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HE A 02 A ke, Hole FE 33 37 7N T3 Ao|

S8 AAA L UA&(F A, 21l 2017).

1) 43 A48 Alde dd ZESA7|E0] A, A Ayt =] J414Q1 W3t Uehv= A&
E=5he, 20169 otEA AAAAZ-H(World Economic Forum)ollA zxz2 AFH.
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O ‘Hldlo]e]’ 9] Ho= vt Zo] thefgt.
Ayt dlofeHo| A7} 214, T, AT 4 e HYE 2ol &
9] glogE 9Ju]gHMcKinsey, 2011).

- HolE 9] 214 =4, g, £4E A YsteE 19k A 7e 9
o784 & 9Ju|FHIDC, 2011).
- O U2 oAbEA, AAE ] W, ZRA|AL] HHSHE AeiA 2L
B9 HE A7t B JEAARS Ju|e(Gartner, 2012).
O ‘HiglolE & Hlojg A9 EA] 2HE W& ‘F2 9ul oA, 7|&H
HIK A, B4 5), A, 22 HIE Z3gH W2 Qu]' 2 H} Gy
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jlle

+ F2(Volume) + ME2 dolg Xz], MZ, - 22 o Te
+ ei(Variety) =4 7= H oFIEA + 0|5 =& =X

« ZH(Velocity) - SctRE AFE EE




H1g ME B

Lt. =IE|0|E| $&H0121E], 2015)

- PR AFAAALY, AGABABEAY, FUAFGERA
- B|EA R AR ARy R
- A ATY: SR
O AF8| 2| Hok 23 Hlejo]s @3
- SRR AR
- BA2 12048 BAZHE A HlolH
- S| EA B ARSI AP, BEERYR
- YERAAIATY: FREA NG

Ct. 4R} MASHa H210|5 FO0LQ| B3}

(

O 43 AdE8L2 7ledt 7FXAH(Value-chain) 7igo] g S 02
(Hermann, Pentek & Otto, 2016), Hoist Bld|o]&] A4, QIFA|5(AD
o] Hjgolefo] tiet si4l(deep learning)& 7IWFO= AF2] Atk AH]
29 A5 olE AY.

O 42} Ade o] Agio] & 7e2 thiE H9=w oot # = o] 3l

S A HAARIS F9= slEL MEE T0NA 9
ArAo] FHog2 S 7S AU(Groves, Kayyali, Knott &
Kuiken, 2016).

O Hlgo|H &= 242 4l(right living), @912 B3 (right care), &Y= A&
(right provider), 2H}I2 7}A|(right value), &2 gAl(right in-
novation)= °|ECIUIL, 0|24 7|& 25t AE HolA= HH9RE
Folo] mjzcty] WslE A2 (Groves, Kayyali, Knott & Kuiken,
2016).
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2t. 02} Y& £0flxfe| HEI0IE(SAIHE, 2017a)

O Heole|o] At g 571
O delelel Sgat FHAA 7%

O WRAZ ZA719 35 99819 74

O mtolaz ABdold B8 A n HY/ZA 37
O Hole 43, B8, B4, vz SAE 75

O Welol8 4 S 75 AAFA

)

0 SR19] 200t A a70] §8 S5HoR 8] A EA elmetol

250] WA o|Fol Aok 3.

O ASH BR7} HUE, 0|2 TAsRe 847] HYE 24 4 glow Ts
2745 5 Zolo], ojeiat BAoIN B 5A ARHBE HIsks o]
35.0] 37 Tele] H(AIHS, 2017).

O AH92017)1 27t A4 S0l 45ar ofet 18 w9, 9l BelolA A

/b BaEshs vhEo] & SAEIT A SHRIE 4 Sl B ARst A

Fjojof kil F4et
O A F29 A Ame SEAd AHEH, aEd A 712
Aoz Hel
O %< OECD= FAYLA A 5419 245 A=otH, HAHolH o Qlxat

b
i U

i
Ol

=3
FoE AS =29
O OECD+ A|17%xK2015.10.7.~10.9.) ¥ A|18*xK2016.10.12.~10.14.) B4
AX 9 BRASA AE7F3]9(Meeting of Health Accounts Experts and
OECD Health Data National Correspondents)of|4] 3] =0 & slojg
o|E| 9] Qlxme} = et A HiHol TR tisf 1 vls) & A} FF

2 @3t elojEl7t £A2IK| AN & AL 25T



Mg M 7

O HE A= HA-H3000A A4t 5A9 Fike Ajtste Edi7E HaL,
OECD EALY3](OECD Health Committee)37} Zo| 9= B4 sl=1
7109 Z o g 7|g=olq.

O 2tH, AiEA E=5 7= OECDY A AgE nldsh= 58% 24 A=

j‘l___’
8 A9,

0 £3), OECD: ©|2v] $A1] 484 882 Askekaat SHA201 10141 AgHe

FAAG S FE5N & AL 2 =7HelA 75
O Adsdyt AY do]AdESH(Revenues of financing schemes and
financing agents), A28 4J(Gross capital formation), 3584 (Factors

of provision), EA2] 4 A% (Characteristics of beneficiaries
accounts)°] SFgAA ] siFEH(H 1-1).

O OECD= °lFoME 7|5 A sgAte] 40 the BAAE(EE, o

F, e ) HolE 752 =3k 9lE.

O o] {5kl OECD+= EAARY dol o JE-Agd4HE =v] +
Zof T3t A AFAS 2007-2008W0] AAGFEOH, Q-2UEtE H 6
N Z27HEF, 5, F7he, gk, E2HYot, A9E)7t o] Al Abdof Apgt

=
Mo Fof3Ie

O FZo&= A&7Hs7 = (Sustainable Development Goals: SDGs)2] &
A ARE 34 {Esh| At AAmEA A BEAAR A=mrF 349 A
o] =]

.

2) 20179 EAGEE(201749 19)004E FAAFERAE A2 BAZ F4=E9S. 74 29 A2
OECDAAl &A1) A¥F A 23S Rlsk= A H(EFAHIUA|HE, Patient-Reported Indicators
Survey: PaRIS)E A & A, o] ARE ASHog AN Y TE oy AEEF A5 9
2o digt YENeeds)Es & #ofs 718 &7 AR W82 OECD Ministerial Statement
(2017.1.17.)8 Falslr] v ]

3) A224F EAYYS] $191(2017.12.11.~12.12.)°1A+ SAETAH(PaRIS)S] AFS2 Ao =og o
.

4) A oflo]dE(Financing Agents)= YL Zoy, sy, HPshs 59 A &S 3}
x3, INAFEAZE, ANEASAL 5.

rr

i=]
4%



Mot
oo

= gl
- =

8 SHA201101 7|tts & X|FEZAF 7

(28 1-1] seAEL =EAE

=342

3z =0

e, 2294 &

Z}&: OECD, Eurostat & WHO(2011)
O olo] Hsto] oj&r] A =W €& H& =0|7] HsiA= YJ=5H|9 A
BES HoiFt NndAN & 733 Bast Ue.
O A1$2017)E HIF] A&E Z3eE FA4] omHE AGER AETo 22X
ofz HeF 17 W, €)= HepAlo] T o} /5o AR Jehe
O oJzv] A% YuE AER 23 U RAES vlepL BHE 08
otsh 5 98 A9,

A|EA Sl A4to] H7HEA Q] Aol vls] ATiA o2 Foket K F AL,
Qmjof, 2017)°lA AQEAAR Y] 52 BA9R A+ =Tl

7198 A4



M1y M2 9

H2E A2 =X

mlo
J?HJ:
U
o

O 2 7ol AouaAg 759 oojeh Hay, 2 ¥t
O E3], 2 B84 SuoA AuAAY Hut of | 7S T G

O OECD7} H ZZ5k+= dlo|g % A& (data driven policy), A&} 54
9] AA FSKpolicy-linked, decision-linked)E $Joto] X G X AA o] of

H S @ A=AE AETD:

O 7440,
O 3, T2 Yzte] A3 o= AARAAY F5 T AAEL
Ezo]-
O =A, Feu=toll M AQEAA S| 7= 73 eHAIRE HEskL, 4

Q] 4% Wete LA,

O AR, 7% ATt B8 ekt FF5 HAZ AL,






H1E =ULAAE
M2E XNSF=2AAE






TR AAE L XFQE A E2
Ol

O ZAIEE71¥717HOrganization for Economic Co-operation and Development,
o]s} OECD), AIAIEA7]-*World Health Organization, ©|5} WHO), -5 g
S AA(Statistical Office of the European Union, °]5} Eurostat)g %’Q o=

St A 71 GL9] FZ Slof| A W 277 R AA A (Health Accounts)S AHESH=

O3 5719 BAdaAE $52 Adete] HojFes SUEAAY (National
Health Accounts)2 2] BALEAIC|ES B3l o751 o, HilA,
SR, Hexlg 59 A/dS HZH 02 tpofolA Q-8H I S

O b, o =7F Yol 2l=H] A&2] A 3t ApolE BHojFes AJEAAY 2
Cha Thol A EEu =,

0 2 go|He FRRAAGe] tet 71249 ojsie FunaAgTtel YT4e
R3] FEE|ojoF T A=Al thohA] el 1A} g
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HAAGZ 2t =719] =& Aol wet, 7]sof wet, 54kl wet g

pre)|
.

O 2y
2]

r_?ﬂ L

ol&= OECD, Eurostat, WHOZ} 201140 3522 A9kt BEAAGAA
(System of Health Accounts 2011) uj+<Lof wabA 2HF =T Q2.

O FURAAAZL LT (comprehensiveness), #/J(consistency), HluL 7}
5/ (comparability)?] SHHE 7|2 YRog T4,
O AR AN| A 4TS 17} BHOR S BE BEL 3ol 3
O AAIEHC R d¥e FEI7T FA=EAY, datd W Eo] HE8Eo Wk b
Ayz.e] B o] glolof
O S Azg A zstelse 45 23k 24 w7 FRsolor 3 %, 2L T

X O 710 q]_Q_.__ 11‘51-0]—0]: @-

olof g5to], ZZoll= A= 2] A9 (timeliness)¥F A& R17H(policy sensitivity)
T ARET S

O FHEAAR L 7F-EA 1017 wiZol 12} A&7} 5] HLe[EE AA = 3t
O &4 13 A=2] =5 golA A=) A AI717F =314 &= Ql=dl, ZL Al

7 7430] H23Eolof 3
O 3, AAH R BAYGEALS RUHHst AFsHar] Ego] B 4 9
ofof .

5) o] A2 20159 SRIEAAH (HAFARE, 2017)9 We2 2o A A
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—— dol8e] Aolg3t B8AE ol7] §1d OECDY) g >

7L Alekd gH

O OECD= A|18%F BHAAAHE713]2](2016.10.12.~10.14.)°1A4 oH]5H
A(t-19)9] FAkE 2612
- 20164 Health Statistics(2016.6.30. FH)7HA]E -2 $25 7|& 4
<= JEAYE JE 1871, 354 AE 3570, 715 BHE 4670)= st
=, t-19 $3= AE FE 5 A9 57 571 FET ASSHES AF
ff =

- A182t 3o A= t-14d AH=o] AT t-14d AR O] A4kl gt
OECD9] Hf-& {3to] =2l= 312

O OECD% 20179¥ Health Statistics(2017.6.30. Z¥)5HH t-1¥ AE2%
2H3L glole AL 75 wAElE, 334} 75 nAE olE
AL} SFAE A0l E) o= 2 & AS aFsklon, ek i '—'—#
717h t-19 A=E AEcHA 9& 4 OECD7F AHAIA o= 23T A9
= 93l

O 20179 ©lolg =4 43}, t-1d AA=E OECD7} 8% FE|= A sHA
AT =7k olggot, §=, HEgsetE, =4o] A=4.

