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Introduction 

Health accounts have been used to measure in a standard way the health spending for policy 

purposes. After 15 years of global effort to create comparable health accounts (HA), using SHA 

1.0/PG3 framework since 2000/2003, the experience from countries around the world has reached a 

critical mass to improve the estimates (both concerning what to measure and also how to measure 

it). A survey in 2006 by WHO and Eurostat led the way in identifying the existing ambiguities, 

problems and limitations of SHA 1.0/PG that required improvement. This proved to be an initial 

target setting for the revision process of SHA1.0/PG which was established by EUROSTAT, OECD and 

WHO in 2006.  

The revision process was organised in a consultative way in order to ensure that the various points 

of view, conditions and needs, which are not always the same among the various regions of the 

world, were adequately taken into account in the final recommendations. Representatives of around 

110 countries took the opportunity to express their views, in addition to the officials from the 

international organizations and institutions (see map below). 

SHA 2011 aimed at being more policy relevant to inform key decisions in the health system. 

Acknowledging that the health information systems are not always including information on 

expenditure and certainly their content is not linked to information needs on resource allocation, 

the revision process focused also in the analysis of the feasibility of the changes proposed. The 

success of the expenditure analysis can only be assured when both conditions are met, the data 

requirements should be policy relevant and feasible to obtain. 

During the latter stages of the revision process, piloting a preliminary draft of the manual was 

promoted in one Member State of each of the WHO regions and in a selection of OECD countries (on 

a voluntary basis), with the aim of providing feedback and information on the appropriateness of the 

revised classifications and the overall feasibility of the new system.  

Countries4 participating in the first WHO pilot process were asked to test the various draft 

classifications of the new manual in different stages of development. A proposed outline and issues 

to assess during the pilot testing report was agreed with each team, including:  

a) to map both the existing country and SHA1.0/PG classifications into the new set of preliminary 
classifications (SHA 2011 already displays a mapping to SHA 1.0 up to 2nd digit),  

b) to compare the data according to SHA 1.0/PG with the revised proposed classifications of SHA 
2011,  

c) to identify problems and difficulties found,  
d) to recommend any possible changes to improve the usability of the classes, and  
e) to qualify the improvement of the changes regarding national information needs.  
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The three OECD countries5 undertaking the first SHA 2011 pilot studies followed a similar structure, 

detailing the process and methodology used, documenting issues found in the mapping and 

producing draft tables according to the new classifications. Countries were also asked to estimate 

the effect on resource requirements and any overall recommendations. 

Under the exercise, each pilot country used the data for which already a SHA report was made in 

order to compare the changes in the values between the existing reporting classes and aggregates 

and the new SHA2011 classifications.6 

All results of the pilot testing were used to refine the revision process. This report provides a 

summary of the main lessons learned, consolidating the reports of the pilot countries together with 

exchanges with other countries which spontaneously tested SHA 2011, to facilitate the transition 

from SHA 1.0/PG to SHA 2011. The inventory of problems found by the pilot teams, the solutions 

proposed as well as the usefulness of the revised proposals for policy were discussed when 

clarification on selected subjects was required. The cross-classifications of data provided were 

analysed for their internal and cross-classification consistency. Furthermore, the data and gaps were 

analysed based on the explanations given in the text accompanying the datasets of the pilot 

exercises.  

 

Main changes introduced in SHA 2011 compared to SHA 1.0/PG. 
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During the SHA consultation process, the consulted Member States realised that the improvements 

for an ideal standard on health accounts involve a stepwise improvement and that the first step of 

the revision of SHA should focus on the priorities. Agreement was reached for the following changes: 

General features and accounting improvements of SHA 2011 

a) Accounting rules used in SHA 2011 are updated according to SNA 20087. 

b) Changes are introduced in line with last revision of standard international classifications 

(such as ISIC8). 

c) The boundaries and classifications in SHA 2011 are improved on definitions and criteria for 

inclusion and exclusion. 

d) A separate accounting of current and capital spending is introduced. 

e) A classification for capital is introduced (HK). 

f) A small number of codes and labels have been modified in order to be more explicit 

regarding the content (in HC, classification of health care function; HP, classification of 

health care providers; HF, classification of health care schemes). 

g) A change of the preventive sub-classes from program-based into type of service is 

introduced. 

h) A small number of changes on HP provider classes are created to make this classification 

closer to HC functional classes.  

i) Changes of HF classification - based on institutions in SHA 1.0/PG – are introduced towards a 

clearer classification of financing schemes. 

j) A change of FS sources classification from institutions into a revenue of scheme classification 

is made (a FS classification was already proposed in PG based on institutions).  

k) The financing classifications involve a clear change of focus in the way public and private 

flows are seen: public funding is to a large extent – though not exclusively - converted into 

compulsory classes, as it implies the direct and full intervention of the State in the 

associated practices. Private flows are largely associated to voluntary – discretionary - 

involvement, for which the State still sets rules but on a regulatory general basis.  

l) A refined version of Factors of Provision (FP) is introduced (in the PG this classification was 

labelled as resource cost, RC). 

m) A refined version of the beneficiary distributions is created, based on location, 

disease/condition, socioeconomic status and age and sex (in SHA 1.0 the mainly focus was 

on ICD, in the PG those four proposals were already mentioned). 

