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SUMMARY

In recognition of the potential policy impacts of consistent NHA data, Afghanistan conducted its first NHA in 2011 with
data from fiscal year 2008—2009. This report presents findings from the country’s second round of NHA, which used data
from 2011-2012.

Total Health Expenditure (THE) in 2011-2012 was USD 1,501.0 million. This represents a significant 43.8 percent
increase since the first round of NHA in 2008-2009. With health expenditure growing at a lower rate than overall GDP,
however, THE as a percentage of Gross Domestic Product (GDP) decreased from 10.0 to 8.0 percent over the three-year
period. Total government expenditure on health rose 31.7 percent over the three-year period, reaching USD 84.1 million
in 2011-2012.This represents a 0.2 percentage point increase in total government expenditures on health as a percentage

of total government expenditures (from 4.0% to 4.2%).

Private sources (mainly households) were the main financiers of the Afghan health system, contributing USD 1,104.4
million in 2011-2012. This accounted for nearly three-quarters (73.6%) of all health spending. By contrast, the central
government financed 5.6 percent (USD 84.1 million) of health expenditures in 2011-2012. International donor funding
accounted for the remaining 20.8 percent (USD 312.5 million) of THE.

In 2011-2012, 73.3 percent (USD 1,099.5 million) of health funds were managed by households in the form of direct
OOP payments made at the point of service delivery. International donors controlled USD 218.9 million or 14.6 percent
of THE. The central government—through the Ministry of Public Health, Ministry of Defense (MoD), Ministry of the
Interior (Mol), Ministry of Higher Education (MoHE), and Ministry of Education (MoE)—controlled 11.8 percent (USD
177.8 million) of THE. Finally, non-profit institutions serving households were responsible for managing 0.3 percent

(USD 218.9 million) of THE in 2011-2012.

In terms of providers of care, ‘retail sale and other providers of medical goods’ delivered the largest portion of services,
accounting for 25.8 percent (USD 387.7 million) of THE. Expenditures were not attributed to this provider in 2008—-2009,
likely due to insufficient detail in existing datasets at that time. Outpatient care centers and hospitals provided 25.3 and
24 4 percent of THE, respectively, in 2011-2012. Retail providers of medical goods deliver the largest portion of services

indicating the lack of availability of medical supplies and pharmaceuticals at formal health facilities across the country.

In 2011-2012, services of curative care, including inpatient and outpatient services, accounted for 37.0 percent of THE.
This reflects the rollout of MoPH’s Basic Package of Health Services (BPHS) and Essential Package of Hospital Services
(EPHS) that expanded curative coverage to households. An estimated USD 322.1 million (21.5 percent of THE) was spent
on inpatient care while USD 232.8 million (15.5 percent of THE was spent on outpatient care. Medical goods dispensed to
outpatients accounted for 25.8 percent (USD 387.7 million) of THE in 2011-2012. Ancillary services, such as medical and

diagnostic imaging, accounted for almost one-quarter (23.7 percent) of expenditures (USD 356.1 million) in 2011-2012.
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1. INTRODUCTION

1.1. Health Status and Demographic Trends in Afghanistan

The Islamic Republic of Afghanistan is a landlocked country in Central Asia with a population of approximately 27
million, representing various ethnic groups, languages, and religions. The majority of Afghans live in rural areas (72.1%),
while 22.2 percent of people live in urban areas, with Kabul being the most populated urban city. Nomadic tribes constitute
the remaining 5.7 percent of the population (GoIRA, 2013). The composition of Afghan communities is ever-changing,
as migrant repatriation continues and more families move from rural to urban areas for social or economic reasons.
Afghanistan’s population is much younger than that of its regional counterparts, with 46.1 percent under age 15 years old
(GoIRA, 2013). Less than 3 percent of the population is age 65 and older, with the estimated life expectancy at birth being
63 years for males and 64 years for females (APHI/MoPH et al., 2011).

Afghanistan has faced numerous challenges in providing health services to its culturally and geographically diverse
population. The mountainous terrain, particularly in the northern parts of the country, provides a physical barrier to
care, while decades of conflict have placed great burdens on the country’s public health system, infrastructure, and other
sectors. Nevertheless, the government of Afghanistan has focused on rebuilding its public sector over the past 10 years
and, as a result, the country has undergone significant transition. Afghanistan’s economy has been steadily improving,
reaching a total gross domestic product (GDP) of USD 18.9 billion in 2011-2012 or approximately USD 702 per capita
(GolIRA, 2013). This represents a 74.7 percent increase from 2010. Policymakers are optimistic that improvements in the

national health system will accompany greater economic growth.

While Afghanistan has made considerable progress in a number of health indicators over the past decade, there is room for
improvement, particularly in maternal, child, and reproductive health. Afghanistan has one of the highest infant mortality
rates in the world at 76 deaths per 1,000 births in 2010. The maternal mortality ratio is also high at 327 maternal deaths per
100,000 live births (APHI/MoPH et al., 2013). The total fertility rate was a relatively high 5.1 children born per woman,
with only 25 percent of women were using some method of contraception (APHI/MoPH et al., 2013). The barriers to
reproductive health care are numerous and include physical access, high cost, the limited number of female health care
providers (who are needed for reproductive health care for religious reasons), and the limited role of females as decision

makers in their own health care (GoIRA, 2012c¢).
The health services in Afghanistan operate at three following levels:

1) Primary Care Services i.e. at the community or village level as represented by health posts, CHWs, SHCs, BHCs and
MHTs;

2) Secondary Care Services i.e. at the district level, as represented by CHCs and District Hospitals operating in the larger

villages or communities of a province; and
3) Tertiary Care Services i.e. the provincial, regional and national hospitals.

After 2002, MoPH took the decision, with the support of donors, to change its role to a stewardship role. The Basic
Package of Health Services (BPHS) and Essential Package of Hospital Services (EPHS) were developed which resulted
in expanding the coverage of health services from 9 percent to around 61-85 percent. Beside the primary health services

around 57 percent of the population have access to EPHS Services.
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In March 2003, (MoPH) of Afghanistan released the Basic Package of Health services (BPHS), the culmination of a
process that determined priority health services to address the population’s most immediate needs. This package included
the most needed primary health care services at the health post and health center levels of the health system. BPHS
provides a standardized package of health services and to respond to the fragmentation and low coordination of the
efforts of different agents. The BPHS comprises of a set of high-impact interventions directed to address the major health

problems of the population, highlighting on the health of women and children, the two most vulnerable groups.

With the intention of having a common language between the MoPH and the partners in providing the basic health
services under the BPHS, a standardized classifications of health facilities [Health Posts (HPs), Health Sub-Centers
(HSCs), Basic Health Centers (BHCs), Mobile Health Teams (MHTs), Comprehensive Health Centers (CHCs), District
Hospitals (DHs)] were developed (MoPH, A Basic Package of Health Services for Afghanistan, 2010).

