption, capital
formation, social transfers and so on are used when details of the tables are presented in the text.

56. Expenditures are not a concept in the SNA. However, such concept may be used in the SHA as
an approximation of SNA concepts. A more precise definition, however, is needed. It is suggested
therefore here that an explicit distinction be made between health care expenses in the SHA manual and
corresponding SNA concepts to which reference is made. The expenditure concept may be defined to
exclude imputations and other SNA refinements, which are not strictly needed for SHA analysis. The

20



imputations, however, need to be adhered to in the third and last compilation stage (see section B.5), when
SHA and SNA data and concepts are reconciled.

57.

More specifically, health care expenditures concept may have the following characteristics. All

classifications, as defined in tables 1A and 1B of the prototype SNA health accounts framework (section
B) and all ICHA refinements of those classifications should be reflected in the expenditure concepts. This
means that data as extracted from the basic data sources of health care providers, financers and regulators
should be converted to the ICHA classifications of the SHA Manual. However, SNA imputations may not
be introduced in the scope of health care expenditures as in the first and second stage of compilation.
Health care expenditures may in particular exclude the following imputations:

1

Imputations of insurance type output of health financers and interest imputed to insurance policy
holders of the FC insurance sector (see section B.2) is required in the SNA. As the output and
imputed interest values are not used in the first stages of the compilation, it is suggested that
these imputations be delayed until the third stage when SHA and SNA data and concepts fully
integrated.

Changes in stocks of medicines and medical equipment may not be incorporated in the health
care expenses in the first and second stage of the compilation. The SNA (SNA paragraph 10.100)
requires that changes in stocks be recorded for all sectors, also for the GOV and NPI sectors. This
applies in the case of the SHA only to health care goods, i.e. medicines and health care
equipment. However, as the supply of these health care goods are suggested to be omitted from
the first and second stage of the compilation and also no product balances will be developed in
these stages, incorporation of changes in stocks can also be delayed until the full integration with
SNA in the third compilation stage is attempted.

Depreciation of buildings and medical equipment used in the generation of health care services
may not be included in health care expenses during the first and second stage of the compilation.
This implies that value added of health care providers, financers and regulators be included gross,
i.e. before deduction of consumption of fixed capital

Health expenditures may exclude those of small health care providers during the first stage of
compilation. The scope should be made as comprehensive as possible during the second stage,
but a full coverage can only be achived at the third stage of full integration with SNA

Trade margins on medicines and medical equipment required to be measured in the SNA between
their supply and use (SNA paragraphs 6.110-114) may not be reflected in the first stages of the
compilation. This is convenient as the supply of medicines and medical equipment will not be
incorporated in those compilation stages, only their use in final consumption and capital
formation. Thus the compilation of trade margins may also be delayed until third stage of the
compilation.

A part of the non-market output of health care services may be avoided during the first stages of
the compilation. This applies in particular to occupational health care services and regulatory
health care services generated in particular by the GOV sector. The omission of occupational
health care services is justified during the first two stages of the compilation, because
identification of the health care cost in financial statements of enterprises is difficult and can be
better developed during the third stage, when national accountants analyze in detail financial
statements of and economic surveys covering enterprises. The regulatory health care services
would require a detailed analysis of GOV records which could also be delayed until at the third
stage, when national accountants analyze those records also for other SNA purposes.
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9 Imputations of unfunded social contributions to health care schemes may not be incorporated in
the accounts of health care financers in the first or second stage of the compilation. In section C.5
it has been suggested that also most other social transfers (as presented in SHA table 6.3) may not
be compiled in these stages of the compilation. This applies in particular to imputed social
contributions, which are imputed in the SNA (SNA paragraphs 8.71-74), in order to arrive at a
meaningful estimate of labour income. As such concept is not essential in the SHA, the
imputation is unnecessary in the first stages of SHA compilation.

i There is no immediate need for including the concept of HH actual final consumption in the first
stages of the compilation. The concept, which was introduced into the 1993 SNA (SNA
paragraphs 9.72-99) in order to bring together all health care final consumption expenses that are
ultimately benefiting the HH sector, can easily measured, though, indirectly on the basis of the
functional expenditure classification suggested in table 1B.

58. Participants in the meeting may review these differences between the SHA expenditure concepts
and the SNA concepts and may recommend a more limited selection of expenditure categories to be
imputed during the last stage of the compilation. Whatever decision, however, is taken, all imputations and
special SNA treatments referred to here should be explicitly mentioned in the SHA Manual, so that users
know precisely what to do with these conceptual SNA issues in the SHA Manual: i.e. omit or incorporate
them in line with the SNA or in a special manner.

3. Scope of the health care sector in the SHA

59. The scope of the health care sector in the proto-type SNA health accounts was described in two
ways (section B): the industry scope of health care in terms of value added of economic activities and the
final consumption scope in terms of health sector products.

60. The two-way description of the scope of the health sector is not followed in the OECD SHA
Manual. In SHA table 3.1 the scope of the health care sector is only described in terms of products (ICHA-
HC). Thus it includes HC4 ancillary services to health care, HC5 medical goods dispensed to out-patients,
and HCR1 capital formation of health care provider institutions. As a consequence of this one-way product
related definition of the health sector, the industry scope of the health sector in table 4.1 includes a number
of activities (ICHA-HP), that would not be included as health industries in the prototype SNA health
accounts: HP4 retail sale and other providers of medical goods, and HP 7 other industries.