n) A refinement on the measurement of imports and exports is created in line with Balance of 

Payments manual and SNA (in SHA1.0 already a table for external trade was included). 

o) Memorandum items are reformulated, and classified either as health care related (HCR) 

classes, when the content is beyond the health care boundary, or as reporting items (HC.RI) 

when the activities are already included in the classifications, but there have been requests 

of different aggregates. This is the case for total pharmaceutical consumption expenditure, a 

key component of health care, for which only the direct purchase by the consumer is 

reported as a separate class: HC.5.1. A total expenditure figure on pharmaceutical 
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consumption is useful to inform decision makers, thus a separate Reporting Item comprising 

all pharmaceutical consumption is proposed (HC.5.1.1 Prescribed medicines, HC.5.1.2 Over-

the-counter drugs (OTC) and the pharmaceuticals used in in-patient settings as part of the 

completer treatment path). 

Although main changes are based on policy information needs for the health system, some of the 

aggregates are not reflected in current health information systems and it has been accepted that a 

subsequent effort will be required to improve the information and management information 

systems in place.  

Main results of the pilot testing 

The reports of the countries involved in the pilot exercises were analysed and their conclusions and 

results were considered to refine the following steps. The key findings reported are the following:  

General results  

- Most countries produced a pilot testing result with the same amount of resources as used in 

their usual Health Accounts routine work.9 

- A good understanding of the changes introduced in SHA 2011 was needed, especially on the 

changes in classifications and their classes (such as FS, Revenues of Financing Schemes; HF, 

Financing Schemes; HC.6, Prevention and HK, Capital goods).   

- A more detailed knowledge of the health financing system was needed to use the HF, 

Financing Schemes and FS, Revenues of Financing Schemes classifications. 

- In order to cope with the changes introduced, often the health accounts teams needed to 

explore new data sources and new allocation keys. 

- The changes introduced in a specific classification may lead to subsequent changes in other 

classifications as well as data collection processes. E.g. the more explicit delineation of LTC 

(as function) leads to a potential reclassification of their providers. 

- In order to access new data sources new alliances and working arrangements were needed, 

e.g. with national accountants. 

- While testing SHA 2011, teams identified several not standard understanding of SHA 1.0/PG 

categories and the pilot testing process offered the possibility to rectify their accounting 

practice. This was the case for e.g. HC4 & HC5.  

- In most cases the focus was placed on testing the feasibility and less on exploring additional 

potential linkages with specific national information needs.  

Main data results 

- As capital spending varies in time, current values are more comparable and stable for 

decision making on health systems functioning. Detailed data on capital allow for better 

informed decisions for investments. Separate reporting means that capital is likely to be 

better accounted for but this results in the need for new data sources and a specific search 

for additional data, not always available.  
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- Current health care spending is expected to be stable. As CHE is smaller than THE, the ratio 

of any component measured as share in CHE has obviously been larger than when measured 

in THE 

- Major changes may be shown in relation to the HF Financing schemes classification 

depending on the structure of the national health financing system; notably, when HF 

Financing schemes are not equivalent with FA Financing agents (units). Countries with third 

party interventions are likely to benefit from the more detailed breakdown and sub-

aggregates presented in SHA 2011. 

- Countries with a more complex composition of government schemes, initiated a preliminary 

country-specific breakdown of that class. 

- FS is a new classification proposed in SHA 2011. For those reporting based on the PG, FS 

represent a major change since the classification is no longer focused on the institution but 

rather on the transaction (revenue of the recipient scheme). Major changes are reflected in 

prepayment scheme revenues and in external resources revenues. 

- LTC has been clearly set as a sum of medical and nursing care as well as personal care 

(activities of daily living ADL), whereas IADL (instrumental activities of daily living) are clearly 

left out of health spending, but can be reported below the line for monitoring purposes.  

- Disaggregation of the HC 6 prevention function now implies a reorganisation of data. For 

long-established programmes such as maternal and child health the records may be 

available. For some others, however, this may require adjustments of the primary records in 

the long run. Major benefit is that curative care provided for priority groups is clearly aligned 

to the primary purpose. Curative care is separated from prevention,  

- Notably, a shift from HCR according to SHA 1.0/PG is made for some relevant preventive, 

research and training classes, for which those linked to health care are relocated above the 

line in SHA 2011. 

- In countries lacking appropriate records, some breakdowns testing SHA 2011 implied 

additional estimations and additional allocation keys, such as various HF schemes and some 

detailed HC classes. 

- Some data were proposed in SHA 1.0 but seldom explored at country level (e.g. trade and 

beneficiaries). Also, some classifications were available in the PG but not in SHA, which 

represents, to a large extent, new indicators but it requires new efforts to obtain the data 

sources (e.g. FS, revenues of financing schemes; FP, factors of provision). 

- Piloting countries provided data on various aspects of expenditure by patient characteristics 

by function, by provider and by financing schemes. The level of detail varied from high 

aggregation to highly detailed in the health care spending classifications (HC, functions, HP, 

providers and HF, financing schemes) as well as in the patient characteristics groupings (ICD, 

GBD, age and sex, income quintiles). 