O o 3le=9] Aol AR F7IAIE 9 o] 851 thFofA]
£ FER AESAAY, &2 A5 AEsHA] 2471 dizol OECD7} o]
e AAH g st OECDBAIXE(http://stats.oecd.org)oll &3
st &

Lt 289 A

=

O OECD+ EZAY AHE oj9A SH4ilotal, ZHH oz &85 = QS
Oﬂtﬂ°}—l—l 1S o]o7kal Q3.
2 25 Health at a glancel] 9&5H] SAE A&Z02 Gl
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O gtH, OECD&AIZZL oA AlF5h= S 7H] FE O] HAE Sisf .

- YU Revenue of health care financing), A, AFH, A &
AA A (Expenditure by disease, age, and gender), A2 *J(Gross
fixed capital formation), &5 H|-8(input costs for health care
provision)& 571 EZ A3

O EAAGS A2 &85 Z3tsty] fsto] omv]e] @7 ' S47] 54

(projection) A< Sl g=oflA Aargt

- OECD= + Aol 24 F4 AP AA F(Oliveira &
Maisonneuve, 2006; Oliveira & Maisonneuve, 2013), 78 =7+&
o= AHEIATE S87HL 2.

- SEluEhs A7 EAAEEE718]2)(2015.10.05.~10.11.)9f14 L&
I A A ERE SHRLH, OECDH R HAE 7} F=85H= oFA]
oh-HjE Y A BHAY AR} S Ak of 2] 2} nHFAE FAZ
T3t

O 132k obAfot-E S A HAAGHE7F $191(2017.3.29.~3.31.)°11A4]
= AL 7INEe® o AH Ao QlojA HAAA ] 7EA|7}F FSIR1A],

BAAH ARE o 8A o] BEF 5 YA BARE.

1. =Liele] 2 1Py

O
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>
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44
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ol
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I _>|4_‘
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O
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ol Al

=< 9&H] AR AL QW A vl e FEY 5 s

59 71% ol B4 771 AlAeL

O o]t B97] £oflA] OECD+: 200090 BAAZAA wlFLA(A system of
health accounts, SHA1.0/OECD)& 27tstH

O WHO T3k o]&4H] dlo]glo] &Q Ao &35, 2003¥ National Health
Accounts Produces Guide(WHO/PG)E ¥ays}9E.
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O ZF =4 7|-2] o] e} -2 720l S22 2 F]Y=ro] &=k AR}, Al = A 7|+
(OECD, Eurostat, WHO)= 200540f =AEAA Y (International Health
Accounts Team: [HAT)S FAJ5HY, 20069 HE A w $£4ES 3502 ZYs}
712 gt

I

O Al =AI71+= =4 AR A< fAskL, A7 o] dget tf3-2
Hote] ZF o] HR-E tfHESH= 192 H7-H(focal point) 2.2 A3

i

O %Xﬂiﬂﬁ]@, A2 50 A4S A2 A detsiy B & At

0O 201149l= Al 715-7F @ oto] At vi+E <l SHA2011(OECD, Eurostat &
WHO, 2011)5 ¥7F1392-
O [HATE 20079 OECDEZAAGHE7TS] QoA SHAL.09] 714 AlgS 54

skt or, 20109 OECDEAAGAE7IEI oA Al viwde] 2Ete
getsla.

)

a3
o)
(it
o)
ot
Lrt
rlo
H
N
E

o

O SHA2011° 7129] Ao 2L Ao
25}7] 9J5t wpalE ‘54011 %Poqa T, 3k9) 74 =] HEAL ko]

:L

O A142+ 319120129 1094 2EH O E Health Statistics 2016(FA4
%71 20149 A=) E Al v H8ohe o] % gold.
O ATt AL SHAT.091A] th20jA A 714] 4] A F(V5E Be 234}
H BE d BE)s g fEdA, slER 715 Bt Juskst A

°=F YrHE g A, A48, 2016).

O OECD= Hlgjd=r9) 2mH] 4 ol =2 Fd= B,

O 20099 otAlot-EiH YA 24 v]gled=2] olwH] EAE AAZCR -4
317] §15t9) OECDOMA oMM AATE (@ OECDH RIS HHAE)E S4

o= 2w a3 AAE At
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O wiyd ofxlop-ejEeF XY EAAZHAETL 39 (Meeting of Asia-Pacific
Health Accounts Experts)E 7l Z|5}o] ofA|o}- e 35 F X o AAfst =7=
9] olzH] BAE =, B4, 27 7 BEES TRohe AHE AlSole.

O #Zoll= WHOE 5 i Hofsy] Aldglon], Wiz 1)

g gat
5 4349 102 75k 8.

o
Mo
rr

O OECD+= 3]¥=9] EAE Al5slal = EHAO|E(statistics.oecd.org)dl]
3570 3Y= olQjo] Bepd, S, FFH|ol, ZAEAL Qlk, IEHAloF
g]Folo}, Ao}, Fotxg|7}-g3t=ro] o x| JHE 23

O $2u=telA OECD7F AQkst 7igoel wet ojzH]7t 4257 A%
200349 4.

4

A

Mo

O OECDY] mtdHEXAK2003W)7t AAIE7] o] -d7HA = W2 A2t 2]
o] we} o7 H|E ARSI

O H5719F e18(1976)FH G4 £1(2003)°] °|27|74A] o] A-+A7} 9

A JEE JHof groH, o3t 7|2 AmEo] A FUEAAS

AAE Sdsk=tl A3t JE Yol H.

O AP A3} o]2H(2004)2 #-&-0 & OECD7} AQKet 7|20 ule} Qg H]|E A=
= OECD Health Data 2004(3rd version)®l] $=3}.

o
3R
M
of
i,

O o|% i A&% Z3H= OFCD Health Data(@ OECD Health Statistics)©]l
FEEQOH, o|2A =7} 7t B H|9} A mA |7} H|I ThsolAL, BHHoR

2 A H

2
i)
tlo
>
it
ﬂOL

I
4,
e
ofo

6) B2 7P A WY Ee AR ¥F0 wet 7o AET A8 £¥-E1 ol Sl A1 B
AARHAE71E] 2120169 109)9] A=l 2™ 20149 71& ARE AEA AEstHA, 20139 oA
dx9 £A5 £ AET 7 Adrds. A W82 OECD Ui AHERl ‘Evaluation of the
2016 JHAQ data collection (2016.10.12.)& #17s}7] v ]
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O ¥R OECDEAZE(201749 6¢¥ 30¢ 7|#)ol&= 1970W-2016E(FH
ANk A= $EEH ] 2.

St o|Ru] EA0] B BABARI} AJA T on], 70| ik}
8%, SA7I7ON9l H 8 Aot o a et act B A dT

O A8 A= 199 WHOO Harsw, 72| 39T OECDO] Eald.

O B3 Ame IARAAYHIHAT)H % (Focal point)°] &7 HSst
of, ¥l &7 SH3

O 1¥Zo] WHO Hire Fgx= WHORAES], YPolAe] 5 83t 3
O AYoh=tl & ¥, 6dEo] &HH sA= FHF JHolE H.

(28 2-1] N=HEHA

68 ZHX| UE

I

World Health ¢/
AT Fom o eurostat i @)
QOECD 25gausamaon ror Econome S FUROPEAN COMMISSION Orgaﬂlf’a;on% nE

} 128 HEX| E0

Pl
AMICH 2|2 S A|H2A, SIEZAAEATA
(Focal Point)
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2. ZAo|ZH|7)
O 749 H](Current Health Expenditure)= =7lo] 1 &%F B QR A H|A
o Aok AxHlot=t] AET FUCE HoJH.
O 12+ FZo] A7 FX, A9 o, A&, A, A7) S8l sid= ook g

O o= A%Bo] 2% SAGIA AH|SH FATE YK Ao, FTHIG0.

0 A4l RH]E 7% Zwolq 27 7iRlelm e} WgkR Ao wu| 2 FHo] M5
O FhQlolmHlE Al E RSl tiet Hle] NEmH ARAsA, AEA
ul, A7) QAL BEA A, o)RAshe T4,
O AFRALRH| L o P FERADE, BARGBR e (22 o
Au| 20} AR A BAAA AR 745,

0 gl =0lt of| JFAeIA AF0] Hurfel tebd] 278 4 JnEIa
M B8, AN ARSI ACIA ofd AUo R Eof Hs A

o wehd 259 SE JSEHAE ER)
FEA WAL B, AFYY7| QPN SURA AT, ozt
iﬂH” ZEAIBAHER B, AAAABA FOR U 5 UL,

O Aol wfepit g Afwxﬂ ek 4T7 AR, A A
(QeIuaug, vgeie, 719, 7HANERd, ferees e

oJo.
AR

7) 201587HA1= 1ol &H](Total Health Expenditure)7} =A| B i X HEZ -EE oL, =79
FHE FASE= S 2491 AEFA(Capital Formation)?] FE 7HsAJo] A71=HA], SHA20119
EAHQ1 HEo| o]Fojx 2016UFEH+= ATz H|ofA AEFFS AQgt Y] BEQ1 F4=H]7t
A Bl i AEE AEHE.

8) W=RlE S4lo= 19 ol sid=ol U&= Al AAE.
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3. RULHAYY| 7=
O SRIEAAH L 7H-SAZ trdt 712 A= 7|8k 7L 3=

O &9 E5= OECD "lH+<Y(SHAL.03} SHA2011)9] Aojof Yztst=], At729]
AL T A=A ATt A= 71H-8/g0] uhE.
O TRH] Y= P Amet 2A A7 FUEAAAY 159 7]Eo] H.

O x5 A= o, B A= sigse A2 71H 1 A7 g8e &
8

B 2-1) SUSAAY 7529 FQ N=H

= A=

- SRR AMKE (2=
- JRI0SHAUE (BH=X|R)
- YBHSIE (FUAYLHTC AZHHAALIR)
- QIR |QYLSE Al (DAL HTES
H-RIRIAE - NS BRI (DRL-SH
- RSAEE ZBH| HANE (IZEHAANDI)
- ALARSHR (BoIAZEETTH
- 2R} AT MAZ (2855
- BATHUATAL (S| HNIHSLD - SHRE LI TR)
- N2H DIYEE (AT WEXE)
S - VI AH=SHISEA (DB-5S)
- NURI-SHESE (DR-SE
- ZHEZA (E15)
- IPISTEA (EAF)
- SRR (HRLNENTY FUNYLHILY
- IVAYFAEN (BA=X)

IAEERE

A& BAEAE(2017)

O 538 AR P4 A AT A F2 A9 Sl dejA Ao
=

=4,
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O 7HQ=H] F 8AH|A BEL2 FAZZANA ERld &
2 1, PR RANA GRIE FH (PR o, AFEE Fofu] 512 =
sto] 7HIAA R o 2H]|E AHEST

O 7IRIQEH] F 9= A3} Fi2 UIEReJEAR(AFEZHAIE7HY)
Ot T EFRAHBAR)E TAHCE 31 TAARE E4ot0] A=E
O HAHEAYgRH = P4 Amel A ARE Xo}oto] A&

O Aol FFRA T BE $F 9HE B ARoh, Wik G 2

A7k 22 o)
HE Az AR 7 A4 B 3%}9—1 ARV E-FaAE- UL O 7
531, 339 AHS TASHE 7H AL [HAT/H 751 2419 A% Hol2(¢]

A, P BEAY, FIEANDE B T,

o -HN' oy

(28 2-2] RULHAE 715 2Rt

<BHAIE>

<HCXHF>

<HC X HP>

<HP X HF

V

< HIZBXAZ: HP

L=
=

<EAEE>

<HF X FS>

<HEBAIE>
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H2E X992 HAH
O ZHHAAAL 27 AA(System of National Accounts)& 12 3t Ao =2
AAAR] BH Oﬂjﬂ A =g E4ok=d 7835
O A A il Zho], I AAY LS 3t =7F9] Q7 H|7} ojtofA], ojH
X0 R AR, I3l o] FAARJAE ERINNAF= 7 718242
HEL.
O 181 ogH| A& 2 HE A|7HY] 580 wet &RIstkar, =7} 7F ]

BP0 zA ZAEY EHL olest, ARAEI Lolrloret TS B
she a3t Aa ol .