Following the successful implementation of BPHS, in 2005 MoPH added the Essential Package of Hospital Services
(EPHS) to the system, focusing on hospitals, improving their facilities, equipment, training staff and by enhancing the
referrals between different levels of the health system. EPHS as one of the major programs of the Afghanistan Ministry of
Public Health aims to provide advanced health services in hospitals. It also serves as a primary referral point for primary

health care facilities.
EPHS has the three main purposes:
1. Identify the standard package of hospital services

2. Provide guidance on staffing, equipment, materials and drugs by hospitals for MoPH, donors, Non-Governmental

Organizations (NGOs); and
3. Promote referral system from BPHS to hospitals

In EPHS and BPHS, hospitals according to the size, number of beds, referral population complexity of services and

workload are classified into the three following groups (MoPH, The Essential Package of Health Services, 2005):
e District Hospital (DH) part of BPHS
e Provincial Hospital (PH) or

¢ Regional Hospital (RH)

1.2. History of NHA in Afghanistan

In recognizing the potential policy impact of NHA, the MoPH implemented its first round of NHA in 2011. The key
motivations were to generate an initial estimation of THE; inform policy development; begin to project expenditure
trends and rising health needs; and evaluate donor and domestic financing relative to long-term sustainability of the
health sector (GoIRA, 2011a). The Health Economics and Financing Directorate (HEFD) of the MoPH conducted the
first round of NHA using expenditure data from fiscal year (FY) 2008-2009. The findings highlighted several areas where
improvements might be possible through changes in national health policies. Among other impacts, the findings lead to
the 2012 costing studies of the Basic Package of Health Services (BPHS) and the Essential Package of Hospital Services
(EPHS) and helped inform the Health Financing Policy 2012-2020, the MoPH five-year Strategic Plan 2011-2015, and
the National Health and Nutrition Policy 2012-2020.
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Following the successful production of the first NHA report in 2011, the NHA team organized dissemination events
that presented the main findings and policy implications to key stakeholders. These dissemination events illustrated the
importance of stakeholder participation in providing the necessary data and highlighted the necessity for incorporating
NHA as part of the decision-making processes for Afghanistan’s health care system. The NHA steering committee
discussed and approved production of the second NHA report for the year (2011-2012). The HEFD NHA team, which
now serves as the institutional home for NHA, initiated the second round of NHA in 2012 with technical support from
USAID-funded Health Policy Project (HPP). This estimation seeks to address numerous policy objectives, as outlined in

section 1.3.

1.3. Policy Objectives of the Second Round of NHA in Afghanistan

The second round of NHA was conducted to estimate THE in the health sector during 2011-2012. Furthermore,
policymakers were keen to understand the changes in health spending that occurred between the first and second rounds

of NHA. The specific objectives of the second round of NHA included the following:
*  Monitor current health expenditure trends to project future health financing needs
e Determine the distribution of THE by financing sources, financing agents, providers, and health functions

e Motivate a change in the public health budgeting process at both the central and provincial levels that can better

identify underfunded areas in the health sector

e Evaluate donor financing relative to domestic financing and its implications for the long-term sustainability of

Afghanistan’s health sector

e Continue working toward institutionalization of the NHA methodology as a standard government practice
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2. General NHA Findings

2.1. Significance of Findings

Afghanistan’s first round of NHA provided an essential first look at spending and resource allocation within the country’s
health system. The findings have helped inform various policy and planning processes to date. However, while a single
NHA in isolation provides a comprehensive overview of health spending in a given year, the ability to compare spending
from year to year provides extra valuable information to policy makers. With the findings from 2011-2012, policymakers
have the ability to evaluate spending over time and compare the outcomes with the goals and objectives of national
strategic plans. As the NHA technical team hones their skills and data becomes more reliable and widely available, the
regular production of NHA reports will provide time series data to help decision makers determine trends and better

evaluate the successes and areas of improvement within the health sector.

2.2. Summary Statistics of General NHA

Table 2.1 below describes the overall findings of the general NHA account for 2011-2012. For reference, the table also
provides findings from the 2008-2009 data. It is worth mentioning, as NHA analysts build their technical expertise and
become more comfortable with the methodology, they are able to make better decisions for how expenditure data should
be analyzed. With this in mind and despite the NHA team working to make parallel decisions with the first estimation,
differences in reported expenditures from year to year could be more representative of variations in NHA production
rather than actual changes in health spending. For example, the 2011-2012 NHA used the NRVA for household data,
and a partnership was formed to ensure that this same dataset be used on a continual basis. However, the Afghanistan
Mortality Survey was used in the 2008-2009 estimation. Due to fundamental differences in the survey designs, data
collection, and analysis plans, one must be careful when drawing comparisons from year to year. This is particularly
relevant when comparing the country’s first and second round of NHA. Over a three-year interval, GDP at current prices
in Afghanistan increased by about 74.7 percent, according to the CSO (from USD 10,843.3 million to USD 18,952.0
million). THE at current prices also grew dramatically, increasing 43.8 percent from USD 1,043.8 million in 2008-2009
to USD 1,501.0million in 2011-2012. With health expenditure growing at a lower rate than overall GDP, however, THE as
a percentage of GDP, decreased from 10.0 to 8.0 percent over the three year period. Total government health expenditure
rose 31.7 percent over the three year period This represents a 0.2 percentage point increase in total government health
expenditures as a percentage of total government expenditures (from 4% to 4.2%). Private households remain the main
financier of the Afghanistan health system, accounting for nearly three-quarters (73.3%) of all health spending in 2011—
2012. Household OOP per capita spending rose USD 10 between 2008—2009 and 2011-2012. In terms of providers of
health services, ‘retail sale and other providers of medical goods’ provided the largest portion of THE at 25.8 percent.
Finally, services of curative care, including inpatient and outpatient services, remain the largest health function and
accounted for 37.0 percent of THE. Some figures in the summary table will be discussed in greater detail in subsequent

sections.

13



Table 2.1. Summary of General NHA Findings, 2008-2009 & 2011-2012

NHA Indicators 2008-2009 2011-2012
General

Total population 25,011,400 27,000,000
GDP (million USD) 10,843.3 18,952.0
Average exchange rate (USD: Afs) 1:50 1:47
Total government health expenditure (million USD) 63.8 84.1
Total health expenditure (THE) (million USD) 1,043.8 1,501.0
THE per capita (USD) 41.73 55.59
THE as % of real GDP 10% 8%
Government health expenditure as % total government expenditure 4% 4.2%

Percentage share of THE by financing source

Central government 6% 5.6%
Private 76% 73.6%
Rest of the World 18% 20.8%
Household (HH) Spending

Total HH (OOP) spending as % of THE 75% 73.3%
Total HH (OOP) spending per capita (USD) 314 40.7

Percentage share of THE by financing agent

Central government 11% 11.8%
Household 75% 73.3%
Non-profit institutions serving households 5% 0.3%
Rest of the World 8% 14.6%

Percentage share of THE by provider

Hospitals 29% 24.4%
Outpatient care centers 32% 25.3%
Retail sale and other providers of medical goods 28% 25.8%
Other' 11% 24.5%

Percentage share of THE by function’

Curative care 59% 37%
Pharmaceuticals 28% 25.8%
Prevention and public health programs 5% 5%
Health administration 5% 6.2%
Capital formation 2% 1.2%
Ancillary Services - 23.7%
Other’ 1% 1%

Provision and administration of public health programs, general health administration, and all other industries are included in other/
provider.