Potential new data sources for “new” classifications  

SHA 2011 requires a deeper understanding of the various components of the health system. The 

level of understanding reached is related to the use of the available data sources and to the use 

of the revised classifications. 

Without being exhaustive, the following have been considered as potential data sources for the 

“new” classifications in SHA 2011: 



- Capital: executed budget reports for public entities and building permits for private sector, 

private health care service providers’ financial reports, import records of selected (capital) 

products 

- Factors of provision: compensation of employees in executed budget reports for public 

sector entities and labour force surveys as well as detailed expense and turnover sheets of 

private and public companies. National accounts tables may provide some initial proxy data 

for compensation of employees (public and private) and for net mixed income. 

- Financing schemes: both for private and public entities (units) detailed business reports by 

types of activities (e.g. by type of insurance benefits provided) could be used, as well as a 

complete analysis of their characteristics and rules: mode of participation, benefit 

entitlement, method for fund-raising, pooling, etc.  

- Revenues of financing schemes: executed budget reports for governmental units, reports of 

user fees received for public health care provision, detailed household (budget) surveys for 

insurance premiums and co-payments, as well as income statements of insurance 

companies can be very useful. 

- Beneficiaries: Beneficiaries is a heterogeneous group of items, partly very nationally oriented 

(such as regional distributions), but also partly based on international categories (such as the 

disease classification). In many countries activity data according to diagnosis, preferably 

grouped as ICD (version 10 and earlier) could be used as estimation keys for a distribution of 

expenditure by disease. Also various cost studies (e.g. expenditure by DRG, expenditure by 

cost centres) are valuable sources in this respect. 

Highlight of comments from pilot countries  

The main observations derived from the data comparison in the reports by the national teams and 

the explanatory texts are presented in the table below. 

 



Table 1: main observations of the pilot exercise by country 

 Pilot 

countries 
Australia Georgia Iran Japan Korea Thailand 

China 

(Tianjin) 
Burkina Faso Guatemala 

   General items 

Main 

classifications 

used in 

process 

HC, HF, HP, 

FP, FA, FS 

HC, HF, HP, 

FA, FS, FP 

HC, HF, HP, 

FA  

HC, HF, HP, 

FS 

HC, HF, HP, 

FS 

HC, HF, HP, 

FS, FA 

HC, HF, HP, 

FS 

HC, HF, HP, 

FS 

HC, HF, HP, 

FS, FP 

Mapping 

Possible for 

all 

classifications 

used 

Possible for 

all 

classifications 

used 

Possible for all 

classifications 

used  

Possible for 

all 

classifications 

used 

Possible for 

all 

classifications 

used. 

Difficulties in 

terms of data 

and costs for 

FP and HK 

Possible on 

the main 5 

tables; 

problematic in 

some HP 

classes 

Possible on all 

main tables 

Possible on all 

main tables 

 No mapping 

performed 

Triangulation 

Some 

consistency 

issues 

between the 

HC/HF and 

HC/HP tables 

and the 

HP/HF table. 

Also 

inconsistent 

with FP and 

FS 

Not complete. 

HC is based 

on CHE 

(current 

health 

expenditure), 

HF and FS 

are based on 

Total health 

care spending  

Complete for 

HC, HF, HP, 

FS, FP and FA 

(when health 

related social 

care is 

included) 

Complete for 

HC, HF, HP, 

FS 

Complete for 

HC, HF and 

HP. 

Difference 

between HF 

and FS. 

Complete for 

HC, HP, HF, 

FS, and FA 

Complete for 

HC, HP, HF, 

FS 

Full 

triangulation 

across the five 

main tables 

?  

Feasibility / 

easiness 

The tables 

themselves 

are relatively 

easy to 

construct 

Relatively 

easy to 

construct 

Relatively 

easy to 

construct 

Easy to 

construct 

Relatively 

easy to 

construct. No 

particular 

effect on 

resources. 

  

Tables are easy 

to construct 

(except HC) 

Tables are 

easy to 

construct 

Not complete as 

some data was 

missing 

 

 



   Classifications and Data 

HC data 

(functions) 

Not able to 

split general 

and 

specialised 

inpatient. 

Fitting of 

prostheses 

(HC.1 vs. 

HC.5) and 

diagnostic 

tests (HC.1 vs. 

HC.4) 

Doable, but 

with some 

effort 

New splits of 

old codes 

needed 

additional 

work 

Some 

additional 

data sources 

used 

Existing 

problems on 

splitting 

curative and 

rehabilitative 

and ancillary 

services 

remains 

  

Split in 

specialised and 

general 

services 

impossible 

  

Doable, but 

with some effort 

and expanded 

data sources 

HC.6 

(prevention) 

Nothing 

specific 

Labour 

intensive 
  

Able to split 

with new data 

sources 

Problems 

between 

prevention 

and 

administration 

(HC.7.1) 

Aggregate, no 

data at 2
nd

 

or lower digits 

available 

Organised 

along the 

classes as 

presented in 

SHA1.0. 

Reclassification 

is difficult but 

possible 

New HC6 is 

an 

improvement 

Partially doable 

HP data 

(providers) 

Hospices 

(HP.1 or 

HP.2). 

Needed re-

calculation of 

HP.3 

components. 