02 J?i, :}Jiﬂﬁlﬂ Antozs HAgRHH dtS 7o) A sdttEe
A7

O =1l A AAE tHF= =AY 94 ol
o

o, A|9A7e] 47 FE ol Hsh=

TRAR T A HA A o3}

7t 291AH(System of National Account, SNA)9)

O FUAYENLEEANE FABEE AFYHRo HEAS(4), £
A 5% 5% o2 FUGA G U5 0} BEL ol o
29l AAEAY

- ol IO WFSES oldfsh=r] H A=st H, AAFAL o4t

232 AL B sk BN ol 8EIE B,
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Lt. X|YAE(Gross Regional Domestic Product, GRDP)10)

s

O
>
)

o
[EITRe}
¥
A (e
rid
%

A G-I D2 2 Al- 29 it 28], 271 5 712SA1E ¥H
w’
=

A o] BATA A Al & T

- SO 2 Al =7 A EER duiikEe] B EAE TEAIR
=AIE HoiF
- BE AE 9 5857 55 ol8sto] AAHTIHOE A7} o] Fo1A]
3 U2
O A% 258AH0NA 1eE @95t 3=
g 71z od 12¢0) F3E.

- A 45 AHEKOSIS), AQLS5EA HIAE &6 AT 5= AUS.

O ZUYEAAHGross Domestic Product, GDP)¥} uR7IX| 2 ZA| A
(UN)o] gt = HA G A A(SNA)O] whe} A=, 54| A] &&= 7]
ZAR e AFR ol W 5ol AolAl= tha Zo)7t UZ.

- TEA Al A QUL A7 US4 HEEA] AR

AL o
= e e

O ANYAEEAE 7|¥to g ZHE A IA AL Y4k, Bul A& 5 zF vy
oflA A FGA Q] =3 L2 E Tetol=t| =20] E.
TS B A oA ZF A1 FAY] AAIE EAAAE.

- A|ofo) A5 o8 AT AANBE $YsH TA =7 8.

N

O OECD®} WHO+ QEAZ9] £8 HHE &RIst7| HoiA ohfst 2 9] 9
FH| AR E Zk=ojof gk 7+ 5}
O WHO(Q2000)= AA-XEF 34 A(Fair financial contribution)& EZAY]
AL £33 B3 Fo olHE WAL, RAHAE o]8oHA 2H
A &3t v]-go] 7l 7ol 3 W=A] FRlst= Aol T8t AFT

ol

9) SAH A=2H(2016)9 FUAY BAFE HiAM9 &S 8°F Hsh
10) 41%(2017b, 20170)9] ‘AIAE B4 A9 A= W& 89k =3t
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o]} Bl E0], WHO(2008)= A% 7kl F84 el A v fisiA 294
91&':'] ARE 257) Aust

O OECDQ014)= SmAwe] a4, B84 2 43 AFe Awshey
olg F8o} T LET.

——— pAdEge o ouy Pu B

O OECD(2014)x= RAQ g4 =gyl A A 9o HE, ALA
I FEAY, BEAd SHAA QEr] FHY T FXR6HS.
- Byt —.fi—*é(Transparency and accountab1hty) o] ojtjofA £
=A, ¥7F Y E sk=A] 18 = 95l 20| =A1E &RITh

- A Y989 B3 (Financial risk protecuon) THAREES E= AFHA

- A2 BB A (Accessibility and equity): $EA] EAJO WE &1}
O AHA o] S Bl
- 88 (Efficiency): Zt 2Z7Houtcome)2} &5
O F o] &A1& EASH v}, titkr9] Ao AR FE-U(Ministry of health
and/or social affairs)o] Q=0 JEE @o] &8sl Q= Ao R IRlE
A=

=0 O]l 0] A<Z% O 3] b1
= A3 £ =& &g

24 YR ot ZHol A SelckE 4 Uk 7hed, of EE
H o]z 4&(016}%1@%741%4)7}@ RS vlo) PO 1k ¥l
313, 42 AFACNA B B AEES E 5 S R08 1Y,

49

O AFL(2017)= _Hauﬁxﬂ o] Eyxd,

o, J{N' L

g Bit 7hstt AE AlQtst

S(micro leve) 2 753 4 o0, ofu} 1F WA 4, 9, gt

ofUg}, Ao AT 4 ek Ak
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O NYEAAGL thg3} 22 omA | wof tigt 224l 7o) g2 ot=t|
o] "H(WHO, 2008)
- 97 A=7} @A (equitable)7}? &, ZPPRZHE AupyR o] 2}
(A Y) oldo] #7 A olFoHE=A, &2 5 A4
o] thg Ao AFst= Aol HIshA oj=mH]o] thet Fe-g ZA WL
AA] eh2A ol Higt gl 7 sHAl 9

O AGEAAAL 18, ZH], gloJg], AJ7tof| gt T} Abgolatal & 4= QS

(WHO, 2008).
O AGHAAHS %L%%}h A =27t ©@919] FA BAICE SIAITY, S2A
T, BAgAA0] A%sfoF ot thE Aol oA & g Qlofof o}

T, A2E Stk B 4 9l S ek Ashs S2lo] Fojutof 3t

O A2E &) Yol Uit AHEE VMO 3 714 ALEF oS B8
S FESRE, FURAARES 75T 0 ek o gL goly A4 37t
A4 ggo] R 7E|, GFA9] Hlo]E T ool Aok 3t

O dlol8 A2 %%, Ao Fuet AY 47 5ol we A Hol
AT, AR AAH T2 AL FEI A7ro] BRT,
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O AQRAARL A9 &zt FA Aol FashH, olF AHsH=s Aol
olg] 7H2] 127} o] Foj Aok g
O A9E doh=t] Foixl ¥2o] U A2 o, drty oz =g=e] 7
FA wEAY, YaAuart AZE AGo] ©E 4 As. T,
WHO(2008)= & Foll ol 39| o] mt27|& st
- $FA] AFA | e YR o gAH|A o] FEHY A Y 7t AjolE KB

- QEAH|ATE AlFE X Yo IE HH = o7 Hofo] YA £ HojF
o, Qg A H|A WS Ho] X HUYZ YA o A Z}A]ek= H|FS AAl] F2
2N BmAHIA A FREE A Thof H]us & 5= UAE T

- glo]g 7]dlo] FE5to] & 7R HEI7}F B LSETHH QR AH|AQ] o]
S(medical migration) °f thet A= 75 2.

- BARAH 9 B =AY AFA ol w2t AJEAAZE 5
Sh= Zlo] B} oju|7t & Ao & oA,

O A9 AAE Ws1Do] ojAx 83| Hofixl Y2lout #750] = A
ofUA|qt, == HH AR €84, HolE 9 7HeA ol s FAL
7150l s,

O gty o=® P4 Yo wet A=E 5511l H|ul 2412] I oA 2jn] 9]

= S EY, FA 49 5= FA 2.
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11) 27 49, 324 @9, 33 79, 34 A, A4 FA 501 44844 A9 BAE = + A=
(WHO, 2008).
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H1H F4LICH2)
1. 7R

O 7lyth= Canadian Institute for Health Information(°]dF CIHDA 9=

o) B4 99k 918,

O CIHI:= £ H]g] 7172 7t eAzel 2ule] Azt peld B4

g AT AT 51 YL,

O National Health Expenditure Database(NHEX)ol| thgt Hg-Z 7HA]aL Q)
o, OECDY] 7|&e] wtet o= & =g

O BAZZ o] Hrle 21Ut L.
O o=H] A9 75 ¥He 333 W o= F2oiA duE & 3.

055 92 Ul M9 99EF | 45, Q85 A, AREG7 Sz

T8¢
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12) CIHI(2016)& 8.9F B3},
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O W7 (Federal Direct)?] &bl AYHF7T 24 A&t vl-&eta tid
3}

o ARERE ABE Anet 3y 32 A4 HR7 Aol

Lﬁ
o
)

1
=
8)7F SgE e, golg7t 37t S e 7
5 & JEE d8sto] A GE=R vjEgt
O A F(Municipal government)?] QlgH|l= I35 HE FA=(Public
Sector Statistics Division)°] Al53 JEHE 7|90 2 A&H. AREI} A|
S5 AFEAAH| A Fo] ZEE.
O ARE77]3(Social security funds)olli= AP 22 Quebec Drug Insurance

FundollA] X34 o=H|7} Z3HE.

< 3 YRS A G RO R 2 5 e, F2 AR A

O 99 H 3o &L 8719 v|d8] HY3A} Canadian Life and Health
Insurance Association®] A&3t AARE 7|9t 2 25,

O 7HAIAHFFZ 7ivet BA % o] AAlSk= Survey of Household Spending
(o]A Family Expenditure Survey) ARE 7|22 AJAHE.

O WZF 9] Ak& -2 1995W o)l i = %S

O 1988% o]% A4
1988 o|A 9] Fofl&= trend dataE &-&olo] FHE L Q7] WjEof A&
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O glolg o] 28, 42, Al9dS &o17] #3ll o] =32 olo7Ial Sl=.

O trdt JRYS TAZ S5, AEALLE AT Pilo] vt 45E >

0 75 238 o Fe2 Azsstel A3,

O 9=H]9] HubQl SA|, AHdE +4, 7]% T4, 38APE 3, A9E
7, Agd 44 5ol tigt HE7 15 g /RS 7t 98 4] BalA|(National
Health Expenditure Trends)°ll 84 1=

O|=H|

A94E o7 A& d¥-2 =7} 97 4] H 11419 3t 1tE(Health expenditure

in the provinces and territories)2 THF0] A1 Q1.
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- o] 8o QI Hto] A% 49, ‘BHARE AL AA(YY L o A=
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- A ERRA, U7 B BE BYY B SEE F03 9F 29| 3

O AelF oz ¥ A77H AL AolA] 1915 o] 2H] Aj%o] B& R0 ek,
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3 FxE=ol ogH| KiE 72

canada 5 56,200 4 1.7%
38% of budget

YT $12,429 f }9,4% N : #
\ L Non (5 514,301 3% \ S i, b

229% of budget

41% of budget
- n 27% of budget
il Q 515,065 ’mi 2.7%
A\

25% of budget Y

BO. {5 56,214 ff }2_3. :
- L] = Man (5 57,120 g 3.9% "
Que.—{o $5,822 fﬂ'} 1.4%
Sy,

43% of budget
42% of budget

(28 3-17 7L =8

4
A

g Y 30% of budget
Alta—{o) REL & n
$6,995 W} 1.9% - T 56389 14 20%
41% of budget on “{ 56,144 4 1.1% . 38% of budget
< 41% of budget / :
sssk (5 56,838 4 3.3% S [
Nbsiatdl L -
38% of budget / e (0 56643 'I‘} 1.0%
/ 5. N
/ 46% of budget

: Per person % of //
(public and private), t per capita / -
w forecasted for 2016 growth TN 56,421 w 2.4%
N
38% of budget

0/ Provincial/territorial government health spending
0 a percentage of budget, forecasted for 2015
of budget

2 CIHI(2016)

O 2A98 F8 9499 ogH| A& $£FS F AR 7t uuwgdozH xH9] o7

o]g EAL olafd & (Y 3-2).
O HYAH|A(Hospital), 2eFE(Drugs), 219484 (Physicians)oll A|&9 1
ol H|-go] o] HEoIX] AP F7HEo] FHR 7t o= H& XJo|& K

ol FHAL 5 AU

O FHFER o|gH]| 2|Eo] A ditolA ARk BlS 3} "z H] A1&2] A4
v $7ke70] ol Ak RS 1D & AT H 3-3).
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(O3 3-2] iUt =E8 & =3E5E Saiig o=H| XE A2
Hospital Drugs Physicians
Per capita Annual Per capita Annual Per capita Annual