61. The one-way description in the SHA of the health care sector scope raises a number of issues,
which concern in particular the internal consistency of integrated health accounts. In each of these issues
the two-way description is more effective and may resolve some.

62. The treatment of secondary products is a first issue. Secondary non-medical goods and services
may be produced by the health sector and, vice versa, medical goods and services may be produced by
non-health industries: Hospitals and clinics may have cafeterias, where staff and patients could eat, or have
retail outlets that also sell non-health products. On the other hand, medical goods may be produced by non-
health care industries: Pharmaceutical products and medical equipment products (CPC 352 and 481) are
not only produced within, but also outside the pharmaceutical industry as defined in ISIC (ISIC 2423)

63. In the OECD SHA manual it seems that non-health care related activities of hospitals and the like
are excluded from the sector scope, but that all industries producing health care services as secondary
products are included within the health care scope. It is not clear from the OECD Manual if pharmaceutical
products generated by industries other than the pharmaceutical industry are included.
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64. By using the two-way scope as incorporated in the SNA proto-type health accounts, this lack of
clarity of the SHA Manual may be resolved: Secondary products of hospital such as cafeteria and other
retail outlet services would be excluded from the product scope of final consumption, but may remain
included in the industry scope of value added if statistically it is impossible to separate these activities from
other activities of hospitals. Pharmaceutical products and medical equipment products produced within and
outside the pharmaceutical industry as defined in ISIC would always be excluded from the industry scope
of value added, but included in the product scope of final consumption.

65. The two-way scope of the health sector would also resolve a related issue, i.e. the inclusion
within the health sector of retail sale and other providers of medical goods (HP4 in SHA table 4.1)
together with medical goods dispensed to out-patients (HC5 in SHA table 3.1). The OECD SHA manual
includes the pharmacies and other health care related trade establishments, as it wants to avoid inclusion of
the pharmaceutical industries within the scope of the health accounts. This treatment, however, is
incompatible with the SNA and with the prototype SNA health accounts, for the following reasons. Trade
is included in the SNA as an industry, whose output are the trade margins. The products channeled through
trade are treated as output of the industries actually producing those goods, which is the pharmaceutical
industry in the case of medicines. Therefore, including pharmacies and the medical products they sell
within the scope of the health care sector would require changing this basic feature of the SNA. The
alternative offered by the two-way scope of the health care sector is a much better alternative. In this
alternative the pharmaceutical industry and also the pharmacies would be excluded from the industry scope
of the health sector, but their products would be included in the product scope of the health sector. The
margins of the pharmacies would be included as final consumption of medicines is in market prices and
therefore trade margins of the pharmacies are automatically covered. *®

66. When including medical equipment as part of the functional classification of health care
products, one would need to be aware of a conceptual issue in the SNA related to the distinction between
final consumption and capital formation. The purchase of medical equipment should be treated as capital
formation, as its life span is more than one year. Final consumption in the SNA, which includes the market
and also non-market value of health care services and goods, covers the depreciation of those capital
goods, i.e. either in the market price or in the sum of cost items for non-market services. Therefore, when
measuring final consumption of health products —services and goods--, the annual depreciation of the
capital goods is already incorporated. Including the purchase of medical equipment as part of health care
expenses (as is done in SHA table 3.1) can therefore only be done, if a clear distinction is made between
products destined for final consumption and those included in capital formation. Simply adding those
expenses together would not adequately reflect the inclusion of depreciation of medical equipment in final
consumption of health care. The same applies to capital formation based on own account construction of
medical laboratories and the like. All labour and materials used in such construction are inputs into capital
formation of medical equipment, but the value added generated in this activity, even if carried out by the
same hospital should not be treated as part of value added of health care related industries.

67. Another comment is on the inclusion of ancillary services related to health care in the scope of
health care services. They are (SHA page 118) health care services by paramedical and medical technical
personnel without medical doctor supervision, including laboratory testing, diagnosis imaging and patient
transport. If these services are carried out by establishments that are not part of the health care industries,
they are excluded from the industry scope in the same way as the pharmaceutical industry is excluded. On
the other hand, the services are clearly related to health care and therefore should be included in the
product scope of health care. If these services are carried out by the same providers of health care services,
such as hospitals and clinics, they should also be excluded, being establishments outside the industry scope

18 The Manual recognizes this SNA treatment in para. 5.26, but does not draw the conclusion suggested here..
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of the health care sector. If this, however, is statistically difficult, their value added may remain included in
value added of the health care sector.

68. If the industry-product dichotomy is not explicitly recognized in the Manual, there is the danger
that products are not included in SHA table 3.1, because industries are not included in SHA table 4.1 and
vice versa. This may lead to unnecessary incompatibilities between the supply and use of health care
services. In the two-way scope it is clear that supply and use of medicines and medical equipment cannot
be reconciled in the partial supply-use reconciliation of the second compilation stage, only in the third full
reconciliation of SHA and SNA data (for more information on the reconciliation stages, see section B.5).

4. Output of occupational health care

69. The OECD SHA Manual recommends that occupational health services be included in the scope
of health care services. It is suggested that this imputation is made as part of the third and last stage of the
compilation, when health accounts are fully integrated with SNA.