2 Comparison of functions across years may not be possible due to the significant changes in classification, which allows for a more
detailed breakdown.

Other services include rehabilitative care and health functions not specified by kind.
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2.3. International Comparison

Afghanistan dedicated 8 percent of its GDP to health expenditures in 2011-2012. This represents a 2 percentage point
decrease compared to 2008-2009. However, over the three-year period, as shown in Figure 3.1, Afghanistan contributed
more of its GDP to health than its neighbors and income peers. The average percentage of GDP spent on health in low-
income countries was 5.6 percent in 2011-2012, increasing only slightly from 5.3 percent in 2008—2009. Afghanistan’s
relatively high health expenditure may be due to the high rates of OOP spending (73.3%) in the country compared with
other countries in the region, which is on average 58 percent (WHO, 2013). On the other hand, the public sector is the
main source of funding in developed countries, contributing, on average, 72 percent (OECD member country average)

(OECD, 2013).

Figure 2.1. Health expenditure as a percentage of GDP: Regional Comparison, 2008-2009 & 2011-2012
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Sources: World Bank Databank, 2013; Afghanistan figures from the country NHA 2008-09 & 2011-12.

2.4. Financing Sources: Who Pays for Health Care?

A financing source is an entity responsible for putting funds into the health care system. The NHA framework captures
information on public (government), private, and donor sources operating within the health system. As shown in Table
2.2 and Figure 3.2, in 2011-2012 private sources were the major financier of the health system, contributing nearly three-
quarters of health funding (73.6 percent). Individual households through direct OOP payments made to health providers
financed the vast majority of this component (73.3 percent of THE). This component decreased only slightly from 76
percent in 2008-2009. The central government financed 5.6 percent of health expenditures in 2011-2012, down from
6 percent in 2008-2009. International donor funding increased slightly from 18.0 percent of THE in 2008-2009to 20.8
percent of THE in 2011-2012. The Afghanistan Red Crescent Society (ARCS) is classified as “non-profit institution
serving household”, which contributed 0.3 percent of THE in 2011-2012.
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Table 2.2. Breakdown of health expenditures by financing source, 2011-2012

Financing source Expenditure (million USD) %
Central government 84.1 5.6%
Private sources 1,104.3 73.6%
Households 1,099.5 73.3%
Non-profit institutions serving households 4.8 0.3%
Rest of the world 3124 20.8%
Total 1,500.8 100 %

Figure 2.2. Percentage share of health expenditures by financing source, 2011-2012

5.6%

Central government
m Private sources
m Rest of the world

24.1. Household Expenditures on Health

Individual households financed 73.3 percent of health expenditures in 2011-2012. While this represents a slight decrease
from 75 percent of THE in 2008-2009, total spending actually increased from USD 787.1 million to USD 1,099.5 million.
This represents a 39.7 percent increase in spending over the three-year period. Since the public and private insurance
sectors are underdeveloped in Afghanistan, all household expenditures on health are in the form of OOP payments made
directly to providers at the point of service delivery. For the purposes of this exercise, household health expenditures
include all direct inpatient and outpatient medical costs, as well as any ancillary expenditure associated with the care

received such as payments for medicine or transportation.

2.5. Financing Agents: Who Manages Health Funds?

Financing agents are the entities responsible for managing health funds. They receive resources from financing sources
and distribute them to health providers. Financing agents are not just intermediaries of the health system; instead, they
are crucial entities that maintain programmatic control over how resources are allocated and channeled to appropriate
services. Financing agents in Afghanistan include various government ministries, private household OOP payments, non-

profit institutions serving households, and international donors.
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Table 2.3 and Figure 3.3 show that in 2011-2012 the majority of health funds were managed by households in the form of
direct OOP payments made at the point of service delivery. Despite a small decrease from 75 percent in 20082009 to 73.3
percent in 2011-2012, a large financial burden continues to fall on households as managers of health funds. The role of
international donors as financing agents increased over the three-year period. In 2011-2012, donors controlled USD 218.9
million or 14.6 percent of THE. The central government— through the MoPH, MoD, Mol, MoHE, and MoE— controlled
the third largest share of health funds at 11.8 percent of THE (USD 177.8 million). This represented an increase of 0.8
percentage points from 2008-2009. Non-profit institutions serving households controlled 5 percent of THE in 2008-2009
but were responsible for just 0.3 percent of THE in 2011-2012.

Table 2-3. Breakdown of health expenditure by financing agent, 2011-2012

Financing agent Expenditure (million USD) %
Central government 177.8 11.8%
Ministry of Public Health 162.1 10.8%
Ministry of Defense 8.5 0.6%
Ministry of the Interior 59 0.4%
Ministry of Higher Education 1.0 0.1%
Ministry of Education 0.2 0%
Households 1,099.5 73.3%
Non-profit institutions serving households 4.8 0.3%
Rest of the world 218.8 14.6%
Total 1,500.8 100 %

Figure 2.3. Percentage share of health expenditue by financing agent, 2011-2012

14.6% 11.8%

Central government
Household
= Non—profit organizations serving households

= Rest of the world

73.3%
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2.6. Health Providers: Who Uses Health Funds to Deliver Care?

Providers of health care are defined as those entities or institutions that receive funding in exchange for producing a good
or service meant to improve or maintain the health and well-being of an individual. There are many types of providers
currently operating in Afghanistan including both public and private hospitals, outpatient care centers, pharmacies and

shops, public health programs, and general health administration.

In 2011-2012, as shown in Table 2.4 and Figure 3.4 below, ‘retail sale and other providers of medical goods’ provided the
largest portion of services, accounting for 25.8 percent of THE. Outpatient care centers and hospitals provided broadly
comparable levels of care in 2011-2012 with 25 and 24 percent of THE, respectively. This represents a 1.6 percentage point
decrease since 2008-2009 for hospitals and an 8.7 percentage point decrease for outpatient care centers. The expenditures
by general health administration increased in 2011-2012, rising to 9.8 percent from 6 percent in 2008-2009. General
administration refers to administrative costs at the central and provincial levels and does not capture those of specific

facilities. This large increase in general administration may be attributed to increased technical assistance for the MoPH.

Table 2.4. Breakdown of health expenditure by provider, 2011-2012

Provider Expenditure (million USD) %
Hospitals 366.1 24 4%
Outpatient care centers 380.2 253%
Retail sale and other providers of medical goods 387.7 25.8%
Provision and administration of public health programs 75.4 5%
General health administration 146.8 9.8%
All other industries 1449 9.7%
Total 1,501.1 100 %

Figure 2.4. Percentage share of health expenditure by provider, 2011-2012

9.7%

9.8%

m Hospitals

m Outpatient care centers

5.0%

m Retail sale and other providers of medical goods

m Provision and administration of public health programs
General health administration

All other industries

25.8%
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2.6.1. Which Providers Consume Household OOP Funds?