Province/ expenditure | growth rate | expenditure | growthrate | expenditure | growth rate
territory s % s % 5 %
M.L. 2,600 32 1,004 12 932 35
P.E.L 2,169 0.5 a1 09 769 -1.0
N.S. 2165 0.1 1,134 21 an7 1.0
N.B. 2078 12 1,138 23 827 01
Ont. 1,702 14 1,051 17 a79 0.8
Man. 2108 30 385 34 1,047 69
Sask. 1,924 17 923 21 966 15
Alta. 2422 19 984 3T 1,150 21
B.C. 1,970 12 807 4.1 937 32
Y.T. 2,732 2.2 26 22 1,108 1.9
MN.WLT. 5,740 0.7 T35 0.0 4358 1.5
Nun. 4,834 29 6E4 2.0 1,624 29

Z+&: CIHI(2016)

(O3 3-3] 7T Y8 & EFYRE oMt U] o|zH| XIE #2

Percentage of per
Province/territory Cost per person Percentage of budget capita growth
Canada (average) $6,299 38% 1.7%
Newfoundland and Labrador $7,256 41% 26%
Prince Edward Island $6,389 38% 2.0%
Nova Scotia $6,643 46% 1.0%
New Brunswick $6,421 38% 24%
Quebec $5,822 30% 1.4%
Ontario $6,144 41% 1.1%
Manitoba $7,120 42% 3.9%
Saskatchewan $6,838 38% 3.3%
Alberta $6,995 141% 1.9%
British Columbia $6,214 43% 2.3%
Yukon $12,429 22% 9.4%
Northwest Territories $15,065 25% 27%
Nunavut $14,301 27% 3.1%

2k CIHI(2016)
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1. 2L
O 3% Australian Institute of Health and Welfare(e]s} AIHW)7} 9= H]
A& didsty 98
O AIHW= &5 AFof ofsid A9 =7 7oz, Wartshal Bt P
£ HARO] H7|H o2 Algdsl= A& 5Ho0=2 FE.

O AINW= 733 EA18E, ¥, A3t A, F4 47, =3k, ol 9 of

5 5 HUR ot o1 e 4@ BB 9L, olok 3 27k o]

O OECD System of Health Accounts(OECD, Eurostat & WHO, 2011)%]
7|20 et Q= HE AT

O olz)e] 72 vy

rlo
oZi

B 23 4R ol9lo] &z LA AHE 5 QLS.

H =

0 A5AZL APAR, F

o
ox

5 &3 AEE 145,

O A F(Australian Government)7F A&3F Y72 R|(HH A 0], JFEH] 5)
= AFE, B4R, HERERE S, o= tiFRo] gRte] AR
utet g2 g Eol7] wizo] 2 o= omnH|o A wjAo] 7HsE

O 180 o2 AR ERE 239 Ame ZF A Qo2 AYAQ] ddo]
ol A ‘GP FHI" 59 il HEE Z-85to] A AHR HjR| F.

O F4K e} &FAH(state and territory governments)’} 213 A|&3t 9=
(A F9] Bxgolv 7|8 2 A|9)= 24t 5+ E= &9 Ed d=
<. 2008-099H-E+= ZE Ho|H7} Government Health

Y
o
ok
M
39,

13) AIHW(2016)2 8oF =3
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Expenditure National Minimum Data Set(GHE NMDS)°] &JafiA] 3=

O A& o]9](Non-government)?] A& F& FIZHEY, WFRY, 7HXHR

O "7 Y2l 9lzgH|= ABS Private Health Establishments Collection©]l
A, WI9HE3$S Private Health Insurance FundsoA, 7HAIRAHREL

Private Health Insurance Administration Councilo|lA A5& = Hto}

4%
O AR EF oI AR oA AFH mn|e FHR} 2545, 193 7
A9 9] gt H3l5)ALe] & RE who} mjola}

O 18to] GHE NMDS, Retail world annual report 52 ARE 7|% A7 2

O ogH| BA AJ4tof| QlojA thaat 22 A ™ol Il
O 3 g E v|AH7]3He.g. National Heart Foundation and
Diabetes Australia) S-ollA] B8 47 A 8|8 ELIoLA] Folo] 7
T4 FH9] $-H71 A=
AR AHE ARSI WA £ata 9lom, FHRe} 2R

7g gkol A ojzmiet A BRI A g A= U=

O

an

O A4 /fFog 9lste] o] WHESH $X|7F 7|20 HRHE 3
(2005-06 ©o]A) &} x}o]& K.

D 755 29 Bt AL BoA FRHL AL

O Hiixe} glolElE F¥ o)A (www.athw.gov.aw)ofl A F2 = wo} = 4= 3]

ille
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O AIHW health expenditure database:= 9)&H| X|&2] 5&

o] T}t BH 0% FEHL Y8

2. X492 2l=zH|

= 2~ o =]
]%ﬁ—i',:-:?‘—zé-r‘%l

(I8 3-4] 35 X[

-4), A5 (tax revenue) ] 443l =wH|(™ 3-5
o 7to] o] H xjo] &

FA| 2 5P Stof A A, AT,

1=)
e

5), 1
Hol=A] AAISIAL 5.

¥zte) g 4% 5

8 ZAO|ZH|, 2004-052E 2014-157K| (FA7H 7|1%)

1914

-0

Year NSW Vic Qld WA SA Tas ACT NT Australia
2004-05 26,106 19,120 13,734 7,620 6,075 1,704 1,482 941 76,781
2005-06 27,386 20,401 15,199 8,035 6,446 1,851 1,569 1,047 81,933
2006-07 29,637 22,005 17,124 8,925 6,882 2,016 1,718 1,142 89,449
2007-08 32,025 23,765 19,058 10,013 7,718 2,294 1,845 1,300 98,017
2008-09 34,882 26,257 21,281 11,095 8,452 2,495 2,007 1,464 107,934
2009-10 36,967 28,660 23,297 11,724 9,047 2,608 2,120 1,500 115,923
2010-11 39,273 30,884 24,667 12,796 9,636 2,844 2,326 1,696 124,122
2011-12 41,937 32,705 26,861 13,792 10,330 2,998 2,530 1,991 133,144
2012-13 43,953 33,597 28,124 14,655 10,475 3,027 2,556 1,960 138,347
201314 46,192 35,264 29,605 15,601 11,073 3,178 2,666 1,978 145,557
201415 48,044 36,957 30,848 16,775 11,299 3,292 2,818 2,031 152,065

k= AIHW(2016)
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O 7 992 JECIY A, 17 JR2AuL, ARG 5), Fopa(PE, ud
) 928 A% FEE AT 5 UL,

O dlg 501, 19 3-72 HEgol F] 99, ZoFE dav] A s 2
ol
O 19 3-82 RIGAEY S HAY 52 FE, dE= HoE,

(08 3-7) 35 HE200r 39| Y 202 QY| XI5 7, 2014-15 (FP 71F)

Government Non-government
Australian Government

Health and Premium State and Total health

Area of expenditure DVA other rebates Total local Total HIF Individuals Other Total expenditure
Hospitals 342 4281 806 5429 5,876 11,308 1,984 933 643 3,560 14,865
Public hospital services 148 4,209 96 4,454 5,876 10,329 237 469 323 1,029 11,368
Private hospitals 194 72 710 976 - 976 1,747 464 320 2,531 3,607
Primary health care 302 5213 210 5725 1,006 673 517 5,967 346 6829 13,560
Unrefemred medical services 169 2,080 2,249 - 2,249 - 182 196 378 2,627
Dental services 16 199 14 348 157 505 329 2,081 15 2425 2929
Other health practitioners 43 370 73 486 . 486 181 938 78 1,197 1,683
Community health and other - 199 - 199 575 74 - 13 29 43 817
Public health B 284 .. 284 215 558 .. 2 1 3 562
Benefit-paid pharmaceuticals 75 1,944 i 2,020 .- 2,020 .. 384 i 384 2404
All other medications B 136 3 139 . 139 7 2,266 26 2399 2538
Referred medical services - 3,032 164 3,19 - 3,196 403 597 1,000 4,196
Other services 32 495 185 713 514 1221 457 1,137 56 1,649 2876
Patient transport services 32 1 " 44 515 558 26 249 25 300 859
Aids and appliances — 121 52 173 - 173 129 888 31 1,047 1220
Administration — 374 123 496 — 496 302 . 302 798
Research — 1215 1215 154 1,370 - - 9 91 1,461
Total recurrent expenditure 677 14,236 1,365 16,278 7,550 23828 3,360 8,633 1,136 13,129 36,957
Capital expenditure - 18 18 880 899 - - 1,254 1254 2,153
Medical expenses tax rebate B 28 38 . 38 B 36 -38 —
Total health expenditure 677 14,292 1,365 16,334 8430 24,764 3,360 8,595 2,390 14,346 39,110

A& ATHW(2016)
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(O3 3-8] &3 X|9Y DAL 191y BN 2004-052H 2014-1571K| (ME7HH 7|F)
Year NsSwW Vie Qld WA SA Tas ACT NT Australia
2004-05 911 896 1.0389 968 1,069 976 661 486 942
2005-06 895 924 1,036 945 1,068 .000 653 495 941
2006-07 935 952 1,052 953 1,094 010 686 505 969
2007-08 958 971 1,056 965 1,107 025 €99 547 985
2008-09 1,024 1,038 1,108 1,014 1,161 .109 728 568 045
2009-010 1,002 1.023 1.082 1.008 1,123 075 719 539 024
2010-11 1,040 1,063 1,100 1,040 1,158 .105 727 589 057
2011-12 1,054 1.088 1.134 1.029 1,146 109 745 581 072
2012-13 1,136 1,176 1,206 1,083 1,230 223 804 647 150
2013-14 1,195 1.214 1.251 1,138 1,266 273 687 654 195
2014-15 1,246 1,266 1,323 1,166 1,357 378 749 711 251

Average annual growth rate (%)
2004-05 to 2009-10 1.9 2.7 0.8 0.8 1.0 1.9 1.7 2.1 1.7
2009-10 to 2014-15 4.5 4.4 41 2.9 3.9 5.1 0.8 57 41
2004-05 to 2014-15 3.2 3.5 2.4 19 2.4 3.5 1.3 3.9 29

Zr&: AIHW(2016)
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1. 414

O u]=2 U.S. Department of Health and Human Services(°]s} HHS)2]
Centers for Medicare and Medicaid Services(°]s} CMS)Ol|A] 9]&H] At&
i SURISS
O HHS+= 9&H| A& 0] et AES} A Sm&ofof gt £4}, v[Fe

Aol gt B2} g AEHoR
O CMSe= ZWHAAA(National Health Expenditure Accounts)s %3
1, 7121960 -3A)9] =H] BALE T 1199 @A Z23E 3
THS =
O 9gH| 8A = 7|24 02 EnidER[AI AR s go] L& A[ojA|1L, o

oFst R}7 o] 7] %5l0] L. 15)

O HYAMu|A(Hospital care), HwAH]A(Professional services), <#°]
(Home health care), YAA|(Nursing care), 29FE Anj(Medical
goods) 2= FYo] Lozl

O ZA|&ZAHEconomic census), HHS YA =, WAoo & HTAC|E,
JEAZAL A& 50| 7] FHEIL A1, ZHE AHlo] AtErF B AJE7}
&0} ojgH| 9] 7o o]FoiH.