70. The conceptual recommendations of the Manual on how to incorporate occupational health
statistics may need some adjustments, though. The Manual recommends that the output of those
occupational services should be based on the cost of personnel employed (SHA paragraph 5.7). However,
this would be an incomplete treatment, as also medicines may be supplied and also other intermediate cost
and depreciation of the health facilities may need to be covered. Furthermore, the number of employees
staffing the occupational health clinics should be added to employment in health services. This implies that
occupational health clinics, which are so-called ancillary units and not establishments in the SNA sense,
should be treated for the purposes of health accounting as establishments. Their productions accounts
should be kept separate from those of the establishments/ enterprises within which they operate, and output
should be imputed and separate estimates should be made of intermediate consumption, value added,
employment and also capital formation.

71. In order to fully asses the impact of these occupational expenses on HH health care, also an
enlarged concept of actual final consumption may be considered. Thus, imputed output of the ancillary
health units, which is intermediate consumption of the establishment unit of the major
establishment/enterprise to which they belong, should be re-allocated to actual final consumption of HH’s
through a corresponding transfer in kind from enterprises to the HH sector. This proposed treatment, which
may be justified in the context of health satellite accounts, is not envisaged in the SNA, which does not
recognize transfers in kind between enterprises and HH’s.

5. Scope and treatment of HH health care expenditures and supporting social transfers

72. The incorporation of the HH sector in the SHA requires further review in a number of respects. It
was proposed earlier (section B.5) that HH sector data may not be included in the SHA in the first two
stages of the compilation, if there are no HH surveys covering health care expenses and thus only indirect
estimates of HH expenses can be made. Two additional comments may be made here. One has to do with
the imputation of HH output of medical care services and corresponding imputation of voluntary services
in HH health care. Another comment has to do with the differences between SHA concepts of HH out-of-
pocket and personal expenditures and SSNA concepts of HH final consumption expenditures and actual
final consumption, and the corresponding scope of social transfers in both Manuals.
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a. Imputation of HHoutput of health services
73. The Manual suggests the imputation of non-market HH production for health services generated
by HH’s for in-house care of the elderly, terminally ill, etc. As it would be very difficult to arrive at a
comprehensive scope of those in-house health services produced by HH’s, it suggests (paragraphs 5.8-
5.12) that the output be made equal to cash transfers by GOV to HH’s and in that way volunteer services
provided for in-house care by HH’s would be indirectly valued.

74. A number of questions may be raised with regard to this treatment proposed in the Manual. Most
GOV transfers will not pay for HH unpaid work, but only for medicines, use of medical equipment and the
like; so it is unclear how such payments would lead to an indirect valuation of unpaid HH health care
work. Or should also unpaid work be imputed when there are no transfers? And what valuation should be
given to the HH unpaid work in this case? Making such imputations in the SHA, however, would alter the
SNA principle that no imputations are made for non-market services for own final use, and/or make
imputations for labour services unless they are indirectly valued in the market through the sale of their
products. Furthermore one should take into account that the transfers are already reflected in final
consumption as defined in the SNA. They would be included in HH final consumption expenditures if the
transfers are reimbursements for health care payments made by HH’s, in GOV final consumption if the
GOV itself makes the payments, and in the latter case they will be transferred (through D631 Social
benefits in kind) to the HH sector by including those expenditures in HH actual final consumption.

75. Thus SNA already reflects in final consumption the in-house health care services and there is no
need to reflect those as well on the supply side. It is true that the SNA treatment undervalues the
contributions of HH’s to value added of health care, but this may be resolved in a manner that would not
violate SNA principles. It could be done instead by enlarging the concept of employment. At present the
scope of employment is made consistent in the SNA with the production boundary. Thus all production,
market and non-market, is supported by employment generating this production and would not include
employment in support of production outside the production boundary, such as is the case when in-house
services of health care performed. To repair this, employment in the SHA may include two segments: i.e.
employment in support of market production of health care services, and employment in non-market health
care services in the HH’s in which some health care products (medicines and health care equipment) may
be used. Imputing only employment would avoid the need to value volunteer services in HH health care,
which was the intention of the OECD Manual.

b. Scope of health care transfers and HH final consumption
76. The SNA makes a distinction between three types of social transfers on the benefit side, i.e.

9 62 Social benefits other than social transfers in kind, covering benefits paid by the social security
system (D621), by private insurance companies that administering social schemes for employers
(D622), and unfunded payments imputed for benefits by employers (D623)

9 D7 Other current transfers, covering among others non-life insurance benefits granted to
individuals with insurance policies

9 D.63 Social transfers in kind, which include social security befits in kind (D6311 and D6312
Social assistance benefits in kind, e.g. to the poor, which are not covered by the social security
system or by private insurance policies (D6313), and transfers imputed to the HH sector for so-
called ‘non-market individual’ GOV expenses, among others on health (D632)
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77. The difference between HH final consumption expenditures and HH actual final consumption is
equal to the sum of the third category, i.e. D63 Social transfers in kind."