Households 

not included. 

No problem  

 New splits of 

old codes 

needed 

additional 

work 

No major 

issues 

Some issues 

over 

interpretation 

of secondary 

providers. 

  No problem   

Feasible, 

notably better 

interaction with 

agents 

providing data 

are needed 

Retail goods 

providers 

No data 

available to 

split suppliers 

of appliances 

No data 

available on  

providers of 

vision 

products 

  

Some 

previous sub-

categories 

combined 

No specific 

issues 
  

Vision products 

are a large part, 

but no data 

available 

  

Feasible, 

notably better 

interaction with 

agents 

providing data 

are needed 



FP data 

(factors of 

provision) 

Limitation to 

hospitals at 

present 

 No cross 

tables by HF 

and HC 

presented; 

results are 

based on 

Study of Unit 

Costs of 

Health 

Facilities 

Difficult, 

especially the 

cross with HP 

(e.g. for 

medical goods 

and 

administration) 

Not 

applicable 

(not yet 

developed) 

Not 

applicable – 

difficulty in 

obtaining data 

since majority 

are private 

providers 

Not available 

for private 

providers (FP 

table contains 

no data at all) 

Shows a 

balance with 

HP 

Should be the 

starting point 

in NHA, but 

needs more 

detail 

Feasible, 

notably better 

interaction with 

agents 

providing data 

are needed. 

Reliance on NA 

Self-

employed 

professionals 

No data 

No data 

presented in 

FP 

not presented 

(not available) 
NA NA       Reliance on NA 

HF data 

(financing 

schemes) 

No problem No problem 

Multi-scheme 

agents are 

difficult to 

solve 

Allocating 

PHI lump-

sum payment 

systems vis-à-

vis OOP. 

Issue over 

classifying 

motor 

accident 

insurance 

under 

compulsory 

  

No problem in 

Tianjin (rest of 

China could be 

problem as  

multi scheme 

agents are 

present) 

  

No problem as 

agents and 

schemes are the 

same 

HF and 

relation to FA 

(agents) 

No problem 
HF is derived 

from FA 

HF is derived 

from FA 
NA NA   

HF is identical 

to FA 

HF is based 

on FA 
Equal 

HH OOP 

(household 

out-of-pocket 

spending) 

Distinguishing 

fees received 

by private 

hospitals 

between 

voluntary 

insurance and 

OOP 

 NA (national 

accounts) 

survey on 

health 

utilization and 

expenditure is 

used  

NA COICOP 

(classification 

of individual 

consumption 

by purpose) 

used, 

specifications 

from the 

survey are 

related to the 

NA integrated 

results 

See above No issues       Reliance on NA 

FS data 

(revenue of 

schemes) 

Difficulties 

envisaged in 

identifying 

New 

classification; 

Foreign 

  

Allocation of 

contributions 

of retirees vis-

No significant 

difficulties 
  

FS shows a 

balance 

compared to 

Not all public 

revenues can 

be allocated in 

Doable, but 

with some effort 

and expanded 



and allocating 

revenues 

sources 

classes are 

very useful 

à-vis FS.3 HF the new FS 

classification 

data sources 

Capital 

formation 

No 

breakdown 

Data are 

limited to 

HP1, HP3 and 

HP10 (Rest of 

the Economy) 

Private 

providers have 

all details; 

government 

data are highly 

aggregated 

NA NA 

Only 

aggregates 

available; no 

distinction by 

HP or by 

capital goods 

groups is 

made 

No data for 

retailers and 

secondary 

health care 

providers 

(RoE) 

  

Reliance on 

NA, notably for 

private 

investments 

Beneficiaries NA     NA NA 

Data by ICD 

& GBD 

(publicly 

financed & 

traffic 

accident 

insurance); by 

age &sex 

detailed in 

some HC 

categories 

(prevention & 

governance); 

by income 

quintile very 

detailed in 

HC, HP and 

HF 

Data by ICD in 

all detail in HC 

and HP (no HF 

data); data by 

age & sex in all 

detail in HC 

and HP (no 

data on HF); by 

income quintile 

in all detail in 

HC and HP (no 

data on HF) 

Data by 

region in large 

detail by HC 

  

Exports NA     NA NA 

Important; 

results are 

estimated 

using survey 

data 

      

Imports NA     NA NA No data       



Difference in 

data between 

SHA 1.0 and 

revised 

version SHA 

2011 

Small 

differences. 

Insignificant 

for HP and 

HC 

For HP and 

HC differences 

are minimal 

Few changes 

directly 

related to 

change from 

SHA 1.0 to 

SHA 2011 

No changes in 

overall 

measures. 

      

Minor 

differences 

expected for HC 

and HP  

   Policy relevance of SHA 2011 

  
Not 

commented 

SHA2011 

provides 

policy 

relevant info 

Very useful 

especially on 

HF and FS 

Not 

commented 

Not 

commented 

All tables are 

policy 

relevant 

Data on 

SHA2011 are 

very policy 

relevant 

Tables are 

very policy 

relevant 

SHA 2011 

results are 

potentially 

highly relevant 



The main observations by the pilot countries regarding the data used are summarised here. 