14) CMS(2016)& 8°F B3t
15) FURAAY 7= wo] gigh AFZQ] HEE 2 319 B oA Hojuy= Aoz o AEdy) &)
Fo] digk A4l #9le CMS(2016)& 237 Hi
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Other Third
: Total Other . I Party
Service/Good Spending PHI OOP Private Medicare Medicaid Payers and
Programs
Hospital Care AHééand Residual, distgggtggsusing the AHA
Physician
and Clinical | SAZ2d | Residual, distributed using the SAS
Services
Other
Professional SAE(e:md Residual, distributed using the SAS
Services
SDG(:%%'S SAESnd Residual, distributed using the SAS
Other SAS, EC,
R H%alth" [ Prgg:jam SAS and other d
esidential, or Budget and other data
and Personal | data, and CMS-64s
Care other data
. Program or
Homgal;!eealth SAESnd Residual, distributed using the SAS Cg‘;gs ngtg:t
Nursing Care
Facilities and
Continuing | SAS and | Resiqual, distributed using the SAS
Retirement
Communities
- IMS Residual, distributed
PreS%lp;lon Health and using data from IMS N/A
9 CRT Health
Durable _
Medical -Qand PCE, CE, and MEPS MAX/MSIS
Equipment
Otdher bl line & C
Non-durable | Kline (o]
Medical and I-0 N/A N/A N/A N/A
Products

- AHA = The American Hospital Association's Annual Survey of Hospitals

- BC = The U.S. Census Bureau's Economic Census, available for years ending in 2 and 7

- Other data = Includes data from the Journal of Emergency Medical Services, Bureau of Labor Statistics, Mercer
Survey for onsite health care, and Kaiser Health Research and Educational Trust (HRET) survey of
Employer-Sponsored Health Benefits

- SAS = The U.S. Census Bureau's Service Annual Survey

- IMS Health = IMS Health's National Prescription Audit and Method of Payment Report

- CRT = The U.S. Census Bureau's Census of Retail Trade, available for years ending in 2 and 7

- I-O = The Bureau of Economic Analysis' Input-Output Accounts, available for years ending in 2 and 7

- CE = The Bureau of Labor Statistics' Consumer Expenditure Survey

- MEPS = The Agency for Healthcare Quality and Research's Medical Expenditure Panel Survey

- PCE = Personal Consumption Expenditures

- Kline & Co. = Kline & Co. annual survey of over-the-counter drugs

- MAX/MSIS = Medicaid Analytic eXtract system and Medicaid Statistical Information Statistics

AH=: CMS(2016)
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O o)2H8] 4] MAHZ U R AA A 72)9] E4
O AA o=H] Fo|A 7A@ H](Personal Health Expenditure: PHE)FHO]
Ao whet AFE, JEE ATH.
- AL IR, wtA o], WAl s, 7HAXH R E TO2 FRE.
H2 0-18, 19-44, 45-64, 65-84, 854 o|4Fo.& FE-F

.9.

e

O Bl OECD7H AN 71ZHet 4] 71%0 utet o201 ek,
AABE AT UL

O SHAI% v]=e] olgu] £5 AA7L OECDE] A 7120l 4 27 ol AL
oPUw( 3-9 A, F=O] £ F3 OECD AT A== wto] 7}
3.

(28 3-9] 0= RURHAFS| /IS8 #=

Hospital care
- Professional services
* Physician and clinical services
¢ Other professionals services
* Dental services
NHE HCE PHE Other health, residential, and personal care
(B9=H]) |(ZAQ=H]) | (HRIIZH])) - Home health care
- Nursing care facilities and continuing care retirement communities
Retail outlet sales of medical products
* Prescription drugs
¢ Durable medical equipment
¢ Other non—durable medical products

PHC(71212|=H|) Plus:
- Administration and the Net cost of private insurance
- Public Health Activity

HCE(Z@Ae|=H]|) Plus:
- Investment

* Research

e Structures

¢ Equipment

& CMS(2016)
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2. X|9E 2J=H|16)

O CMSQ] OACT(Office of the Actuary)”} FE7AA%(State Health Expenditure
Accounts: SHEA)Q] =& E3olal 3=

O 5 2= AR Bog FHg dEske 271 A=z AMEHAL, A
/378 Al Heprt 2=u] o] X[ 2t zpolof of" FFE DA =AIE FRUs)

Y= 289

= O Hd-

O 5 A= Health Atfairsdl A71702 AAEI Jow, FLo| Health
spending by state 1991-2014. Measuring per capita spending by
payers and programs (2017.6.)°] &5}

O FEAAX(SHEA)S =21 B AA X (National Health Expenditure Accounts:
NHEA)Z 23t A Q.
O FHAAAL 52 qUEAATY FolA 7HA=B](Q]EA v AL} Aslo
i3t X&) = YT
O EE A Hof|, LE ofjof] AAA £
AAL "ol 9] 7F8/go A|<ko] = T
O FHAAAL o329 TS AXA &4
- AR, 322 Aol ARE E-8oto] QIR HE R AH|ATE Al3E
]Oﬂ(state)__i lIRCR=i
- EA, FTARBPAR)Y} 2AF ARE ZAgote] ABAPEH YA, H]
gAo|E, YIgEE)Z ogH|E A&t
- AR, wigA o] A== A 9E JH7}F Q7] "ol ol&H| 9] XY 7t o]F
AEO 7|Z5to] X&H QRHE AFA 7|E0E %iﬁﬂﬁﬂ——’, A o]
ot TIdEA7IIAY] oJRH]|= i A=Y X 9E HEIL
I o A|Fo2 SFgat.

fu

o] &=, HlolEof] o/ FA|7}
ol &A1 didelA ALl

o

gﬂ

16) CMS(2017a, 2017b)E 8.9F =3t
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ol 5t
=0

(2d 3-10] 0= =& 1219 JH2lel=H] XIE, 2014

Spending by quintile in 2014
[15929-7,257 []7,261-7,795 [7,828-8274 [8,294-9,439 [W9.516-11,705

A& CMS(2017a)

O 7Fo] A s 2] u&go]4(Kaiser Family Foundation)172 CMS7} AF&3tH A

g oz H] JEE ZA| AHIAIRE Fof Al-Fotal U

O ‘Health costs & budgets indicators o= H]=Q19] A X9 27 H], 9
BEAHIA AlF X He] A 9E ogH| FHIFEA =S

O o] 8A}= 19914 o]2-9] Xt 7& Ysk= FH|(HOlE, Ak, FAE)ZE oh2 vt

O A o]Jo
E‘l“/\)\u-

17) 7tolA W] sRedjol4e njse] vlge)r|Las F2 naclREole] ol tRv, Ay Bl
249) AR E AT 98

18) www.kff.org/state-category/health-costs-budgets
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(23 3-11) 710/ 2| TRE0INS HE KT AHIA

ST ———

- . Q Average Annual Percent Growth in Health Care Expenditures by State
Health Costs & Budgets of Residence
imeftame: 1991204
REFINE RESULTS EBTable W Map iLER
Looons |
REFINE REsuLTS Health Costs & Budgets Indicators e
HEALTH EXPENDITURES BY STATE OF RESIDENCE

> Heskh CareExpenditres by S o esidence (i ilions)
Heatin Cats  Budgets

otResdence

ofsesidence

HEALTH EXPENDITURES BY STATE OF PROVIDER

» Heakth Spending b erice by S o rovider i i)

(RIE M= o) (K2 M3 &)

A= www.kff. org/state-category/health-costs-budgets
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1. 7R

O Z_\.ﬂgb’]——‘i Institute for Health Policy (IHP)7} Q)&H] 549 HAHEAAA

O IHP= 5§ 7722 HAEX|A =] 4= fiet B3 A3t 1 Al

(o) = 0].0O
< ggotal 9.

O 1998\FE A2]F7F HAAX(SLHARS =303 2H, obrlotet /& =7t

o] HAAH S A 71eFd AdE skl A=

O =A] #59l System of Health Accounts 2011(OECD, Eurostat & WHO,
2011)0] whet RAAHS AH=3
O THP+= SLHAS] &2 ol thafet A5 xf&wet vzt AA=E 46k,

2% 31402 SHR 8.

il

l"“

O 39 H(Central government)7} A|&3t QZH|= Computer Integrated
Government Accounting System(CIGAS)?l| &% A= 7|%3s}al, +
?l, BE, AlaAte] omH|E @ FA 9] Fxof 7|vhE Fof AEst

O F4H(Provincial government)7} X&3%t 2]&2H] JA] CIGAS HE 7| %35}

of Ak=3t

- Ao= 2 329 237t Hargt A, olibA ol ZASH | & Sl

- 5HH, AHKLocal government)?] A& FRE Q7] wo] Lol RAE
4%t

O 97t F9] o= H|= OECD7} ALt W2000] wh}, 7HAIZAY, THPS] AHA]
241 A A 59 Rt AR E E8ot] 73

n&"

19) Amarasinghe, Thowfeek, Anuranga, Dalpatadu & Rannan-Eliya(2015)& 8.°F anﬁ‘:}
20) Rannan-Eliya & Lorenzoni(2010)& 7HIAP RS EE Thetole BT} A9 ARt



H3E F2=9 X92AAE 715 & b1l

O v 3t RIAE B3 AYE, 7154, 33
ole} &7 F(province) B A7H(district)'E & &H] FHE AT s

2. X|9E 2l=H|

O F48 BAAA(Provincial Health Accounts)& 1990E HE L4,

O X Y¥(province, district) 2J&H|= AZH7F RAAX(SLHA) T UYIE

7|22 3
O Rt AT o= rls At 7FA] o] uahA vl
M| 27t AleE AGog ogH|g st

A7} Belo] AZsH A|ofo] afeks o=7]E o] §Hrh

O =7} S2ol49] MFHA Hl8'3 4 K| eo]Ae] Aelelm ulg olgle] olmn]

wo] {92 g
ERCEREE T e
Qo= “Hlolele] 7}

O 9H A 9(E73], Northern and Eastern Province)9] A%
|91} ‘Hlolg o] A& A=A o AT A=

O 20134 7|E2=2 HiE tiid=2>

O 9|z H|9] A9 1t Aol HiA Aoz I o] 5oz dro] 7hedt A2

2 HRIY,
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(O3 3-12] 22127t 2 Fdol=H], 1990-2014

140,000

120,000

100,000

80,000

Rs. million
[s2]
o
(=]
(=]
o

40,000

20,0001

e bt i U8 e D e s [ Dl |.|| ||‘| |||I |\|I
g 08 o o o P P P 1001 P02 (0o qp“%@‘\“

o0

R G
Year
m Western O Northemn = North-Central
O Central | Eastern O Uva

@ Southern @ North-Westemn W Sabaragamuwa

A& Amarasinghe, Thowfeek, Anuranga, Dalpatadu & Rannan-Eliya(2015)

(g 3-13] A=/g7t 2 MHE 2=H| XF +2, 2013

Financing source
] Central govemment
] Other government

I Private

21%
North-Central

Z}&: Amarasinghe, Thowfeek, Anuranga, Dalpatadu & Rannan-Eliya(2015)
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H3E Q20| X|AHHAN 1=

(08 3-14) 22127t = & X788 1219 S32=H|, 2013

Expenditure ranges
(Rs)
[J2m0-3100
[Jss01-3700
[ 37014500
[ 4501 -5.600
[ 5501 -7.50

(FE g 339=HD R 1Y S32=HD

Z}&: Amarasinghe, Thowfeek, Anuranga, Dalpatadu & Rannan-Eliya(2015)
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1. /ML
O o}7| ABRS Pakistan Bureau of Statistics(PBS)O|A HAAA 15 ©3o
L,
O PBSe= B =71 SA19] =4, 24, vz} ghitof o FAS 7HA 1L 9=

O HAdEALE Yol A 5Ee BHsl, RARHNE T4, BA]
AR &AL Kol AL BHow By HAAHS AL

o]o
2 =K

O WHOS} OECD7} AAIZE =4 7]5(System of Health Accounts 2011)°] w
2 HAAEE =53

o2 $I3to] PBSE TheFe AR W Wk RS 2Alst, Bl o 2A4E

O PBS(2016)= Punjab, Sindh, Khyber-Pakhtunkhwa, Balunchistan®] 47}
A9 olmH|E AAIRE

O AQEAAH L 7| A8 BAAH Y 549 AY ez, HAAH do] AldesY

g, el

21) PBS(2016)& 8°F 3t



O A 9d QzH] FJEE AA £49] 7|2 Amdo] HH, 8 BAYAS 1

<=t 284.