Because households finance three-quarters of the health system through OOP payments made at the point of service
delivery, it is important for policymakers to understand the main providers interfacing with individual households. Table
2.5 and Figure 2.5 describe the distribution of OOP funds to providers in 2011-2012. ‘Retail sale and other suppliers of
medical goods’ provided the largest portion of OOP expenditures with 35.3 percent, which is comparable to the 2008—
2009 estimates of 38 percent. Outpatient care services provided the second largest percentage of services, accounting for
29.5 percent of OOP expenditures with outpatient care centers (10.2%) and medical and diagnostic laboratories (19.2%)
contributing to this total. Outpatient care services fell slightly from 32 percent in 2008—-2009. OOP spending at outpatient
centers may seem high when considering the availability of BPHS services; however, anecdotal evidence suggests that
individuals are often unable to access some health services from BPHS and seek services at private centers, particularly
if medical or diagnostic imaging is required. Hospitals provided a smaller share of services for OOP expenditures in
2011-2012, falling from 30 percent to 22.1 percent over the three-year period. Finally, the National Risk and Vulnerability
Assessment (NRVA) asked households for the amount spent on ancillary costs related to their health care, such as
transportation. This assessment was used to derive an aggregate sum under the category ‘all other industries as secondary

producers of health care’ - which accounted for 13.1 percent of OOP expenditures.

Table 2.5. Breakdown of OOP expenditure by provider: 2011-2012

Provider Expenditure (million USD) %o
Hospitals 2435 22.1%
Outpatient care services 323.8 29.5%
Outpatient care centers 112.2 10.2%
Medical and diagnostic laboratories 211.6 192%
Retail sale and other providers of medical goods 387.7 353%
Vision products 49 0.4%
Hearing products 14 0.1%
Medicine 381.3 34.7%
All other industries as secondary producers of health care 144.5 13.1%
Total 1,099.5 100%
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Figure 2.5. Percentage share of OOP expenditure by provider: 2011-2012

13.1%

= Hospitals

= Qutpatient care Services

= Retail sale and other providers of medical goods
All other industries

35.3%

29.5%

2.6.2. How Do OOP Expenditures Differ at Public and Private Facilities?

Households made more direct payments to private facilities than to public ones in 2011-2012. More specifically, as shown
in Table 2.6, 61.8 percent of OOP payments were made to private facilities—of which 38.2 percentage points went to
inpatient department (IPD) services and 23.5 percentage points went to outpatient department (OPD) services. Public
facilities received 38.2 percent of household OOP payments—of which 27.6 percentage points went to IPD services
and 10.6 percentage points went to OPD services. Overall, the majority of OOP payments for both public and private
facilities have gone to IPD services. Table 2.6 also shows the distribution of payments for pharmaceuticals—42.9 percent
at public facilities and 57.1 percent of payments at private facilities. The significant percentage of payments relating to
pharmaceuticals at public facilities may be attributed to limited medicine availability at public facilities and/or over-

prescription of medicines - thereby forcing patients to purchase out of pocket in the private sector.

Table 2.6. Breakdown of OOP expenditures by public and private facilities, 2011-2012

Total OOP Pharmaceuticals OOP
Provider Expenditure (million USD) % Expenditure (million USD) )
Public facilities* 420.3 382% 163.4 42.9%
IPD 303.6 27.6% 105.6 27.7%
OPD 116.8 10.6% 57.8 152%
Private facilities’ 679.2 61.8% 2179 57.1%
1PD 4204 38.2% 110.1 28.9%
OPD 258.8 23.5% 107.9 28.3%
Total 1,099.5 100% 3814 100%

4 Public facilities: national hospitals, regional hospitals, provincial hospitals, district hospitals, comprehensive health centers, NGOs,
mosques, nursing homes, and other public health facilities.
5 Private facilities: private hospitals, private clinics, pharmacies, other private health facilities, and health facilities abroad (when not
disaggregated).
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Table 2.7 shows the breakdown of other OOP expenditures on food and transportation in 2011-2012. Two major
expenditures households make direct payments for include transportation and food. Often food is not provided at
facilities, particularly for patients staying overnight; families, therefore, take the responsibility to bear the cost for food.
Transportation is frequently stated as a top barrier to accessing health services. Households spent USD 75.6 million on
transportation costs alone. As ambulance services are not common in Afghanistan, most transportation payments are made

directly by households.

Many households seek health care abroad, especially for inpatient services that are not available in Afghanistan. Table
2.7 also shows the breakdown of OOP expenditures for seeking health care abroad —26 percent of OOP payments, which

makes up 19 percent of the THE.

Table 2.7. Breakdown of Other OOP expenditure (million USD), 2011-2012

Breakdown of other OOP expenditures

Transportation 75.6

Food 69

OOP spent for health seeking abroad

IPD abroad 2559
OPD abroad 295
Total OOP abroad 2854
OOP payments abroad as percentage of total OOP 26%
OOP payments abroad as percentage of THE 19%

2.6.3. Use of MOPH Funding by Providers

As described in Table 2.8 and Figure 2.6, government administration of health was the largest provider of services using
MoPH funds, accounting for 55.6 percent of total MoPH funds in 2011-2012. As noted above, general administration
consists of costs at the central and provincial levels that are associated with the delivery of health services. This could
include capacity building, training, and technical assistance for the MoPH aimed at improving the management of health
programs at the central and provincial levels. General hospitals were the second greatest user with 30.9 percent of MoPH
funds in 2011-2012. This represents a 5.1 percent increase from 2008-2009. Outpatient centers provided considerably less
care using MoPH funds in 2011-2012, falling to 6.8 percent from 34 percent in 2008—-2009. This can be explained by an
increase in utilization of private facilities for outpatient services, as evidenced by the findings in the NRVA. Furthermore,
this could be indicative of changes in consumers’ use of health facilities, including greater use of hospitals for outpatient

services in urban areas.

Finally, it is worth mentioning that MoPH does allocate some funding (USD 1.2) to institutions providing health-related
services, including education and training institutions. The NHA allows governments to track spending on services that
are considered health-related or goods and services that contribute to, but are not directly intended to improve or maintain,
health. Since they are not direct health expenditures, they are not included in THE. They are, however, included as part of

the National Health Expenditure (NHE) for the MoPH.
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Table 2.8. Breakdown of MoPH expenditure by provider, 2011-2012

Provider Expenditure (million USD) %

General hospitals 50.5 30.9%
Outpatient care centers 11.1 6.8%
Provision and administration of public health programs 94 5.8%
Government administration of health 90.8 55.6%
Provider not specified 0.3 0.2%
Sub-Total 162.1 99.3%
Education and training institutions 12 0.7%
Total MoPH Funds 163.3 100%

Figure 2.6. Percentage share of MoPH expenditure by provider, 2011-2012

0.2% - ~0.7%

1

30.9% m General hospitals

= Outpatient care centers
= Provision and administration of public health programs

= Government administration of health
55.6%
Provider not specified

6.8% Education and training institutions

2.7. Health Care Functions: What Services and/or Products are purchased with
Health Funds?

A health function is a good or service that is consumed by individuals to improve or maintain health. These functions
generally include inpatient and outpatient curative care; ancillary services to health care; medical goods and pharmaceuticals;
prevention and public health services; and health administration. The NHA also includes health-related functions such as
education, training, and health research. These health-related functions are included as part of the NHE, but do not fall

under THE as direct health expenditures.