A general objective of the accounts is the extensive use of all available information, so for 

the new classifications the search of associated data sources remains a key process. In some 

cases, specific surveys are expected either for the direct collection of expenditure data as 

well as for non-expenditure data useful as allocation keys.  

More specific, it related to: 

- For some classifications the already existing data sources are useful to be linked to the new 

set of classification items (e.g. in functions and providers).  

- Some data sources used previously are partly useable (e.g. in the case of the schemes and 

agents, but a complementary information may be required)  

- Most data sources have a limited use linked to some aggregates (as in the case of the 

revenues of schemes).  

- Some of the data already classified in SHA 1.0/PG could be directly recoded according to 

the new classifications.  

- As new breakdowns are proposed, the lack of information will be solved through new 

allocation keys created to reach the new level of detail requested.  

- Finally, some (new) classifications required the development and search of new data 

sources, but in most cases these were available directly or needed to be created through 

related allocation keys (e.g. capital, factors of provision, prevention and revenues of 

schemes). 

Not all information systems are identical, thus the level of suitability of the existing data 

needs to be assessed on a country by country basis. However, in general, the pilot 

experiences suggested that most of the data required in SHA 2011 is not foreign to the 

health information systems: they were in most cases feasible to obtain, largely through 

sources already reported. To a lesser extent, the data feasibility is temporally reached 

through the use of allocation keys and surveys. This can be a solution while the information 

systems are adapted to the new information needs. 

Data compared by main classification for some pilot countries 

For five of the piloting countries, data are available according to the classifications used in 

the national context as well as according to an early edition of the SHA 2011 

classifications10. A comparison of the data results using the previous and the new proposed 

categories is made for the three main classifications used by these five countries: 
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 For Korea and Japan the near-final classifications of SHA 2011 were used as these two countries took part at 
a later stage in the piloting efforts. Japan and Korea participated in the OECD piloting process.  



Classification of functions, HC, the classification of providers, HP, and the classification of 

financing schemes, HF.11 The analysis is mainly related to data at the first and second digit 

level, in case the data were available for both sets of classifications compared. 

Comparative results for the two classifications of Functions (SHA 1.0 and SHA 2011) 

 

Note: The difference (rate of change) is calculated as (SHA2011-SHA1.0)/SHA2011. A negative change larger than 100% 

means that the difference between SHA2011 and SHA1.0 is larger than the remaining number in SHA2011 

The differences between the classification of functions as presented in SHA 2011 and the 

functional classification according the nationally used versions are very small. In Japan a 

clear difference in the total of current health care spending can be noticed (a 10% increase 

compared to SHA1.0/PG). This was mainly due to the interpretation of SHA 1.0 more than to 

a change between the two versions.  

Larger changes were noted for some specific items, such as prevention (HC.6) and 

governance (HC.7.1) in Georgia and Japan and outpatient care (HC.1.3, HC.2.3, HC.3.3) in 

Thailand. Long term care and its subcomponents in Japan show also a large change 
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 The aggregate data submitted in the pilot studies is provided in Annex 1. 

Results of various pilots compared: functional classification 

SHA 2011 compared to SHA 1.0: percentage difference

( a minus sign means that SHA 2011 is lower than SHA 1.0)

Iran Thailand Georgia Japan Korea

HC-codes 

HC.1 Curative care 0.00% -0.44% 0% 0%

HC.1.3 Outpatient care -1.22% 0% 0%

HC.3 Long-term Health Care -1.42% 53% 0%

HC.3.1  Inpatient Long-term care (health) 39% 0%

HC.3.2 Day long-term care (health) 100% 0%

HC.3.4 Home-based long-term care (health) 83% 0%

HC.1.1, HC.2.1, HC.3.1 in patient personal care -0.13%

HC.1.3,HC.2.3, HC.3.3 Out patient personal care -20.50%

HC.4 Consumption of auxiliary services not 

specified by function 0.68% 0.00% 0.32% 0% 0%

HC.4.1 Laboratory services -6.28% 0%

HC.4.1.1 Laboratory diagnostics -0.25%

HC.4.1.2 Blood, sperm and organ bank services 

-0.59%

HC.5.2 Therapeutic appliances and other 

medical goods 0.00% -0.02% 0% 0%

HC.6 Preventive care 1.60% 0.00% 26.61% 23% 0%

HC.7 Governance, management and health 

system administration 0.00% 0.00% -5.38% 15% 0%

HC.7.1 Governance and health system 

administration -17.81% 0%

HC.7.2 Administration of health financing 3.28% 0% 0%

HC.7.3 Other administrative costs not 

specified by kind (n.s.k.) -0.15%

all HC all functions 0.02% 0.00% -0.10% 10% 0%



compared to SHA1.0. That is due to a more clear definition of LTC in SHA 2011, in which now 

have to be included all personal care (ADL) without ambiguities. It cannot be excluded that a 

better reporting and a more in-depth analysis influenced the data presented. 