(28 3-15] OF|AR 5

& o|ZH|o| TA. 2013-14

HM3Y FQIO| XHBEAAY 2=

e
Ofor
[$)]
ol

ol
=i

Table 21: Total health expenditures 2013-14 by provinces and type of expenditure

Military Health Expenditure 2,103
Federal G ivil) - - - -
Provincial Govemment 55,408 49,396 25253 | 13,979
District G it 20,944 - - -
Cant. Boards 415 132 148 10
ESSI 3,850 2112 223 64
Zakat Health Expenditure 3058 344 33 36
FEM 450 28 205 17
Fed. ABs/C - - - -
Prov. ABs/C 226 499 122 29
Private - - - -
QOP Health Expenditure 249,328 110,604 71,754 | 23702
NGOs 9,149 17,388 10,706 | 3.261
Donors Organizations 2,203 180 1,020 63
Grand Total 366,374 182,649 111,567
% 48.39 24.12 14.73
Military Health Expenditure 71.68 9.29 9.99
Federal Government - - - -
Provincial Government 38.47 3429 17.53 a7
District Government 100.00 0.00 0.00 0.00
Cant. Boards 58.87 18.72 2099 142
ESSI 61.61 33.80 357 1.02
Zakat Health Expenditure 40.56 4574 4.39 4.79
PBM 5821 362 26.52 220
Fed. ABs/C - - - -
Prov. ABs/C 25.80 56.96 13.93 3
Private Insurance - - - -
QOP Health Expenditure 5471 2427 15.74 5.20
NGOs 2259 4293 2643 8.05
Donors Crganizations 36.71 317 17.00 1.05

21,060
35,781
144,036
29,044
705
6,249
752
772
10,677
576
4,078
455,760
40,504
6,001
757,196
100.00

100.00
100.00

100.00
100.00
100.00
100.00
100.00
100.00
100.00

100.00
100.00
100.00
100.00
100.00

& PBS(2016)
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0 QhA AR SIS0l AL FulRAAHO] 519 Ao AejuziAH
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ooh oo 32 WME | KCD 28718
- Anthrax EtXY A22
Cholera - =2t A00
Dengue - q7|1E A90
Diphtheria Diphtheria C|ZE|2|ot A36
Hepatitis A Hepatitis A AY 714 B15
Hepatitis B Hepatitis B BY 7t B16
Hepatitis E - EY 7 B17.2
Haemophllus (l;}‘LL;enzae type Haemophllut:,s (llzli‘LL;enzae type oIZZ0IXIR B _
Human papillomavirus (HPV) | Human papillomavirus (HPV) QIQEZHI0[2A B97.7
Influenza Influenza QIZZ Xt JO%(—)le1 1
Japanese encephalitis Japanese encephalitis UL H A83.0
Malaria - Zat2(0t B50-B54
Measles Measles =9 BO5
Meningococcal meningitis Meningococcal AR £ A39.0
Mumps Mumps =712 B26
Pertussis Pertussis (Whooping cough) HHOISH A37
Pneumococcal disease Pneumococcal HEUT -
Poliomyelitis Poliomyelitis (Polio) %i?:ﬂj_l;g A80
Rabies Rabies 1Y A82
Rotavirus Rotavirus EE:Q}I;& A08.0
Rubella Rubella (German measles) 3T B06
- Shingles (Herpes zoster) CHAFZERI B02
- Smallpox A0t BO3
Tetanus Tetanus (Lockjaw) IME A33-A35
Tick-borne encephalitis - TIET|OH7H =S A84
Tuberculosis Tuberculosis ZsH A15-A19
Typhoid Typhoid Fever HE|IZA A01.0
Varicella Varicella (Chickenpox) = BO1
Yellow Fever Yellow Fever & A95

A} WHO ( http://www.who.int/immunization/diseases/en/ 2017.7)
CDC (http://www.cdc.gov/vaccines/vpd/vaccines-disease. html, 2017.7)
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1. Introduction

1.1. Background

O Over the last 70 years, the health and welfare system in Korea has
continued to identify people’s demands, develop relevant policies and
legislation, and address its defects to develop a more people-centred

health and welfare system.

O The government conducts various surveys to identify social
circumstances and public demands in the area of health and

welfare.

O At the same time, it analyses major indicators of demography,

economy, health and welfare based on administrative data.

O Using the results and analyses of those information, it has
developed a range of health and welfare policies and made efforts

to improve the quality of life of the Korean people.

O As can be seen from this account, it is evident that the role of statistics
is pivotal in the process of structuring the health and welfare system

and proceeding with the policies.

O Ahead of the upcoming Fourth Industrial Revolution, statistical
information (data) has received greater attention, calling for the

establishment of state governance of national statistics.

O In the era of the Fourth Industrial Revolution, in which the analysis



2
[S)

ok

al
=

H

98 SHA20110] 7|Hte & XGEAAH ¢
of the various integrated data will create an added novel value, it is
considered important to establish the foundations for data-driven

policies (Choi and Oh, 2017).

O Government initiative is called for in regard to all the processes
involved in producing, accumulating, disseminating, integrating and
applying statistical data in the face of rapid and innovative future

changes that involve artificial intelligence and big data.
statistical

O In order to respond more proactively to public demands and this new
environment, a primary mission is to expand the

infrastructure of the country.

O The foremost task is to establish relevant statistical data (indicators)

because the achievement of objectives of the system is impossible

or its constituting elements is meaningless without the management

of statistical data (Shin, 2017).
O Shin(2017) has argued that the government needs to produce
statistics that can be used to examine whether the system is

achieving its goals not only at the national level but also at the level

of groups and individuals.
O Accumulated statistics of good quality would contribute to rational
decision-making and efficient management of resources.

O Recently, the OECD emphasised the importance of statistics for
policymakers, and urged the need to improve the infrastructure of

health data.
O At the 17" (7-9 October 2015) and 18" (12-14 October 2016) Health
Accounts and Health Data Expert Meetings, the OECD asked

member countries to think about the keys to improving the
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infrastructure of health data and to examine what kind of statistics

would be needed in the future.

O The result of the examination will provide the basis for the
production of new statistics at the OECD Health Ministers’ Meeting,
and will be used as the foundational material for an in-depth

analysis at the OECD Health Committee.

O Also, these newly developed statistics will provide important

underpinnings for preparing OECD action plans.

O In particular, in order to improve the applicability of health
expenditure data for health policy, the OECD has continued to call for
building extended health accounts on top of the core accounts of the

SHA 2011.

O The extended accounts include the revenues of financing schemes
and financing agents, factors of provision and beneficiaries’

accounts.

O Among these three, the OECD emphasises the production of health
accounts tables by beneficiaries’ characteristics (e.g. gender, age

and disease) from a functional perspective.

O To achieve this, the OECD conducted a pilot project of building
health spending data by gender, age and disease based on the
concept of health accounts from 2007 to 2008, with six countries
including Korea (Australia, Germany, Hungary, Korea, Slovenia, and

Sweden) voluntarily taking part.

O Recently, the information of Health Accounts is emphasised in

terms of monitoring Sustainable Development Goals (SDGs)
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Characteristics of beneficiaries

(Disease, age, gender, income, etc.)
Consumer health
interface

Functions
ICHA-HC

[Figure A-1] Core and extended health accounts

SHA
core
accounting
framework

Providers
ICHA-HP

Provision interface
Gross capital formation

Factors of provision ICHA-FP
External trade

Financing schemes
ICHA-HF

Revenue of financing schemes ICHA-FS

Financing agents ICHA-FA

Source: OECD, Eurostat and WHO(2011)
O In addition, constructing regional health accounts appears to be

necessary in order to reinforce the domestic applicability of health

expenditure data.

O Shin(2017) expected that the production of regional health care
expenditure that covers the entire health expenditure including

spending on non-covered items would contribute to identifying

health-vulnerable groups and places.
O The establishment of the information on regional health care
expenditures will expand our view of the health care system.

O In a situation wherein the production of regional statistics is
relatively poor compared to that of national statistics (Choi and Oh,
health accounts would

2017), the construction of regional
contribute to the well-balanced development of health care

statistics.
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1.2. Objectives

O This study focuses on reviewing the meaning and necessity of the

construction of regional health accounts and their applications.

O Especially from the perspective of policy applicability, the value of
the information that regional health accounts convey will be

examined.

O The role of regional health accounts is investigated in pursuing
data-driven policy and an increased link between policy and

statistics, which the OECD has recently emphasised.

O More specifically:

O First, it aims to seek to draw out the implications of building
regional health accounts at the national level by identifying the

situation in other countries.

O Second, it examines the possibility and limitations of establishing
regional health accounts in Korea and seeks to formulate specific

action plans.

O Third, it aims to suggest the applicability of regional health

accounts and to suggest future tasks.
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2. Understanding National Health Accounts and Regional
Health Accounts

O Many counties have published data on its health accounts with the
coordinating efforts of three international organisations, the
organisation for Economic Co-operation and Development (OECD),

Eurostat and World Health organisation (WHO).

O The data on ‘National Health Accounts’ (NHA) has been made
available through both global and domestic databases that are

accessible via the Internet, and thus used in various areas.

O Unlike the attention paid to NHA, the data on ‘Regional Health

Accounts’ (RHA) has not received much attention.

O This chapter aims to help clarify NHA and RHA which need to be

developed in accordance with the concept of NHA.

2.1. National Health Accounts (NHA)

O NHA offers a table that shows a country's health care expenditure by
the type of financing schemes, health care functions and health care

providers.

O This has been compiled based on the System of Health Accounts (SHA)
developed by the OECD, Eurostat and WHO in 2011.
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O Health accounts are built on comprehensiveness, consistency and

comparability:
O The data needs to include entire health care activities.
O Consistent time series data should be available.

O The outcome should be comparable with other countries even if a
set of data is produced based on the domestic data. That is, each
item should relate to the same content in order to maximize its

utility.

O Recently, timeliness and policy sensitivity tend to be more strongly

emphasised.

O The primary data needs to be perfectly ready in order to set up the
Health Accounts because it is processed statistics based on variety

of primary data.

O Although the process of collecting the primary data can be delayed,
it is needed to minimize the time gap in data production between

the primary data and processed statistics.

O Health accounts should help the process of monitoring and

reforming the health care system.

2.1.1. Global and domestic developments of Health Accounts

O Since the late 1990s, when the health spending began to increase
dramatically, the member countries of the OECD began to pay great
attention to building a standard framework that would enable global

and longitudinal comparison of health spending.
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O Against this background, the OECD developed the manual, A System
of Health Accounts, in cooperation with the Eurostat and experts and

published the intial 1.0 version (SHA 1.0) in 2000.

O In line with health accounts works at OECD, the WHO also agreed to
the importance of the database on the health care expenditure and
offered another tool in 2003, called the WHO NHA Producers Guide

(Guide to Producing National Health Accounts).

O The presence of different sets of measurements led to burden in
member countries, and therefore, three international organisations
including the OECD, Eurostat and WHO jointly established the
International Health Accounts Team (IHAT) in 2005 with the aim to

collect consistent data as a group.

O All three organisations set a person as a focal point as representing
for national authorities in order to collect data consistently and to

address health accounting issues effectively.

O The THAT confirms the data through feedback received from the

focal point of each country.