Table 2.9 below details the breakdown of health functions for THE in 2011-2012. Services of curative care, including
inpatient and outpatient services, accounted for 36.6 percent of THE. This represents a 22 percentage point decrease
from 2008-2009. Medical goods dispensed to outpatients accounted for 25.6 percent of THE in 2011-2012, which is a
slight reduction from 28 percent three years prior. Ancillary services accounted for almost one-quarter of expenditures in
2011-2012—up from 0.04 percent in 2008-2009. This is due to a reconsideration and reclassification of these services

from general outpatient services to its more appropriate code as ancillary services, likewise explaining the similarly
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proportioned decrease in curative services as a percentage of THE. Relative expenditures on prevention and public health

services, as well as general health administration, remained roughly the same over the three-year period.

Table 2.9. Breakdown of health expenditure by function, 2011-2012

Function Expenditure (million USD) %
Curative care 554.9 37%
Inpatient curative care 322.1 21.5%
Outpatient curative care 2323 15.5%
Rehabilitative care 13.1 0.9%
Ancillary services 356.1 23.7%
Medical goods dispensed to outpatients 387.7 25.8%
Prevention and public health services 75.1 5%
Health administration and health insurance 93.5 6.2%
Capital formation of health care provider institutions 18.4 1.2%
Health functions not specified by kind 2.1 0.1%
Total 1,500.9 100%

Figure 2.7. Percentage share of health expenditure by function, 2011-2012

1.2%
6.2%

0.1%
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2.7.1. What Goods or Services are purchased with Funding from the Central Government and
International Donors?

Table 2.10 and Figure 2.8 below describe the breakdown of health functions for those components of expenditure funded by
the central government and international donors only (that is excluding expenditure funded by the private sector). Almost
half of all expenditures (47.5%) were spent on curative care, including inpatient and outpatient services. This finding is as
expected given the nationwide rollout of the BPHS and EPHS programs. The second greatest share of expenditures was

for government administration of health, accounting for 22.4 percent of spending by the central government and other
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donors. This includes administrative costs required to run MoPH-funded programs. An additional 18.2 percent was spent
on prevention and public health services. Finally, smaller portions of the central government and development partners’

contributions were for other goods and services, including rehabilitative care and capital formation of health facilities.

Table 2.10. Breakdown of health expenditures (excluding household OOP) by function

Function Expenditure (million USD) %0

Services of curative care 199.2 47.8%
Rehabilitative care 13.1 3.1%
Prevention and public health services 752 18%
Health administration 93.5 22.4%
Capital formation 18.4 4.4%
Health functions not specified by kind 2.1 0.5%
Education and training of health personnel 14.6 3.5%
Research and development in health 0.2 0%

Food, hygiene, and drinking water control 04 0.1%
Total 416.7 100%

Figure 2.8. Percentage share of health expenditures by function for components funded by Central Government

and International Donors only
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3. Conclusions

As the public sector focuses on reform after several decades of conflict, there have been noteworthy improvements in
the overall economy (as reflected in 74.7 percent increase in GDP over the three year period up to 2011-12) as well as
increased spending in the health sector. However, despite increases in health spending of 43.8 percent, THE as a percentage
of GDP decreased 2 percentage points over this three year period reflecting the very strong growth in the overall economy.
Government expenditure on health as a percentage of total government expenditure has remained constant over this
period. The burden of financing the health system falls largely on individual households. While households’ percentage
of THE dropped slightly over the three-year period, absolute spending increased from USD 787.1 million to USD 1,099.5
million, representing a 39.7 percent increase. With little access to insurance, households have financed their health care
out of their own pockets. These direct OOP payments raise equity issues and the extent of access to essential health

services - especially among the poorest households - can be questioned.

Retail sale and other providers of medical goods provided the largest portion of services in 2011-2012. This finding
is indicative of the low quality of health services available in the public sector, including lack of medical supplies
and pharmaceuticals available at health facilities across the country. The difficulties in locating medical supplies and
pharmaceuticals may be due to over-prescription by doctors or self-prescription by patients. Inpatients are often required
to purchase their own medication from private pharmacies before returning to hospitals for treatment. Shortages of
medical supplies and pharmaceuticals at public facilities can serve as a motivation for individuals to seek care at private

facilities, despite the BPHS and EPHS offering free health services.
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Annex A. Methodology

Overview of Approach

The 2011-2012 Afghanistan NHA was conducted in accordance with the Guide to Producing National Health Accounts,

with Special Application for Low-income and Middle-income Countries (WHO, 2003) and utilized both primary and

secondary data. The data collected were analyzed using the NHA Production Tool User Guide: Version 1.0.

To allow for cross-national comparisons, NHA classifications derived from the System of Health Accounts (SHA) of the

Organization for Economic Cooperation and Development (OECD) were used. The International Classification for Health

Accounts (ICHA) is a comprehensive system that classifies NHA into the following four dimensions:

1.

Financing Sources—entities that provide health funds. These include the Ministry of Finance (MoF), households,

and donors.

Financing Agents—entities that receive funds from financing sources and use them to pay for health services,
products, and activities. This category accounts for those entities authorized to manage and organize funds.
For example, though the MoF may allocate funds to the MoPH, it is the MoPH that decides how the funds will

actually be distributed within the health system. Therefore, the MoPH is the financing agent.

Providers—entities responsible for delivering health services. Examples include private and public hospitals,

clinics, and health care stations.

Functions— goods, services, or activities that providers deliver to beneficiaries. Examples include curative care,

long-term nursing care, medical goods (e.g., pharmaceuticals), preventive services, and health care administration.

Based on the above categories, the following NHA standard tables were developed:

Financing Sources (FS) by Financing Agents (HF)
Financing Agents (HF) by Providers (HP)
Providers (HP) by Functions (HC)

Financing Agents (HF) by Functions (HC)

Data were collected from various government documents and key informants. Primary data were collected from the

following sources:

Donor surveys (bilateral donors, multilateral donors, and the International Security Assistance Forces [[SAF])
Nongovernmental organization (NGO) surveys (those responsible for delivering health care services)
Ministry surveys (fund recipients)

National Risk and Vulnerability Assessment (NRVA) household survey

The following secondary data sources were used:

Afghanistan National Budget 1390 (operating and development budgets)
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Data Collection

Development Partner Surveys

A list of all development partners (including bilateral and multilateral organizations and United Nations [UN] agencies)
providing support to health sector activities was prepared, using the MoPH International Relations Department database
and other sources. Twenty-six donors were sent questionnaires, accompanied by an official request from the MoPH
soliciting the entity’s participation and explaining how the information will be used. All donors provided expenditure data

of their health programs for 2011-2012. Donors tend to play the role of financing sources and agents.

NGO Surveys

In Afghanistan, the primary and secondary health care services, BPHS and EPHS, respectively, are delivered under two

contracting mechanisms: contracting-in, with the MoPH as the service provider, and contracting-out with NGOs.