78. Actual final consumption by HH was introduced in the 1993 SNA on the basis of similar
concepts that existed in the Material Product System used at that time by Centrally Planned Economies.
The purpose was to bring together in an alternative HH final consumption concept (actual final
consumption of HH’s) all consumption goods and services, which benefited HH’s, independent of whether
HH paid ford those or not. The latter included selected consumption expenses paid for by GOV and NPI’s
on health, education, cultural services, social protection and recreation, , which directly benefit individuals.
Thus all health care expenses, except the general administration cost of Ministries of Health, are treated in
the SNA as individual consumption and added to HH actual final consumption. In the case of NPI’s it was
assumed, for convenience sake, that there is no collective consumption, and that thus all expenditures,
including those for general administrative purposes of NPI’s, are individual consumption, and thus added
to HH actual final consumption.

79. The SHA uses three HH related concepts. In SHA tables 1, 2 and 5 dealing with funding of health
expenditures, it uses the concept of ‘HF23 Private Household Out-of-Pocket payments’. * In SHA tables 6
and 7 it uses the concept of ‘personal expenditures on health’. And in SHA matrix table 6.3 of transfers and
in accounts P3 (annex 6.1) it refers respectively to ‘Households’ and ‘Private Households’, when dealing
with ‘actual individual consumption’ and social transfers. The descriptions of what is included in flows
related to households in these tables, however, is poor (paragraphs 6.21 and 6.25-6.28) and definitely
insufficient to guide SHA compilers, when establishing the correct relation between these tables and the
SNA. Some questions may be raised: Are out-of-pocket expenses by HH’s only those that are not covered
through transfers by health care financers? Is the scope of personal expenditures on health care the same as
that of out-of-pocket expenses by HH’s? Are any transfers referred to in table 6.3 reflected as finance of
some of these HH consumption concepts?

80. As a special case should be mentioned the HH expenditures that are made for in-patient care in
institutional households. The Manual does not include any reference to this concept, even though it may be
quantitatively very important. The SNA states (SNA paragraph 4.136) that “Persons living permanently in
an institution, or who may be expected to reside in an institution for a very long, or indefinite, period of
time are treated as belonging to a single institutional household when they have little or no autonomy of
action or decision in economic matters”. As an example it mentions ‘“Long-term patients in hospitals,
including mental hospitals”. In the SHA-ICHA classification this refers to in-patient curative care (HC11),
rehabilitative care (HC21), and long-term nursing care (HC31). In the SNA these expenditures would
normally be treated as part of HH final consumption expenditure, as in most instances payments by social
security systems and private insurers would be reimbursements for the services that are rendered by in-
patient health care institutions.

81. In order to clarify the above issues in the SHA and thus bridge SNA and SHA concepts, it is
suggested to include in future versions of the OECD Manual a table on the scope of transfers as presented
in table 2 below. The table could be used to further detail the explanations in the SHA and arrive at correct
links with the SNA. The descriptions contained in the table are taken from the relevant SNA paragraphs in

" The SNA concept “D632 Transfers of individual non-market goods and services” is not restricted to charities from
NPI’s,. as suggested in SHA table 6.3, but also includes individual health care expenses by the GOV.

' One may assume that the concept of 'private HH out-of-pocket payments' in SHA tables 1, 2 and 5 is less
comprehensive than the SNA concept of HH final consumption, as it does not include medical expenses by
HH’s that are paid for the social security system or insurance companies (SNA transfer items D.6.2 and
D.7; see SHA table 2 in the annex and the discussion below).
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chapters VIII and IX of the SNA. Only health related transfers are shown and within the descriptions
health related references are presented in italics and underlined
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Table 2 Social Transfers in SNA, relevant to Health Care

D.62 Social benefits other than social transfers in kind

D.621 Social

security
benefits in

cash

These are social insurance benefits payable in cash to households by social security funds. They may
take the form of:

A Sickness and invalidity benefits

A Maternity allowances

A/ KAfRNBYyQa 2NJ Tl YAf @
A Other non-health related benefits

Fff26l yOSaz 2G0KSNJ R

Ny

D.622 Private
funded social

These are social insurance benefits payable to households by insurance enterprises or other
institutional units administering private funded social insurance schemes. The kinds of benefits
provided are similar to those listed above for social security funds. Unlike social security benefits,
however, no distinction is made between benefits in cash and in kind as private funded benefits

benefits cannot be social transfers in kind. Both types of benefits are recorded in the secondary distribution
of income account.
These are social benefits payable to their employees, their dependants or survivors by employers
administering unfunded social insurance schemes. All unfunded benefits are recorded in the
secondary distribution of income account whether in cash or in kind. They typically include:

D.623 i

Unfunded A The continued payment of normal or reduced wages during periods of absence from work as a

- result of ill health, accidents, maternity needs, etc.;

employee i

social benefits

A The payment of family, education or other allowances in respect of dependants;

A The payment of retirement or survivors' pensions to former employees or their survivors, and the
payment of severance allowances to workers or their survivors in the event of redundancy,
incapacity, accidental death, etc.;

General medical services not related to the employee's work;

Convalescent and retirement homes

> >
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D.624 Social
assistance
benefits in
cash

Social assistance benefits are current transfers payable to households by government units or NPISHs
to meet the same needs as social insurance benefits but which are not made under a social insurance
scheme incorporating social contributions and social insurance benefits. They therefore exclude all
benefits paid by social security funds. They may be payable in cash and in kind. Those in kind are
part of social transfers in kind, entered in the redistribution of income in kind account.