O Between 2007 and 2011, THAT clarify and correct the concepts, and

their concerted efforts led to the publication of the revised manual, A

System of Health Accounts 2011 (SHA 2011) in October 2011.

O The plan to revise the SHA 1.0 was decided and announced at the
Health Account Expert Meeting of OECD in 2007.

O Many countries participated in a pilot project that attempted to
transition to SHA 2011 and undertook a review on how to improve

the accuracy of sub-items.
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O At the 14™ meeting held in October 2012, member state agreed to

apply it from 2016 (the estimation year of 2014).

O SHA 2011 is considered to offer refined criteria for subcategories,
while still covering the core indicators such as financing schemes,
health care functions and health care providers as was the case in

the previous version (Jeong and Shin, 2016).

O The OECD is interested in collecting data on the health care

expenditures and financing of non-OECD member countries as well.

O In 2009, the OECD established a platform to collect non-OECD
countries’ health care expenditures in Asia-Pacific region, in which
the OECD Asian Social Policy Centre (the current OECD Korea

Policy Centre) plays a central role.

O In doing so, the OECD holds a meeting of Asia-Pacific Health
Accounts Experts annually in order to collect, analyse and share the
data on health care expenditures of Asia-Pacific countries, and to

learn lessons from other countries.

O Recently the WHO has also begun to participate in this process,
making proactive efforts by running education and training

programmes on health accounts.

O On the portal website providing statistics on OECD member
countries (statistics.oecd.org), the information on the health care
expenditures of Brazil, China, Columbia, Costa Rica, India,

Indonesia, Lithuania, Russia and South Africa is also included.

O In Korea, individual researchers estimated and produced health care

expenditures until the OECD pilot test took place in 2003.
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O As those statistics were not developed for international comparison,

they had limitations in their application to health accounts.

O Yet these previous efforts contributed to the accumulation of data

on health care expenditure and the completion of the current

system of NHA.

O The first process of producing the health care expenditures based on
the official guide of the OECD in Korea was conducted by Jeong and
Lee (2004), the result of which was included in the OECD Health Data
2004 (third version).

O Thereafter, the data on national health care expenditure continued to
be published every year and included in the OECD Health Data
(current OECD Health Statistics), and was then used for comparing
health expenditures and health care policies across countries and

developing health care policies.

O The data has been updated annually as new items have been added,

estimation methods changed, and sub-items divided separate units.

O Information of the years from 1970 to 2016 (provisional) is included
in the OECD Health Statistics (as of 30 June 2017).

O In Korea, the Ministry of Health and Welfare is in charge of producing
the data on health care expenditure. The Institute of Health and
Welfare at Yonsei University and Korea Institute of Health and

Welfare jointly conduct the actual process of creating the data.

O The provisional statistics are reported to the WHO at the end of
January, and the confirmed data to the OECD at the end of March:

this is then included in the OECD statistics database and shared
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with other international organisations.

O The THAT and focal point verify the reported statistics and finalise

them at the end of June.

O The provisional statistics reported to the WHO are used as material
for important meetings including World Health Assembly and

Executive Board, and updated with final version at the end of June.

[Figure A-2] Statistic reporting system of Korea
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2.1.2. Current Health Expenditures

O Current Health Expenditure is the sum of a year’s health expenditures
on all health care services and goods (except for gross capital

formation).
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O In respect of the function, the primary purpose needs to be the

improvement of health, prevention of disease, curative care,

rehabilitation and long-term care.
O This is the health spending that is spent at the final stage of

consumption by residents, except for intermediate expenditures.

O Current health expenditures consist of personal health expenditures

and collective health expenditures .
O Personal health expenditure is an individual person’s expenditures
on health care services or goods spent for curative care, rehabilitative

care, long-term care, ancillary services, and medical goods.

O Collective health expenditure is an expenditures on prevention,
public health care activities and public health administration

(governance and health system and financing administration).

O Current health expenditures can be classified according to the
expenditure is made on (health care providers) or according to the

financing source the expenditure is derived from (financing schemes).

O Types of health care providers consist of hospitals, residential
long-term care facilities, providers of ambulatory health care,
providers of ancillary services, retailers and other providers of medical
goods (including pharmacies), providers of preventive care and others.
O Types of financing schemes include the government schemes,
compulsory contributory health care financing schemes, voluntary
health care payment schemes (voluntary health insurance schemes,
NPISH financing schemes and enterprise financing schemes),

household out-of-pocket payment and rest of the world financing

schemes (non-resident).
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2.1.3. Construction of NHA

O NHA are derived statistics based on a variety of primary data.

O Data on NHA is collected following the definitions provided in the
OECD manuals (SHA 1.0 and SHA 2011) as long as the domestic

circumstances allow for this.

O The key data is gained from the previously released administrative

statistics and survey data.

O Data that is disclosed to the public but is essential to build NHA is

gained through cooperation between organisations.

O If some of the essential data is not created at all, a survey is

conducted to collect such data.

(Table A-1) Major Data Sources

Classification Sources

- Settlement of Government Accounts: Reports from Central government
(Ministry of Health and Welfare)

- Medical Aid Statistical Yearbook (National Health Insurance Service)

- National Health Insurance Statistical Yearbook (National Health Insurance
Service, Health Insurance Review and Assessment Service)

- Long Term Care Insurance Statistical Yearbook (National Health Insurance
Service)

- Yearbook of Industrial Accident Compensation Insurance (Ministry of
Employment and Labour)

- Car Insurance Medical Expenses Statistical Indicators (Health Insurance
Review and Assessment Service)

- National Health Screening Statistical Yearbook (National Health Insurance
Service)

- Report on Health Screening of Labourers (Ministry of Employment and
Labour)

- Survey on the breakdown of expenditures of health centres (Ministry of
Health and Welfare, Yonsei University, Korean Institute for Health and Social
Affairs)

Governmental
schemes and compul—
sory contributory
health financing
schemes (HF.1)

- Unpublished data on Private Health Insurance obtained from Korea Insurance
Development Institute

- Survey Report on labour cost of Enterprises (Ministry of Employment and
Labour)

- Survey Report on Establishment labour Conditions (Ministry of Employment
and Labour)

Voluntary health care
payment schemes
(HF.2)
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Classification Sources

- Economic Census 2010 and Service Industry Census 2005 (Statistics Korea)

Household - Household Income and Expenditure Survey (Statistics Korea)
out-of-pocket pay- - Korean Health Panel Study (Korean Institute for Health and Social Affairs,
ment (HF.3) National Health Insurance Service)

- National Health and Nutrition Survey (Ministry of Health and Welfare)
Source: Ministry of Health and Welfare(2017)

O All the collected data is transformed into NHA using both top-down

and bottom-up methods.

O The health care service sector under the category of ‘personal
health expenditures’ is direct payment by households on health
care, produced by the subtracted sum of the administrative
information (including the data on government health care
expenditures, social security fund, and so on) from the total health

care sales from the Economic Census data.

O A combination of various released data, including the Household
Income and Expenditure Survey (Statistics Korea), Korea
Pharmaceutical information service (Health Insurance Review and
Assessment Service) is used to produce the data on health care
goods and services under the category of ‘personal health

expenditures’.

O ‘Collective health expenditures’ are created using the administrative

and survey data.

O In both personal and collective health expenditures, administrative
data is mainly used in the public area while estimated values are used

in the private area.

O Collected data are interlinked so they can be built as three

-dimensional accounts (by functions, providers and financing
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scheme). And each cell of the three-dimensional accounts is used to
establish tables with two-dimensional accounts required by the IHAT
(cross-tables by functions and financing, functions and providers, and

providers and financing).

[Figure A-3] Process of constructing Korean National Health Accounts
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2.2. Regional Health Accounts (RHA)

O NHA with reference to National Accounts (NA) is useful for analyzing

health care system in a macro perspective.
O NHA provide a framework to identify how health care expenditures

are spent: on what health care providers, for which functions and

from which financing source.
O Analysing changes in NHA by time and comparisons with other
countries is helpful in identifying the outcome of the health care

system and issues to improve the system.

O However, NHA have limitations in regard to dealing with specific
issues despite their usefulness when it comes to analysing the health

care system.
O Using NHA, it is difficult to identify in-depth information about the
characteristics of beneficiaries (e.g. gender, age, disease, income

and region).
O As NA, which deal with the national economy, also have limitations
in terms of such information, regional accounts play an important

complementary role by filling the gap.
O As emphasised by the OECD and WHO, information on health

expenditure at various levels should be available to be readily and
effectively used for analysing the performance of a health care system.

O While health expenditure can be analysed from various perspectives,
Regional Health Accounts (RHA) are considered particularly sensitive

to policy and as providing many implications for policymakers.
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O In this regard, Shin (2017) urged the need to compile the health
expenditure data at national (or macro), group (or meso, such as
gender, age, disease, income and region) and individual (or micro)

levels.

O Especially, RHA (information of regional health expenditure) offers
policy implications to policymakers in many more practical and
essential areas compared to NHA (WHO 2008), leading them to raise

and address the questions as follows:

- Is health care system equitable? Do health care expenditures vary

in different regions?

- Is health care system efficient? Was the same level of health
achieved with lower costs or was a higher level of health

achieved with the same cost?

- How did the financing system affect the outcome of health

achievement?

- How successful was the distribution of health care funds?

O RHA are the outcome of four elements: human resources, equipment,

data and time (WHO 2008).

O People who build RHA need to be familiar with economic statistics,
accounting process, health care systems, health care policy at

national level.

O It also requires sufficient data storage space, secure data systems,

high quality data, time and professional expertise.
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O Setting a regional geographical border is important in RHA, and it is

required many considerations.
O RHA can be classified according to place of residence or place of
service, and WHO (2008) recommends to follow one method among

them.
O Once RHA are constructed both by place of residence and service, it

is possible to analyse medical migration.
O Although there are no specific principles, policymakers can set a

certain geographical boundary for policy analysis based on the

available data.

O In this sense, administrative unit is the most common criteria, and
the results of the data based on it can also be arranged in categories

that are needed for final comparative analysis (for example, by

economic unit).
O The applicability of RHA increases when their construction is

consistent with NHA.
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3. Case study
3.1. Canada30)

3.1.1. An outline

O The Canadian Institute for Health Information (CIHI) is in charge of

producing statistics on health care expenditures in Canada.

O The CIHI, an independent not-for-profit organisation, provides
essential information about the Canadian health care system and

health-related issues.

O The CIHI has the authorized rights to the National Health
Expenditure Database and compiles health care expenditure

information based on the OECD manuals.

O It also supports the evaluation of health programmes.

O The methods of building NHA are different between public and

private sectors.

O The public sector consists of four areas (provincial and territorial
government, federal government, municipal government and the

social security fund).

O Health expenditures of provincial and territorial governments cover
not only their own finances but also transferred funds from the
federal government.

- Health expenditures spent by ministries other than the Ministry

of Health are also included. This information is compiled using

30) CIHI(2016) is summarized.
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annual reports, statistical yearbooks and all the government
some figures are

accounting information. When necessary,
estimated based on the government estimates or rates of change

in major programmes in budget plans.

- Health expenditures of federal government (Federal Direct)
embrace only direct spending by the federal government. These
are estimated based on the information provided by the federal

government and the figures from national public accounts.
- In the past, spending on public health care activities could not be

distinguished from spending on administrative costs. Yet it can
are generally

now be identified separately.
health expenditures

allocations,
allocated to the place where the expenditure was actually

- In regional
created. However, when data is available only at the national

level, data is allocated using the population level as the key for

allocation.
on the data provided by the Public Sector Statistics Division, which

O Health expenditures of municipal government are produced based
includes information about collective health care services (e.g.

institutional services and public health).
O Social security funds embrace health care expenditures spent by the

Workers' Compensation Boards of Canada and the Quebec Drug

Insurance Fund.
O The private sector is largely grouped into health insurance and

household out-of-pocket spending, for which data is mainly compiled

through surveys.
O Expenditures financed by private insurance are documented using
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the records kept by the eight not-for-profit insurance companies

and Canadian Life and Health Insurance association.