Lists of all the BPHS and EPHS implementing NGOs were obtained from the Grants and Contracts Management Unit
(GCMU) of the MoPH. These NGOs were invited to a workshop where they were trained on the NHA concept and the
data collection format to be used for the second round of NHA. All NGOs® returned completed survey questionnaires.
NGOs act in different capacities as identified by the NHA; they can be public providers, agents, and financing sources

(minimal).
Ministry Surveys

In addition to the MoPH, several other ministries have health programs and receive funds from the national budget for
the provision of health services. These ministries include the MoD, Mol, MoE, MoHE, and the National Department of
Security (NDS). The MoD, Mol, and NDS operate hospitals and clinics nationwide, while the MoHE operates medical
faculties and teaching hospitals in select provinces. The MoE operates health centers in some schools as well as health
education programs —pharmaceuticals for their health centers as well as relevant staff salaries are included in this NHA.
A survey was circulated to each ministry. All four ministries responded to the survey; the NDS did not provide any data.

Line ministries, especially the MoPH, are often agents, as well as financing sources and providers of health services.

Household Survey

According to health accounting methodology, OOP spending by households is typically defined as direct spending on
health goods or services after the deduction of third-party payments, such as insurance. However, it is often necessary to

estimate the gross direct spending, not taking into account reimbursements by third-party sources.

National health accounts commonly use one or more of four approaches to estimate household out-of-pocket spending

for health:

6 AADA,ACTD,AHDS,AKDN,AMI, BDN,BRAC, CAF, CHA, Cordaid, CWS PA, Health Net TPO, IbnSina, IMC, MOVE, SDO,
Merlin, MRCA, SCA, SAF.
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1. Direct derivation of estimates from data reported in surveys of household expenditure

2. Indirect derivation of estimates from data reported in surveys of household expenditure, by reference to national

accounts estimates of household consumption

3. Indirect derivation of estimates by triangulating and integrating different data sources, such as household surveys

and surveys of economic enterprises

4. Use of estimates of household spending reported in the national accounts (which may be based on one of the

above approaches).

In this round of NHA the household OOP expenditures were derived from the NRVA 2011-2012, a nationally representative
multi-purpose survey completed by the Afghanistan Central Statistics Organization (CSO). The main objectives of the
survey are to provide up-to-date information for assessing the situation of the people of Afghanistan and to furnish data
needed for monitoring progress toward development goals. Several general questions on OOP expenditures on health
care were added to the NRVA 2011-2012 for NHA purposes. For example, households were asked about the facilities
where treatment was most recently sought; the costs associated with their visits (e.g., diagnostics, pharmaceuticals, and
in-kind payments); the number of visits over the past year (inpatient) or past month (outpatient); and whether they stayed

overnight.

Employers and Insurance Providers

NHA estimations typically involve employers as financing sources and insurance providers as financing agents. However,
Afghanistan’s public and private insurance sectors are underdeveloped. An operational social health insurance scheme
does not exist despite small-scale programs during the 1960s and 1970s (GoIRA, 2012a). The role of private insurance
providers and employers in the financing of health services is emerging but remains extremely limited. Therefore, these

types of health spending are not included in this NHA.”

7 As the private sector grows, particularly in the development of private health insurance, the NHA will aim to reflect these
expenditures in the health system. Currently, as private health insurance is small, fragmented, and not formalized, data are not yet
available.

28



%001 %80T %0 BEEL B9'S HHLJO % SA

PIS'6LI9IS'T 0TETISTLE 120°L1S Y YOv Trs'660°T 610°800°68 (ZHN) [e0L, uumjo)

0L8 €0T'ST PP6 ErE 0l 976'658' paR[I-I[EOH AH

%001 SH6'SL600S T LIEBIFTIE I20°LIS Y POt THS 660° T £60°8FI‘v8 (AHL) [eI0], uwno)
%91 LSY'LSS'81T LSV LS8 81T PIOM 9y JO 159y € AH

(9ourInsur [B100S UBY)

%0 1coLIgy 1coLIsy 19130) spjoyasnoy Juralas suonmmnsut jyoid-uoN ' ¢ IH
WBEEL Y1 TS 660 1 O¥ TS 660 1 yudwifed J300d-§0-In0  sployasnoy eard ¢ ¢ IH

%0 €C1°081 €C1°081 uoneonpy Jo AnSIN ¢ 11 ['IH
%1°0 7' 1L6 77 1L6 uoneonpy JOYSIH Jo ANSIUIN [ ' I'IH
%Y 0 G81°066'S G81°066'S SITeyY Jorauy Jo ANSIutAl ¢ 1'T'T'dH
%90 79¢°681'8 79¢°681'8 asudye( JO ANSIUIN 7' 1T THH
%801 78S LTIT91 016'019°€6 €L9°916°89 ieay orqng Jo Ansturn 1171 ['AH

spunj s[enpIAIpul SUIAJIIS spunj ANUIAII JUIWUIIA0T

HHLJIO % dH  [810) Moy HJHXSH

PI10M 91} J0 353y ¢€'SA  suonmysul Jyoad-uoN €7’SA  PIOYISNOH T°T'SH [enua) I°I'I'SA

ZI0Z-T102 ‘(AHXSA) Judde Sunueuy Aq pue 32a1n0s supueuy Aq JImpuadxd Yoy — yHN [BIdUdL) ue)siueysyy ‘14 dqel