Social assistance benefits may be payable in the following circumstances:

No social insurance scheme exists to cover the circumstances in question;

Although a social insurance scheme, or schemes, may exist, the households in question do not
participate and are not eligible for social insurance benefits;

Social insurance benefits are deemed to be inadequate to cover the needs in question, the social
assistance benefits being paid in addition.

> >

>

Social assistance benefits do not include current transfers paid in response to events or
circumstances that are not normally covered by social insurance schemes. Thus, social assistance
benefits do not cover transfers in cash or in kind made in response to natural disasters such as
drought, floods or earthquakes. Such transfers are recorded separately under other current

transfers.

D7. Other current transfers

D.72 Non-life

insurance
claims

Non-life insurance claims do not include payments to households in the form of social insurance
benefits. They are the amounts payable in settlement of claims that become due during the current
accounting period. Claims become due at the moment when the eventuality occurs which gives rise
to a valid claim accepted by the insurance enterprise. As the service charges on non-life insurance
are calculated by subtracting claims due from the combined value of the premiums earned and
premium supplements, it follows that the total claims due for an insurance enterprise must equal the
net non-life premiums receivable by that enterprise during the same accounting period. This
emphasizes the fact that the essential function of non-life insurance is to redistribute resources.

The settlement of a non-life insurance claim is treated as a transfer to the claimant. Such payments
are always treated as current transfers, even when large sums may be involved as a result of the
accidental destruction of a fixed asset or serious personal injury to an individual. The amounts

received by claimants are usually not committed for any particular purpose and goods or assets
which have been damaged or destroyed need not necessarily be repaired or replaced.

Some claims arise because of damages or injuries that the policyholders cause to the property or
persons of third parties, for example, the damages or injuries that insured drivers of vehicles may

cause to other vehicles or persons. In these cases, valid claims are recorded as being payable directly
by the insurance enterprise to the injured parties and not indirectly via the policyholder.
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D.63 Social transfers in kind

D.6311 Social

security
benefits

reimbursemen

ts

The reimbursement by social security funds of approved expenditures made by households on
specified goods or services is a form of social benefit in kind. Examples of expenditures that may be
reimbursable are expenditures on medicines, medical or dental treatments, hospital bills,

optometrists' bills, etc.

When a household purchases a good or service for which it is subsequently reimbursed, in part orin
whole, by a social security fund, the household can be regarded as if it were an agent acting on
behalf of the social security fund. In effect, the household provides a short-term credit to the social
security fund that is liquidated as soon as the household is reimbursed. The amount of the
expenditure reimbursed is recorded as being incurred directly by the social security fund at the time
the household makes the purchase, while the only expenditure recorded for the household is the
difference, if any, between the purchaser's price paid and the amount reimbursed. Thus, the amount
of the expenditure reimbursed is not treated as a current transfer in cash from the social security
fund to households.

D.6312 Other
social security

These consist of social transfers in kind, except reimbursements, made by social security funds to
households. Most are likely to consist of medical or dental treatments, surgery, hospital

accommodation, spectacles or contact lenses, medical appliances or equipment, and similar goods or

services associated with the provision of health care. The services may be provided by market or

w non-market producers and should be valued accordingly. In both cases any nominal payments made
kind by the householders themselves should be deducted. The transfers should be recorded at the times
the goods are transferred or services provided.
These consist of transfers in kind provided to households by government units or NPISHs that are
similar in nature to social security benefits in kind but are not provided in the context of a social
D.6313 Social | insurance scheme. Like social assistance benefits in cash, they tend to be provided under the
assistance following circumstances:
w A No social insurance scheme exists to cover the circumstances in question;
kind A Although a social insurance scheme, or schemes, may exist, the households in question do not
participate and are not eligible for its social benefits;
A Social insurance benefits are deemed to be inadequate to cover the needs in question, the social

assistance benefits being paid in addition.
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D.632
Transfers of
individual
non-market

goods and
services

These consist of goods or services provided to individual households free, or at prices which are not
economically significant, by non-market producers of government units or NPISHs. Although some of
the non-market services produced by NPISHs have some of the characteristics of collective services,
all the non-market services produced by NPISHs are, for simplicity and by convention, treated as
individual in nature. Non-market producers are described in more detail in chapter VI. Services
provided free, or at prices that are not economically significant, to households are described as
individual services to distinguish them from collective services provided to the community as a
whole, or large sections of the community. Individual services consist mainly of education and health
services, although other kinds of services such as housing services, cultural and recreational services
are also frequently provided. They may be provided either by market or non-market producers and
are valued accordingly.