Comparative results for the two classifications of Providers (SHA 1.0 and SHA 2011) 

 

Note: The difference (rate of change) is calculated as (SHA2011-SHA1.0)/SHA2011. A negative change larger than 100% 

means that the difference between SHA2011 and SHA1.0 is larger than the remaining number in SHA2011 

Changes to the existing reports were made to bring the results in line with SHA 2011 as 

much as possible. For example, in Georgia the national classification schedule includes 

health related providers such as education, research and development, which were 

excluded from the expenditure on health to reach a comparable current expenditure level 

with SHA, both as SHA 1.0 and SHA 2011. This is an example of a non-compliance revised to 

reach a better accounting practice.  

Some of the tested classifications were slightly changed in the final refinements. E.g. in an 

earlier version, the classes covering Households and Other health care providers were still 

separated at the first digit level; however, in the final version of SHA 2011 these two groups 

were merged with the Rest of the economy group into one single class.  

Australia did not include a separate estimate of the effect of SHA 2011 on category totals, 

but in a subsequent analysis of the change on overall spending it was estimated at around a 

1.0% increase in current expenditure on health.  

Results of various pilots compared: provider classification 

SHA 2011 compared to SHA 1.0: percentage difference

( a minus sign means that SHA 2011 is lower than SHA 1.0)

Iran Thailand Georgia Japan Korea

HP codes

HP.1 Hospitals 0.00% 0.00% 0.76% 0% 0%

HP.1.1 General hospitals 1.67%

HP.1.2 Specialised hospitals -0.14%

HP.2 Nursing health care providers -1.42% 0.00% 60% 0%

HP.4.1 Providers of patient transportation 0.03% 0%

HP.4.2 Medical and diagnostic centres 2.31% 0%

HP.4.9 Other providers of ancillary services -100%

HP.3+HP.4 Providers of ambulatoy and ancillary 

services 0.00% 0.00% -2.34% 14% 0%

HP.5.9 Other retailers of medical goods n.e.c. 0.00% 0.00% -27%

HP.6 Providers of preventive care 0.00% 0.00% 23% -43%

HP.7 Providers of health administration and 

financing 0.00% 1.75% 0.00% 15% 20%

HP.7.1 Government health administration 0.00% 0.00% -12%

HP.10 Rest of Economy 0.00% 40.18%

HP.8-HP.10 Households, other providers and rest of 

economy 9.23% -109.22% 40.18% 0%

all HP all providers 0.02% 0.00% -0.02% 10% 0%

total-hp10 Total health care minus health care 

related providers -0.96%



As in the case of the functions, the provider classification showed a very small level of 

differences comparing SHA 2011 and those nationally used classification. The exceptions 

were the group Households, other providers and the rest of the economy (the aggregate of 

groups HP-8 to HP.10 in the provisional version) in Georgia and Thailand. For Japan 

considerable changes are noted for HP.2 Nursing health care providers, due to a 

realignment of the applied boundary and in HP.6 Providers of preventive care. Korea shows 

reclassifications in the subcomponents of HC.5 retailers and providers of medical goods (i.e. 

HP.5.2 Vision products and HP.5.9 Other retailers of medical goods). Also providers of 

prevention (HP.6) and providers of health administration and financing (HP.7) show changes 

of -43% and 20% respectively. This is again due primarily to clearer definitions provided in 

SHA 2011 and the possibility to apply them with less discretionary judgement. 

Comparative results for the classification of Health Care Financing (SHA 1.0 and SHA 2011) 

 

Note: The difference (rate of change) is calculated as (SHA2011-SHA1.0)/SHA2011. A negative change larger than 100% 

means that the difference between SHA2011 and SHA1.0 is larger than the remaining number in SHA2011 

Compared to the previous two classifications, the differences in financing schemes are more 

prominent. The reason is that the HF classification in SHA 2011 is firmly based on the notion 

of schemes while in SHA 1.0/PG a mix of schemes and agents was noticeable. 

Results of various pilots compared:Financing schemes

SHA 2011 compared to SHA 1.0: percentage difference

( a minus sign means that SHA 2011 is lower than SHA 1.0)

Iran Thailand Georgia Japan Korea

HF codes

HF.1 Governmental schemes and 

compulsory health insurance -5.47% 4.26% 29.37% 11% 3%

HF.1.1 Governmental schemes 3.50% 0.00% 78.15% 12% 0%

HF.1.1.1 Central governmental  schemes 0.00% 81.85% 0%

HF.1.1.2 State/regional/local governmental  

schemes 0.00% 39.11% 0%

HF.1.2 Compulsory health insurance 

schemes -21.15% 29.29% -175.94% 11% 0%

HF.2 Voluntary health care payment 

schemes 0.00% 0.00% -133.96% -483% -772%

HF.2.1 Voluntary health insurance schemes 69.50% -83.95% 0.00% -34% 0%

HF.2.1.2 Complementary/supplementary -34%

HF.2.2 NPISHs financing schemes 99.77% 0.00% 0%

HF.2.3 Enterprises financing schemes -234.41% 0.00% 84.46% 0% 0%

HF.3 Household out-of-pocket payment 0.03% 0.00% 0.00% 6% 0%

HF.3.2 Cost sharing with third-party payers 8% 0%

HF.3.2.1 Cost sharing with government 

schemes and compulsory 

contributory health insurance 

schemes 8% 0%

HF.2+HF.3 Private insurance plus Household out-

of-pocket spending 3.51%

HF.4 Rest of the world financing schemes 

(non resident) 0.00% 0.00% 7.10%

all HF all financing schemes 0.02% 0.00% 3.17% 10% 0%



 

Conclusions 

Most countries recognise that part of the benefits of adhering to an international standard include 

the complementarity of health accounting findings. This facilitates the collective learning from 

similar experiences, expands the comparisons and the use of benchmarks to generate better 

practices, promotes the discussion and enhances the decision making related to selected 

interventions. The basis relies on the use of equivalent names linked to equivalent content. 