s3LNBIN VHN AASVE VHS “d Xouuy

29



PIS‘6LI‘OTS'T $0S €V0°8CT 120°LIS Y PO TPS'660°T  €ET08T  LESLIL'S SSH066'S  TOI'ESS'S 6LV SST'E9L (HHN) [ejo], uwnjo)
evILEY evILEY SQOIAIRS paje[aI-[eay Sutpiaod suonmnsut 19RO ¢ §dH
8S6'LLS VT 9€1°095'8 960'96L 0€8°€9 L6S'LST'T suonmusur Sururen pue uoneonpy ¢'8'dH
89L°881T 89L°881 suonmnsur yasreasay ['8'dH
%001 SP6'SL6'00S'T LSH LSS'SIT 120°LIS'Y POY'TrS'660°'T  €ET°08T  IPY'IL6  S8Y'066'S  TIE'68Y'S  T8S'LTI‘TIL (IH.L) [®10L, uwmjo)
%00 000°'62€ 000°62€ puny £q payroads jou 1epraoid YsudH
o - ¢ oy oIed reay
%96 ELOEYS TPl ELOEYS TPl Jo s10onpoid A1epuodes se seLysnpur 1oylo [V € L' dH
%E0 €0€°C6T' Y €0€°C6T ¥ UONENSIUIWPE YI[eay JO s19piaoId 10410 [V 6 9'dH
%S'6 886' 1Y TP SLO'TOS LY 9€6'881°1 LTT'891 856061 SI6'1ES  9LET1E]°06 {3[eay JO UOnensIuIupe JUSWUISA0D "1'9'dH
oy . . . swerdoxd
%0°'S COTTILESL  L88'¥S6'S9 SO¥ 91 6 yeay o1qnd JO UOHEISIUILIPE PUE UOISIAGL S'dH
opr — N Spoo3 [eorpaw pue speonnasewreyd jo siorddns
%Y ST Se0' 16T 18¢ Se0' 16T 18¢ J0YJ0 PUE (LS SNOAUR[[ISIW 1OUIO [[V 6+ dH
%10 099°6€1'1 099°6¢+°1 spre Sutreay jo srarfddns 1oypo pue ofes [1IY ¢'+'dH
o . . sjonpoid uoISIA I9YJ0 pue Sasse[3
%0 9es9r6 ¥ 9es9r6 Y Teondo jo siorddns 19yj0 pue 9fes [101Y 7' +'dH
BTYI T8LL8STIT T8LL8STIT SOLIOJEIOQE] JNSOUSRIP PUE [EAIPIN ¢ ¢'dH
o . N . P . . SIOJUD ATBD PAJeIZAUL
BT 11 LS6'EEL LIT  €98°6LE VY ICOLIT 0T 6CT Il 90611 §96 566 01 10430 pue ANUNUos Juanedino 1Yo [V 6 4 ¢ dH
%0 008'+8 008't8 S10Judd 2180 SISA[eI( +' % ¢ dH
o) 1 . . SI9IUAD dsnqe
H10 £cs ov8 £cs or8 Qoueisqns pue yireay [eyusw juanedinQ 7'+ ¢ dH
. - I sredsoy (esnqge aoueisqns
%80 YLTOLS TT  $LTOLS 11 PUE yI[eaY [BIUSW ey J910) Aeads ¢ ['dH
%TO €9TTLE'E €9C°110'C 000'19€°T srendsoy asnqe 2douelsqns pue ey eI ' ['dH
Y €T 8SH IPI'ISE  69T°900°T ¥90°11S°¢ CLT'SOS €VT PV 1L6  9TO'IS0Y  LYP'LS6'L  9€0°601°61 srendsoy [erouan) ' ['dH
(dueansur
[e100s uey) Joyj0)  Judwked
sployasnoy 39%00d-Jo-3no uonpednpy  SIEPY PedH <

SurAxs SPIoYasnoy uopednpy JIYSIH JO JOLIULJO U d1qnd jo dHXAH

AHL PLIOM 3y}  suopmpsut jyoad djeArld  Jo Apsmurjyl  Ansmurpy  ADSIUIA  Jo ADSIUIA  ADSIUIA

Joo% dH [BI0) Moy  JO ISy €AH -UoN #"CHH € CTAH STITTAH ¢VTITAH €TTTdH CITTAH TTITAH

101107 ‘(dHXAH) 19p1aoad £q pue juage Jupueuy Aq 3ImIpuadxd YHEdIH— VHN [e19Ud) ue)siueysyy ‘7 dqeL

30



%001 %0 %96 %86 %0°S %8 ST BIYI BTTL WYY HHLJ30 % dH

STS'6LI9IST 0LS'€0TST (HHND) [e10], UWnN[o)

[0TUO0D I13)em SUULIP

WOTYILEY  rILEy pUE *ouaIBAY *PO0] IONO 661 3T IH

yeay ur Juow-do[oaap

256 00T 256 00T pue yoI1easay Y0 66 €' DH

(ogroads junoooeqns) [ouuosiad yiredy

SLL'S9S'T  SLL'S9SFI Jo SN pue UoNENPY 73 SH

%001 SP6'SL6'00S' T  000°6T€  €LO'EYS'HT TOTHILOVT TOTILE'SL TETLLYLSE TSL'LSS'TIT 08T'6S9°89T S66°€80°99€ (HH.L) [&10], uwmjo?)

suonmnsur 19praoid ared yedy

%T1 LOE'LEFST  000'6T€ EL6TIEY PECS6LEL 1 yonpuio [eides 1010 66 1 SH

pury 4q

%10 LSY'EIT'T LSY'EIT'T poy126ds 10U STONOUN] YIEOH ST SH

(oy1oads Junoooeqns)

%T9 €97°615°¢6 1S6'SLOT6  9LL6ET 6S8°0ST°1 8L9°TS (Kmoos [eroos 1deoxa) yieay jo
“UTWPE JUSWUISAOS [RIOURD) /' DH

SAJIAISS

%0°S 9IS TET'SL 9IS IEI'SL peay orqnd pue UONULAAI 9 JH
. Lo . syuonedino
%8’ ST LET 689 LBE CETLLY L8E 906 11 01 pasuadsip spood [eIPIN S IH
- L L G aIed
WL €T GG8°0€1'95¢ ELOEYS Pl C8L'L8S 11T [BOIPAW 0] SIOIAIIS ATR[[IOUY ' I
. <o e ¢ eoT¢ 1 (oy1oads Junosoeqns)
%9 ST 9SL 608 vEC €891eS TS VS e8I €91 6CS 16061 ores aAfeImd Juaneding ¢ 1'OH
HTTC Sy vr1ieee Sy vriieee ared aAnend judneduy ' DH
Ied swexgdoxd
SIDIAIIS eay jo ey
p3jeaaI sxonpoad Jnqnd spoo3d
Pesy punyj A1epu0dds uon jouon  [edIpaw Jo EX AN i) 2N | <
Suipraoad £q pagnads se -eJ)SIUIWpE -eIsIUIUpe stopiaoad ssriojeroqe| Alojenquie OHXdH
suon jou saLnsSnpur yjesay pue JYjo pue  dysouserp Jjo spejdsoy
HHL (AHN) -mnsuy (AH.L) Jopraold  BYOIIV  [BPU)  UOISIAGLJ Ofes [0y Ppue [BdIPIJN SI9plAoId  [eIdUd)
JO % DH [®10) Moy 8dH 810} Moy AsudH ¢ LdH 9'dH S'dH v'dH S'€dH ¢€dH I'T'dH

Z107-110T ‘(DHXJH) uonounj £q pue 1opiaoad £q samipuadxd PeoH— VHN [2IPUdL) ue)siueysyy *cg dqeL