By convention, all government final consumption expenditures under each of the following headings
should be treated as expenditures on individual services except for expenditures on general

administration, requlation, research, etc.:

07 _Health

08.1 Recreational and sporting services
08.2 Cultural services

09 Education

10 Social protection.

The services provided as social transfers in kind to households are recorded at the times they are
provided. These are the times at which they are produced. Any goods provided directly to
households by non-market producers should be recorded at the times the change of ownership takes
place.
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82. One may assume that the concept of 'private HH out-of-pocket payments' in SHA tables 1, 2 and
5 is less comprehensive than the SNA concept of HH final consumption, and that it does not include
medical expenses by HH’s that are paid for the social security system or insurance companies (SNA
transfer items D.6.2 and D.7 in table 2). If that is the case, HH actual final consumption in table 6.3 can
only be derived by adding to HH out-of-pocket expenses in SHA table 1 all social benefits listed above, i.e.
D62, D7 and D63. As this conversion is very complex indeed and would require much detailed SNA
knowledge, it may be recommended that table 6.3 should be only compiled as part of the last, i.e. third,
stage of SHA implementation in countries (see section B.5), and in close cooperation with SNA experts.
This is a further reason why a concept of health care expenditures is needed in the SHA, which differs
from SNA HH final consumption expenditures and HH actual final consumption (see section C.2).

D. PRIORITIES IN THE COMPILATION OF SHA TABLES

83. SHA tables are a selection and adaptation of SNA tables, in which specific features and details of
health statistics are brought out. The scope of the tables depends on the compilation stage in which a
country finds itself (see section 5). More comprehensive and complex tables can only be implemented
when there are more data and there is more experience in the processing of those data. Some tables can be
best developed by health statisticians, others require modest cooperation with national accountants, and
other tables may be better developed by national accountants as part of SNA compilation. In this light are
reviewed below the tables that are included in the OECD Manual:

9 SHA Health expenditure tables 2, 4-5 can be directly based on the information included in
prototype tables 1B and table 6.2 is closest to the format of prototype table 1A and can thus also
be compiled in the first stage of the compilation. Table 2 classifies output of health care providers
by the functional expenditure categories and industries of health care providers, as reflected in
the first column of table 1B. Tables 4 and 5 are a cross-classification of final consumption of
health care services by financing sectors, the dimensions of which are reflected in the second and
third column of table 1B. Table 6.2 (by type of financing transaction and financing sector) is the
table that is closest to the format of table 1A and thus can also be compiled in the first stage of
the compilation.

Together these tables could be considered as the monetary core (SHA paragraph 1.34) of
the integrated health satellite accounts. They do require limited conversion to SNA transaction
categories, but do not require any reconciliation of data between beneficiaries, providers and
financing sectors. Therefore they can be compiled in the first stage of the compilation. One
condition, however, may be imposed. If data on the HH sector are not covered through HH
Health surveys, no effort should be made to incorporate data in the HH sector columns. Under
those circumstances, estimates included in the HH column can only be made in the second stage
as part of a reconciliation of data between services and products supplied by providers and
agencies funding health care services and those services and products used by beneficiary HH’s.

9 SHA Tables 6 and 7 on personal expenditures on health care should be included in the first stage
of the compilation, but only if detailed HH health care surveys are conducted. Even if detailed
information is available from some of the health care providers of such services, it will not be
possible to elaborate these tables. Once HH survey information is available, however, it would be
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very useful to compile these tables, as they provide the link between monetary data and physical
data on diseases, treatments and ages and other information of individuals treated, and thus
provide a basis for assessing the effectiveness of the health care system.

1 SHA table 9 on international trade in health services should be compiled during the first stage of
the compilation, when BOP detail on these services has been well developed. If such detail is not
available, it would be better to delay the compilation of the table until the second staged of the
compilation, i.e. when data on health care services by providers can be reconciled with BOP
export data of those services, and when data from HH surveys on externally purchased health
care services can be reconciled with BOP imported services of health care. If such reconciliation
has not taken place, it would be inconvenient to include this table, as it would incorrectly suggest
data precision on the relation between health care expenditure data and imports and exports
health care services.

9 SHA tables 1 and 3 with cross-classifications of health expenditures by health care provider and
financer can only be compiled after reconciliation of output data of providers and final
consumption and transfer data of financers. Those tables require a much more complex
compilation process and would need to be delayed until sufficient number and high quality basic
data have been compiled during the first stage of the compilation. Reconciling data at a stage
without a sufficient number of data items measured directly may result in poor estimates as many
data items would have to be compiled indirectly, and very few data checks are available."

9 Table 8 on price indices of market and non-market health care could generally be only developed,
if detailed price surveys are held in the country and health care specific price indices as explained
in chapter 7 of the Manual. Using the two types of price indices together, however, would require
that they be reconciled in terms of the comparative scopes of health care services and other
products to which they refer and also reconciled with constant price estimates available from
traditional national accounts compilation. Furthermore SHA table 8 and SHA Chapter 7 focus
very much on producers price induces by ICHA-HP categories, but do not refer at all to price
indices by the ICHA-HC categories of health care products, which are also needed in analysis.
Once developed, the reconciliation of the health care price indices with the overall system of
price induces and the reconciliation between price indices by health care provider (ICHA-HP)
and service (ICHA-HC) can only be well done by national accountants in close cooperation with
health statisticians in the last (third) stage of compilation, when health statistics are fully
integrated with the national accounts.