All countries taking part in the WHO piloting agreed that the revised SHA 2011 is more policy 

relevant. During the revision process a great effort was made to ensure that the new classes became 

more useful for decision making. That was the case for the financing classifications, standardised LTC 

and the possibility to better measure preventive care, to mention a few examples. The indicators to 

be generated will be directly applicable to key monitoring and evaluation needs.  

Also important were efforts made to cover a) the classificatory clarifications, such as those in LTC 

leading mostly to increases in levels; b) conceptual changes, such as the lack of public and private 

expenditure division which is replaced by the distinction between compulsory and voluntary 

spending. Another important conceptual change is that of HC.6, Prevention, from a program 

component structure to a type of service change. Since all major indicators are modified to the 

separation of current and capital components, this will lead to changes in all descriptive 

compositions. All these topics increase the policy relevance of the data provided but require 

additional explanations. E.g. the indicator of prevention versus treatment is expected to lead to 

clearer decisions regarding the allocation of resources. 

SHA 2011 focuses on consumption of health care. This facilitates the clear linkage to the 

beneficiaries in their linkages to the health system and the use of the estimates directly for the 

health systems decision making. 

All pilot countries agreed that the separation of current and capital spending is very useful for data 

collectors and policy analysts. Knowledge of how much the health system is investing in 

infrastructure, machinery and equipment has high policy and analytical relevance. Some countries 

may, however, have problems in separating capital spending from current spending but more 

especially to get detailed data on capital spending. 

Advantages of SHA 2011 are recognised by all pilot country’s teams as well as the feasibility to 

implement the proposals of SHA 2011. Notably, the transformation of tables based on the previous 

classification of SHA 1.0 of HC, HF and HP into the new classifications according to SHA 2011 are 

deemed both feasible and desirable by all project teams. 

The pilot testing exercises identified a number of unclear areas. The final version of SHA 2011 

considered these reports and introduced appropriate changes - where needed - to eliminate unclear 

or confusing statements. Thus, the pilot testing has been useful to guide and inform the finalisation 

of the SHA 2011 proposal. 

While analysing the pilot testing reports it became clear that challenges are country specific and 

affect directly the feasibility and accounting developments and practices: a major requirement was 



recognised, however, to reach a clear understanding of the framework and its appropriation in each 

country. A number of these issues faced and reported are not linked specifically to the 

implementation of SHA 2011 but were already inherent in the provision of data according to SHA 

1.0/PG. In order to reach comparability a major understanding of the changes in the framework can 

be improved through specific guidelines. Guiding principles need to be developed to complement 

SHA 2011. Within these guidelines, data and metadata are expected to be improved.  

Although the tables requested in the pilot process were seen as very relevant for policy makers, it 

has been also recognised that SHA 2011 tables are difficult for non-experts to interpret, e.g. the 

change of public and private into the distinction of mandatory versus voluntary financing. This 

requires a better understanding by the HA data users as well as the data producers to ensure the 

proper interpretation of the new indicators.  

On the other hand, in some pilot countries data are not available for all the expected details in the 

various core classifications. That means that again, in a country by country basis, any of the 

classifications can become a challenge: e.g. for the classifications of HC (functions), HP (providers), 

HF (financing schemes), FP (factors of provision), HK (capital goods), and many disease/ condition 

(BoD Burden of disease or ICD classes).  

Moreover some SHA tables may need additional items or alternative aggregations to present data as 

required by national policy analysts, e.g. in the diseases classes to provide information on RMNCH 

(reproductive, maternal, neonatal and child health). As in SHA 1.0/PG this is feasible through the 

coding references for the expanded breakdown. 

Discussion and reflection on SHA has enabled the identification of some reporting lacunae but these 

items are feasible and will progressively be filled by countries, notably related to care for disabled 

and dependent (LTC) in LMIC. 

As new tables and classifications are proposed in SHA 2011, as well as few new categories in existing 

classifications (e.g. in HC, functions and HF, financing schemes), it was important that the teams 

identified the appropriate data sources and became familiar with them. It is also important that they 

identified issues to discuss and improve based on the use of general statistics. This is the case e.g. in 

using National Accounts data on income by the health workforce. This kind of effort is also needed 

to improve the level of detail of reports, e.g. to triangulate expenditure on pharmaceuticals with 

household consumption spending or trade data. 

The new classes, e.g. the prevention class (HC.6) in the functional classification and many classes in 

financing schemes, were filled with existing data, new data or needed some regrouping or recoding. 

However, the resulting differences in the data comparing SHA 1.0 and SHA 2011 for the various 

classifications appear to be very small in level and distribution. Level was usually increased (in LTC 

and in prevention) which is linked to better accounting practices. The changes in expenditure 

distribution mostly refer to schemes around the concept of compulsory and voluntary, which no 

longer corresponds to the previous division between public and private. 