31



(oy10ads Junoooeqns) (A11ndas [eroos 1dadxa) yijesy

%€ 0 896 86C 1 LTOE9T 1 0v6'S€0°€ 7O UONBASIUIWPE JUSWUIAAOS [BIOUSD) [ L D
%80 [19°991°CT  0€S L6911 180°69  SOIIAIDS [3[edy JI[qnd SNOJUE[[ISIL JOYIO [V 6'9'DH
- o . L SISBASIP
1€ ECr SEL OV LS8 LTY 6¢ 996 LOT"L S[qeaIuNWIos Jo uonusAdid YO 66'€°9 DM
%10 90T LIT'I 90T LIT'I SIJIAISS 3[eaY [00U2S T°9'DOH
e . L Surpesunos pue Suruued
ps0 BLesveL BLEBTEL A[rurey fyy[eay priyd pue [eusale]y WO 66'1°9'OH
%0 ve1oce ¥T1°0ce HY 10} uoneziuntil pue uonuardld ¢ ['9°OH
o o . . (ogr1oads Junosoeqns) Surfesunod pue
%S0 ELLEVY L orI'vee S €€96I16 1 Suruuerd Aqwey SQEaY PIIYO PUT (U 1'9' O
%10 099°6€¥'1 099°6¢¥°1 spre SutresH ¢'7'S'OH
%€ 0 9€C o6’ 9€C°9Y6' Y s3onpoxd UOISIA IO pue sasse[D ['7'SOH
%Y ST 0V6 TOE 18 CE0' 16T 18E 90611 SIUISIpawl paqLIdsald [ ['¢"OH
%L81 09T 1SS 08T 09T 165°08¢ SODIAIAS AIR[[IOUR SNOJUE[[IISIW 1YIO [[V 6+ DH
%0'S 76S6LSSL 165 6L5°SL ANosaI AouagIowd pue ypodsuen uened ¢+ OH
%10 SYTSLS'T SYTSLS'T ared aAnelIqeyal Jueneding ¢ OH
%0 SeeTsI SeeTSI ared oATEI[Iqeyl Jo sased e T'C'OH
%LO  SS6EEOTT  SS6ECOTT ared dAnEN[Iqeyal Juonedu] ' OH
%9 €l LLL'6YSHOT 0SS 0V0'TE 8TI'EST 0T 6T Tl ov1°eeT 1SL°€68°6S ared eAneImd Judnedino 1yio [V 6'¢'1'OH
%61 66£TET8T  SYO'TEO' 1T §ST6¢ 660 1LZ°91 (oyroads Junoooeqns) ared daneind Jueneding ¢ 1'OH
%9°0C TIS'8S6°80€ 19+ 00L°9T 0L SH'€ SLI'S0S €¥C S6T'8EL 0€6'96L°1 S80°89% L  198°€0E ST a1ed dAnEMD Judnedu] 10YO 66'1°1"OH
%6'0 LSO ISTEl CELYSO9 TSTL60'L  (dyroads Junoddeqns) ared dAneInd judneduy [ 1" OH
(dueansur judwied
[B1D0S uey) 13Y)0) J3d0d-Jo-3no uonednpy sIepy ey

SPIOYASNOY SUIAIIS SP[OYISNOY uonednpy JOYSIH JO  JOLIDIUL JO DU J1qng jo DHXAH

HHL Jo plriom ayy  suopmnsul jgod geary  JoApsuiy  Apsmapy  Apsiupy  Jo Apsiunpy  Apsiunpy

% OH 810} MOy JOIS9Y €AH “UON $'CHH € CHH STITAH V¥VTITAH €TTTAH CI'TTAH TTITHH

ZI0Z-TT0T ‘(DHXAH) uonduny £q pue jusse Supueuy £q 2In)1puddxs YHESH— VHN [¢10U5) ueisiueysyy ‘4 dqeL

32



%001 DIV %0 %EEL %0 %10 %V'0 %90 %8 0L HHL 30 % AH
PIS'GLI‘OIS'T +0S'€H0°8TT 120°LIS Y POV TIPS 660°T  €ET°0ST LES'LIL'S  S8F'066'S  TOI'ESS'S 6LV SSTEIT (HHN) [e10], UWN[O)
. . [0T)u0d
EvrLEy EvrLey I91eM SUuDJULIp pue ‘QuAI3AY ‘poo} IO 66+ A DH
756'00C 89L'881 ¥81°CI y[eay ut Juawdoeadp pue yoreasar 1ylQ 66'¢ A OH
L o o . . [ouuosrod
CTELIES 0LL'€96'C 960'96L Y 0€8°€9 929 cov ey JO SUIUIED PUR UOHEINPS 1YIO 667 DL
o . . (oy10ads Junoooeqns)
wursnes 99¢'965 L80ZEY [euuosiad yipeay jo Jururesy pue uoneonpg 7' DH
%001 SP6'SL6'00S'T LS LSS'SIT 120°LIS'Y POV TrS'660°T  €ET°08T I 1L6 S8H066'S  TIE68H'S  T8S'LTICIT (HH.L) [#30], uwno)
L . o . o suonmsur Jopraoid
%T1 LOC LEY 81 0€eCI86 960'¥8CC 79¢ 687 615 8r8'¢ ared Yeay Jo uoneuLo ended YO 6614 OH
%10 LSYEITT LSY'ETT'T puy £q payroads jou suonouny yiedH ysu DH
o o L . L . o (Ky1noas [eroos 1daoxa) yireay Jo
%6'S  S6T0CC68  LOOI91° 08 9¢6 881 [ LTT 891 8617606 1 Sl6 1S 1SL°09T ¢¢ UONRISIUILIPE JUAWILIA0S [e10UsS Y0 66'1 T L DM
(dueansur juswiked
[B1D0S uey) J3Y)0) J3d0d-Jo-3no uonednpy sIepy ey
SPOYPSNOY SUIAIIS SP[OYISNOY uonednpy JOYSIH JO  JOLIDIUL JO DU J1qng jo DHXAH
HHL Jo priom dayy  suonymmsur jgod early  JoAnpsuy  Apsmapy  Apsiupy  Jo Apsiunpy  Apsiunpy
% OH 810} MOy JOIS9Y €AH “UON $"CHH € CHH STITAH V¥VTITAH €TTTAH CI'TTAH TTITHH

33



List of the OECD Korea Policy Centre SHA Technical Papers:

SHA Technical Papers No. 1
SHA-Based Health Accounts in the Asia/Pacific Region: Bangladesh 2006

SHA Technical Papers No. 2
SHA-Based Health Accounts in the Asia/Pacific Region: Chinese Taipei 1998

SHA Technical Papers No. 3
SHA-Based Health Accounts in the Asia/Pacific Region: Hong Kong SAR 2001-2002

SHA Technical Papers No. 4
SHA-Based Health Accounts in the Asia/Pacific Region: Mongolia 1999-2002

SHA Technical Papers No. 5
SHA-Based Health Accounts in the Asia/Pacific Region: Korea 2004

SHA Technical Papers No. 6
SHA-Based Health Accounts in the Asia/Pacific Region: Thailand 2005

SHA Technical Papers No. 7
SHA-Based Health Accounts in the Asia/Pacific Region: Sri Lanka 1990-2004

SHA Technical Papers No. 8
SHA-Based Health Accounts in the Asia/Pacific Region: China 1990-2006

SHA Technical Papers No. 9
SHA-Based Health Accounts in the Asia/Pacific Region: Malaysia 1997-2006

SHA Technical Papers No. 10

SHA-Based Health Accounts in Twelve Asia-Pacific Economies: A Comparative analysis

SHA Technical Papers No. 11
SHA-Based Health Accounts in the Asia/Pacific Region: China 1990-2009

SHA Technical Papers No. 12
SHA-Based Health Accounts in the Asia/Pacific Region: India

SHA Technical Papers No. 13
SHA-Based Health Accounts in the Asia-Pacific Region: Fiji 2007-2008

SHA Technical Papers No. 14
SHA-Based Health Accounts in the Asia-Pacific Region: Federated States of Micronesia

SHA Technical Papers No. 15
SHA-Based Health Accounts in the Asia-Pacific Region: Indonesia 2005-2009

SHA Technical Papers No. 16
SHA-Based Health Accounts in the Asia-Pacific Region: Bangladesh 1997-2007

SHA Technical Papers No. 17
SHA 2011-Based Health Accounts in the Asia/Pacific Region: Korea 1980-2011
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