1 When including the health care employment data of table 10 of the Manual, one also should be
aware of an employment reconciliation issue. Employment data may be alternatively obtained
from economic surveys (with enterprises) or from labour force surveys and other HH based
surveys. The HH based labour force data may be more comprehensive than the employment data
based on the data sources of hospitals, clinics and the like that also provide data on health care
expenditures. There may be large differences in terms of employment scope and detail of health
care employment. As employment from HH surveys or Labour Force surveys concerns not only
employment in health care, but refers to economy wide employment, it would be better to

9 In practice some countries have preferred to compile table 3 before tables 2 and 4. presumably because table 3 does
not require any of the ICHA expenditure detail required in the latter tables. If they have compiled table 3,
they have reconciled totals of health care expenditures between providers and financers, without entering
into the expenditure details. This may cause difficulties in the future, when reconciliation of expenditure
details between providers and financers is attempted. At that stage the expenditure totals reconciled
between providers and financers may need to be adjusted again.
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compile this table at the last stage of the compilation, when fully integrating the health care data
with the national accounts.

9 Table 6.3 (Transfers in health care) reflects reconciliation between health care transfers by
financing sectors on the one hand and output by providers and final consumption of beneficiaries
on the other. What is missing in the table is the additional distinction made between in the proto-
type SNA framework of table 1A and 1B between providers and financers of health care. Such
distinction would bring out more clearly in the table the flows of finance and final consumption
of health care. In the present format of the table, such flows would not be made explicit, if
provider and financer are the same institutional unit and therefore belong to the same sector,
which is the case for instance when social security or other insurance schemes operate hospitals
and clinics. The table also introduces SNA imputations for unfunded contributions, which are not
strictly needed in health care analysis. It was therefore suggested in section C.5 that this table
only be compiled in the third compilation stage. Alternatively, the table could be redesigned, so
that it can be compiled in the second compilation stage. In such redesigned table, the distinction
between health care providers and financers may be reflected and only benefits financing health
care consumption may be shown, and not contributions including imputed social contributions.

{1 The supply use table of tables 8.2 and 8.3% is not a partial integration of health care services, as
was meant in the second compilation stage under compilation stage 2, but assumes through the
line of “other products” and column of "other producers" a full integration of the health care
segment with the rest of the SUT. It is suggested that the table be redesigned, in order to reflect
better this partial integration feature, so. that it can be used to integrate heath care data in the
compilation stage. In order to accomplish this, several lines and columns should be eliminated
from both tables: i.e. the line of “other products”, the columns of “other producers” and “total
economy”, and also the column of “gross capital formation”, as medical services do not enter
capital formation®. Also one should be aware that not all rows in the SUT would be balanced in
the partial integration. That would be the case in particular for medicines and medical equipment,
which are not considered to be produced within the health care system. As in the second stage
compilation, supply and use data are also integrated with a product breakdown of current
transfers from health care financers, additional columns may be included as was done in the (two
rows for “current transfers by health care financers” in) prototype table 1B above.

84. It is in the light of the review above of the SHA tables, that the distinction made in the OECD
Manual between SHA and integrated satellite accounts should be reconsidered. Instead, a distinction
should be made between three subsequent compilation stages of health accounts. The first one includes the
compilation of health care expenditure tables for providers and financers and HH’s (SHA tables 2, 4, 5, 6,
7, 9 and 6.2 of the OECD Manual). The second one is an extended framework, in which partial IEA and
SUT formats are used to integrate health care expenditure data with social and other current transfer data
(SHA tables 1, 3, 6.3 redesigned) and health care expenditure data with output and import data (redesigned
and partial SUT tables 8.2 and 8.3, SHA). And the third stage would constitute a further extension, in
which the full SUT and IEA are used to integrate health data with other data of the economy, and also price
indices (SHA table 8) and employment data (SHA table 10) for health care services are compiled.

85. When the 1993 SNA was written, a large segment of the Chapter on satellite accounts was based
on French experiences with satellite accounts, which are called in the SNA chapter functional satellite

% SHA table 8.3 includes the use and value added segments of the SNA Supply and Use Table (SUT) and therefore
should be referred to as the “supply and use table (part 2)

2! This would only be applicable if a concept of human capita o were introduced.
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accounts. The functional satellite accounts are data systems that use selected segments of the SNA to
develop specialized data structures, in which some of the SNA concepts were adapted and extended with
other, often physical information related to the specialized area. This means that functional satellite
systems can only be partly linked with the SNA, as they include only selected segments of the System.
These types of functional satellite accounts are distinguished in the same SNA chapter from so-called
integratedsatellite accounts in which all SNA segments were covered and adapted concepts were changed
throughout the system. The SNA Chapter presents economic-environmental accounts as an example of
integrated satellite accounts, which was used as a basis for the development of the 1993 SEEA (System of
Integrated Economic Environmental Accounts) and is also being used as such for the recently published
and revised 2003 SEEA.”

86. The SHA, and in particular the extension based on the second compilation stage of partial IEA
and SUT integration of health care services, could be considered as functional satellite accounts. The third
extension, in which the link is established between health care services and the rest of the economy, are an
integrated satellite accounts system, as they deals with all aspects of e economy.

E. CONCLUSIONS

1. How to strengthen SNA and SHA links in concept and compilation

87. Some hints have been given in the earlier sections about how to strengthen links between SHA
and SNA. Some of those elements have to do with compilation and some others with conceptual adaptation
of one system or the other. At this stage the main points will be repeated here.