It was also noted that training courses are needed to understand SHA 2011. The implementation of 

SHA 2011 is a learning process for every accountant in the health system, in which discussion and 



exchange of ideas is imperative to reach a common ground and consensus on many topics. An 

improved dissemination strategy is also envisioned to ensure a better informed use of the data. 
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All data compared in mln of NCU for Providers HP

SHA 2011

Differences 

compared 

to SHA 1.0 SHA 2011

Differences 

compared 

to SHA 1.0 SHA 2011

Differences 

compared 

to SHA 1.0 SHA 2011

Differences 

compared to 

SHA 1.0 SHA 2011

Differences 

compared 

to SHA 1.0

HP.1 Hospitals 655 5 73.254.058 0 229.296 0 20212731 0 28730434 0

HP.2

Nursing health care 

providers 0 0 5.524.683 -78.601 18 0 3851836 2314485 2092777 0

HP3+HP4

Retailers and other 

providers of medical 

goods 356 -8 55.658.260 0 34.918 0 13723567 1985800 19648460 -1

HP.5

Retailers and other 

providers of medical 

goods 568 0 26.663.237 0 11.355 0 6954467 0 14723785 0

HP.6

Providers of 

preventive care 7 0 0 0 12.483 0 1304476 296584 975452 -418161

HP.7

Providers of health 

administration and 

financing 38 0 7.093.823 0 16.985 296 941741 142627 2950715 598161

HP8-HP10 Households, other 

providers and rest of 

economy 1.145.357 105.711 271 -296 732512 0

HP.11 Rest of the world 0 -12 650.637 0 0 0 129363 10

HP.nsk Provider not specified 

by kind 5.610.668 0

all HP all providers 1623 -16 175.600.723 27.110 305.326 0 46988818 4739497 69983489 0

Georgia Iran Thailand Jpan Korea

All data compared in mln of NCU for Function HC

SHA 2011

Differences 

compared 

to SHA 1.0 SHA 2011

Differences 

compared 

to SHA 1.0 SHA 2011

Differences 

compared 

to SHA 1.0 SHA 2011

Differences 

compared to 

SHA 1.0 SHA 2011

Differences 

compared 

to SHA 1.0

HC.1 Curative care 653 -3 109.273.853 0 27174125 0 39226761 0

HC.2 Rehabilitative care 1 0 5.909.951 0 440801 0 659186 0

HC.3 Long-term Health Care

0 0 5.476.190 -77.789 8047565 4300285 6983860 0

HC.1, HC.2, HC.3Personal care 245.271 0

HC.4 Consumption of 

auxiliary services not 

specified by function 167 1 12.258.844 82.842 592 0 304358 0 645111 0

HC.5 Consumption of 

medical goods not 

specified by function 716 0 28.572.629 0 12.169 0 8775751 0 17659024 0

HC.6 Preventive care 15 4 1.377.640 22.058 20.941 0 1304476 296584 2277013 0

HC.7 Governance, 

management and 

health system 

administration 54 -3 6.207.088 0 26.354 0 941741 142627 2532554 0

HC.nsk Other health care 

expenditure not 

specified by kind 6.524.528 0

all HC all functions 1607 -2 175.600.723 27.110 305.326 0 46988818 4739497 69983489 0

Georgia Iran Thailand Jpan Korea



 

 

All data compared in mln of NCU for Financing Schemes HF

SHA 2011

Differences 

compared 

to SHA 1.0 SHA 2011

Differences 

compared 

to SHA 1.0 SHA 2011

Differences 

compared 

to SHA 1.0 SHA 2011

Differences 

compared to 

SHA 1.0 SHA 2011

Differences 

compared 

to SHA 1.0

HF.1 Governmental 

schemes and 

compulsory health 

insurance 342 100 68.065.395 -3.725.462 218.526 9.318 38339236 4341447 44130010 1192191

HF.1.1 Governmental 

schemes 276 216 43.280.604 1.516.486 186.717 0 4066370 485255 9105127 0

HF.1.2 Compulsory health 

insurance schemes 66 -115 24.784.792 -5.241.948 31.809 9.318 34272866 3856192 35024883 0

HF.1.3 Compulsory Medical 

Saving Accounts 

(CMSA)

HF.2 Voluntary health care 

payment schemes 42 -57 6.822.750 0 27.136 0 1477430 -7134102 3249396 -25098862

HF.2.1 Voluntary health 

insurance schemes 24 0 6.294.219 4.374.719 11.099 -9.318 1049759 -360000 2650202 0

HF.2.2 NPISHs financing 

schemes 0 0 176.451 176.040 1.190 0 504600 0

HF.2.3 Enterprises financing 

schemes 18 15 352.079 -825.297 14.847 0 427671 0 94594 0

HF.3 Household out-of-

pocket payment 1102 0 100.061.941 27.110 59.510 0 7172152 398050 23906671 0

HF.4 Rest of the world 

financing schemes 

(non resident) 175 12 650.637 0 155 0

all HF all financing schemes 1661 53 175.600.723 27.110 305.326 0 46988818 4739497 71286077 0

Georgia Iran Thailand Jpan Korea