9 Compilation links between the two systems are very important. That can only be achieved if the
two systems are at the same stage of compilation. In many countries, particularly developing
counties, SNA compilation is restricted to GDP breakdowns by economic activities and
expenditures Such limited version of SNA cannot be well related to SHA development, which
requires explicit incorporation of the SUT and IESW and their balances. On the other hand, SHA
compilation along the lines suggested may become the nucleus for extending the implementation
of SNA, particularly if there is a close coordination between SHA and SNA development.

1 What is also important is that SHA and SNA compilations make use of the same data sources. As
through SHA detailed financial statements would be compiled for health care providers and
financers, those statements should also be used in SNA compilation. Vice versa, SHA
development would need to utilize SNA data sources such HH surveys GOV records and BOP
data, and coordinate the use of those data sources with SNA compilers. Using different data
sources on health care would obviously lead to incompatible estimates.

1  Adaptation of the SNA concepts may also lead to further strengthen the link between SNA and
SHA. There are three areas where this is relevant. Firstly, there should be compatibility between
the functional expenditure classifications used in SHA and SNA; at present there is one main
deviation: None of the expenditure classifications used in SNA (COICOP, COPNI, COFIG en

22 UN, EU, IMF, OECD, WB, Integrated environmental and economic Accounting 2003, Draft 2003
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and COOP) make explicit reference to health care finance of the expenditure classifications used
in SNA (COICOP, COPNI, COFOG en and COOP) make explicit reference to health care
financing services, while SHA has introduced for it an explicit category in its ICHA
classification. This SHA feature may also be incorporated in future expenditure classifications
used in SNA work. Another conceptual deviation from the SNA is suggested, i.e. to incorporate
health care expenses by enterprises in HH actual final consumption. (section C.4). At present
SNA does not recognize this extension of the scope of HH actual consumption. And finally there
is the suggestion in the OECD Manual that value added generated in non-market health care
activities be incorporated in an extension of GDP (see section C.5.a). This adaptation of the SHA
as compared with the SNA has not been taken over in the present paper, mainly because it would
require too much adaptation of the SNA. In the future SNA revisions this issue may need to be
addressed by extending the production boundary to include important non-market service
activities within the HH sector; health care activities within the HH would certainly be an
important candidate for such extension of the SNA production boundary.

Finally SNA and SHA links could be strengthened by further coordination between SNA and
SHA compilers. This is easiest if the two compilations are both located in the Statistical Office,
and would be more difficult if SNA compilation is carried by the Central Bank and SHA
compilation take place in the Statistical office. A joint Commission would need to introduce the
necessary coordination between both compilations. The coordination could also be strengthened
by joint training courses in which SNA features are presented to health statisticians and details of
health statistics are presented to national accountants.
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2. How to use SHA estimates in policy analysis

88. Below is presented table 3 with list of analytical health care indicators, i.e. ratios between the
variables of the SHA, which together could define the analytical potential of the health accounts system. It
is only an illustrative list, which could be extended or amended by participants during the meeting.
Through the identification of additional analytical ratios, participants may reveal the need to reflect other
variables or breakdowns of variables, which are not yet included in the SHA.

Table 3 lllustrative list of analytical indicators
defining the analysis potential of the SHA

% composition of health care expenses, based on the
ICHA-HC

Final consumption on health care as % of
HH consumption

HH actual final consumption

Health care expenses Final consumption on health care as % of
(i) GDP

(if) HH Disposable income

Capital formation in health care as % of:
(i) Total capital formation

(i) GDP

Value added generated in health care as % of

(i) GDP

(if) HH disposable income

Health care value added % composition of value added in the health care sector by

(i) Providers, financers and regulators

(ii) “Health care providers based on the ICHA-HP
classification

% composition of employment within the health care
sector (SHA table 10)

Market employment in health care as % of total market
employment

Non-market employment in health care (within HH’s) as
% of market employment in health care

Health care employment

Comparative price indices classified by ICHA-HP
categories of SHA table 8

Comparative price indices classified by ICHA-HC
Price inflation in health care categories

Comparison of price indices by product (HC) and
industry (HP) between health care and the economy as a
whole

% composition of transfers by sectors (SHA table 6.3)

Transfers financing health expenses financing health care expenses

Health care expenses by type of disease/ number of

Disease and health access indicators individuals treated (SHA table 6)
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89. It should be emphasized that the indicators can be estimated at any stage of the compilation.
However, in early stages of the compilation they are less reliable. This is so in the first stage, when not all
health care providers are covered exhaustively, double counting may still occur, and also HH survey data
on health are may not yet be compiled. In the second stage when balances are incorporated for supply, use
and transfers of health care products, the double counting distortion is much less and also there is more
complete scope of health care providers and financers. At the second stage, however, data have not yet
been fully integrated with SNA data, so that analytical ratios based on health care data on the one hand
may not be compatible with other SNA data, such as GDP. That consistency would have to wait until the
third stage of the compilation. Also until that stage there a comprehensive HH sector account may not yet
be available, so that ratios between HH expenses on health care and other HH sector variables, such as
total HH consumption or HH disposable income cannot be estimated.

90. The list of indicators above reflects the present analytical focus of the SHA on health expenses.
That orientation could be extended, by introducing perspective of causes of diseases linked to economic
activities (ISIC) or the extent to which different population groups can support the required health
expenses. Such extensions would require breakdowns of the HH sector to identify different HH groups, or
would require the relation between economic activities (ISIC) and the causes of diseases.
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