O Information on household out-of-pocket spending is produced
based on the data from the Survey of Household Spending

conducted by Statistics Canada.

O The method of data production in the private sector was revised in
1995, and a consistent method has been applied since 1988. The
data produced up to 1988 was estimated based on the trend data,

and therefore caution is needed when citing them.

O Various efforts have been made to improve the inclusiveness,

accuracy and timeliness of the data.

O While using diverse sources of information, data is collected and

classified following the method suggested by the review committee.

O The result of the data construction is expressed visually and supplied

in various forms.

O Information about the overall trend of health expenditures and
health expenditures by financing sources, functions, providers,
regions and age groups are all included in a single report of the

National Health Expenditure Trends.

3.1.2. Regional health expenditures

O Regional expenditures on health are included under the category of
health expenditure in the provinces and territories in the reports on

National Health Expenditure Trends.
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O Health expenditure per capita and the average annual growth rate of
change are presented by region as a model. This summarises the

characteristics of the regional health expenditures as follows:
O There are gaps in the size of health expenditure per capita between

regions depending on the population distribution by age.
- The density and geography of the population affect health care

expenditures.
gaps in the health expenditures are seen to be ‘health demands

of the population groups and ‘health care delivery system

- Other than the feature of the population, the reasons for regional
(including the balance between inpatient and outpatient health

care services).

- The way of financing health care expenditures and the coverage
level of public and private insurances are also considered

important factors.
O Health expenditure per capita tends to be higher in regions which

are geographically large and have a sparser population.

O Breakdowns of health expenditures by provincial government can be

identified in major areas.

O The level of health expenditure per capita spent on three major
areas including hospitals, physicians and drugs can be recognised,
as well as gaps in the ratio of change in the expenditure between

provincial governments.
O The ‘proportion of health expenditures to the total budget and

‘growth rates compared to the previous year’ can also be identified.
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3.2. Australia3?)

3.2.1. An outline

O In Australia, the Australian Institute of Health and Welfare (AIHW) is in

charge of producing health care expenditures.

O The AIHW, established by the Australian government, aims to
provide reliable and valid information to the Department of Health

on a regular basis.

O The AIHW collects and report data on health and welfare
expenditures, hospitals, diseases and injuries, mental health,
ageing, disability and children, and so on. Moreover, it sets the

criteria for the national data, acting to improve the quality of this.

O It draws up the health expenditures of Australia according to the
guidelines provided by the OECD System of Health Accounts (OECD,
Eurostat and WHO 2011).

O The methods of building NHA can be divided into government

spending and non-government spending.

O The first category, ‘government spending, is comprised of the

expenditure of federal government, state and territory governments.

O The Australian government's health expenditures (including
Medicare, drugs, etc.) are collected from the Treasury, the
Department of Health and the Department of Veterans' Affairs. As
most information is documented according to the place of
residence of patients, it can be allocated to each state and

territorial government.

31) AIHW(2016) is summarized.
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‘ratio of GP (General

O Data collected from federal government is difficult to allocate to

and thus factors such as a
of each government produce

regions,
Practitioners)’ are used as proxies.
O The public health authorities
information about health expenditures spent directly by state and
territory governments (excluding the subsidies from the federal

government and other profits) on the basis of the final outlays. The
Government Health Expenditure National Minimum Data Set (GHE

NMDS) has collected all the data since 2008-2009.

O However, data on health expenditures at the level of local

governments are not collected.
O Most of the second category, ‘non-government spending’, is made up

of the expenditure of private hospitals, private health insurance

companies and out-of-pocket payments.
O Health expenditures of private hospitals, private health insurances
Private Health

and individual persons are estimated using the data respectively
of Statistics

from the

Private Health Insurance Administration Council.
O Health expenditures spent by workers’ compensation insurers and
car insurers are gained with the cooperation of the state and

Australian Bureau
Establishments Collection, private health insurance funds and the
territorial governments and the insurance companies at each

region.
O Data from the GHE NMDS and the Retail World Annual Report are

also used as basic materials.
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O There are some limitations in the production of health expenditure:

O Health care related cost spent by the Department of Defence, local
governments and non-government organisations (e.g. National
Heart Foundation and Diabetes Australia) is excluded, and, as a

result, the total expenditure can be underestimated.

O Data from local governments is not collected in detail. Thus, the
data estimated by the state and territorial government might not be

perfectly consistent with the actual total health expenditures.

O Due to the revisions of the data collection method, there is a gap
between recent data and the statistics published in the past (before

2005-00).

O The AIHW disseminates the data via many different channels.

O Reports and data can be downloaded for free from the website of

the AIHW (www.aihw.gov.au).

O The AIHW health expenditure database enables the identification of
health expenditure trends by time and allows for international
comparison. Thus, policymakers, researchers, governments and
non-government institutions, as well as the public, use the database

for various purposes.

3.2.2. Regional health expenditures

O Current health expenditures (excluding capital formation) by state and

territorial governments are provided.

O The gaps between regions in respect of the regional health
expenditures, the proportion of health expenditures to tax revenue

and health expenditures per capita are presented.
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O As time-series regional data is provided, it is possible to examine

the trends in health expenditures by region over the past ten years.
O Health expenditures are provided in respect of the sector and area by

region.

O The total amount of health expenditures of government and
non-government institutions are documented for each state and
each area (hospital, primary health care and capital formation).

O The level of protection provided by private health insurers by states

can also be identified.
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3.3. United States

3.3.1. An outline3?

O In the United States (US), the Centers for Medicare & Medicaid
Services (CMS), part of the US Department of Health and Human

Services, produces health care expenditures.

O The Department has worked to review the level of health care
expenditures, investment in health care sector and the size of the

not-for-profit research fund.

O The CMS compiles the National Health Expenditure Accounts
(NHEA), and publishes the statistics about health expenditures (1960
-present) and short-term projection of health expenditure for the

forthcoming eleven years.

O The method of building health expenditure data:

O The North American Industry Classification System classifies
hospital care, professional services, home health care, nursing care,
medical goods, and so on, and thus various data is keyed in for each

area.

O Health expenditures are estimated based on a variety of data
sources that are mainly comprised of the Economic Census,
incomes of hospitals, Medicare and Medicaid, and materials from

private health insurers, complemented by a range of survey data.

O The characteristics of the production of health expenditures:

O It is only the personal health expenditures that are provided

32) CMS(2016) is summarized.
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according to age and gender among all the breakdowns of

expenditures.

- Financing schemes are divided into private health insurance,
Medicare, Medicaid, household out-of-pocket expenditures, and
so on.

- There are five age groups used: 0-18, 19-44, 45-64, 65-84 and 85

and over.

O In the US, health expenditures are classified and measured
according to their own guideline, rather than the one recommended

by the OECD.

O However, the classification system of health expenditures does not
greatly deviate from that recommended by the OECD, and it enables
conversion into the OECD formation through a re-arrangement

process.

3.3.2. Regional health expenditures33)

O In the US, the CMS Office of the Actuary generates the State Health

Expenditure Accounts (SHEA) informing regional health expenditures.

O The results of the data building are used as base materials when
reviewing health care policies at regional level and analysing the
inter-regional difference that are brought by changes in economy
and policy.

O The results are reported in Health Affairs.

- Health Spending By State 1991-2014. Measuring Per Capita
Spending By Payers and Programs, Health Affairs, June 2017.

33) CMS(2017a and 2017b) is summarized.
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O SHEA is an extended version of the NHEA.

O The SHEA is restricted to personal health expenditures (spending on
medical services and goods) of the NHEA.

O The same approach is applied to all regions and years except for

the case when data has outlier or limitations in availability.

O SHEA is completed with the following steps.

- First, personal health expenditures are allocated to states where
the service was provided, based on the survey data on health care

providers.

- Second, health expenditures by types of financing schemes
(Medicare, Medicaid and private insurance) are constructed
through combining the cost claim data (administration data) and

survey data.

- Third, data from Medicaid is transformed according to the place
of residence based on the information about the movement of
health expenditures between regions. No further work is needed
for the Medicaid recipients and private health insurance policy

holders because their information by region is already available.

O The Kaiser Family Foundation provides health expenditures by region

using its online service.

O The ‘Health Costs and Budgets Indicators’ embrace information
about the health expenditure of Americans by place of residence

and by the place where the service is provided.

O Data from 1991 can be customized in any type (tables, maps and

trends) and users can also download the data.
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3.4. Sri Lanka34)

3.4.1. An outline
O Health Accounts in Sri Lanka are produced by the Institute for Health

Policy (IHP).
O The THP, an independent research institute, offers policy support
and relevant information for improving the health and welfare

system.
O Playing a role in building health accounts since 1998, it has
provided technical support for the development of health accounts

in Asian and European countries.
O It creates health accounts following the System of Health Accounts

2011 (OECD, Eurostat and WHO 2011).
O The IHP collects a wide range of data both from the government

and private sectors and conducts a regular survey to help complete
the Sri Lanka Health Accounts.

O Health expenditure of the central government is measured based on

the Computer Integrated Government Accounting System. And

information on the health expenditures spent for the armed forces,
police and prisoners is provided thanks to the cooperation of the

relevant authorities.
O Health expenditure of provincial government is drawn up based on
Computer Integrated Government

the information from the
Accounting System. In the past, it used to be measured based on the

34) Amarasinghe, Thowfeek, Anuranga, Dalpatadu, and Rannan-Eliya (2015) is summarized.
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financial statements and budget reports submitted by provincial
councils. The health expenditure of the local government is

constructed through a separate survey due to the lack of information.

O Private health expenditures are produced following the approach
recommended by the OECD. To do this, a variety of materials are
used, including the Household Survey, the results of the survey

conducted by the THP and industrial statistics.

O Health expenditures by financing source, function and health care
providers are provided through annual reports, together with health

expenditures by province and district.

3.4.2. Regional health expenditures

O Construction of the Provincial Health Accounts began in 1990.

O Regional health expenditures (by province and district) are based on

the framework of the Sri Lanka Health Accounts.

O Health expenditure of the general public is divided by place of

residence.

O When the information on the residence is not sufficient,
expenditure is divided into the place where the service is provided
based on the assumption that service users used health care

institutions located at their place of residence.

O Not all health expenditure is divided into region. Health
expenditures spent for a special group of people, including armed
forces, police and prisoners, are collectively classified at the

national level.
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O Health expenditures except for the ‘collective spending at the national

level and ‘personal health expenditures in island areas’ are

distributed by region.
O As of 2013, this took up about 92% of entire spending oh health care.

O There are limitations in the ‘data availability’ and the ‘quality’ of

the data in some regions (particularly in the Northern and Eastern

Provinces).

O The gap in health expenditures across regions can largely be

explained by the demographic characteristics.
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3.5. Pakistan3b)

3.5.1. An outline

O In Pakistan, the Pakistan Bureau of Statistics (PBS) is in charge of

producing health accounts.

O The PBS collects, analyses and disseminates all the national

statistics.

O It publishes Pakistan Health Accounts with the aim of investigating
financial trends within the health care system, planning the health

care system and improving its sustainability.

O In producing health accounts, it follows international guidelines

suggested by the WHO and OECD.

O To do this, the PBS assembles a variety range of government and

non-government materials and conducts surveys regularly.

O Various administrative materials are used in identifying the size of
health care expenditures from the government and social security
fund, while survey results are mainly used in measuring the size of

household out-of-pocket spending.

3.5.2. Regional health expenditures

O Regional health expenditures are classified into four provinces

(Punjab, Sindh, Khyber Pakhtunkhwa and Balochistan).

35) PBS(2016) is summarized.
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O Regional health accounts, a sub-category of Pakistan Health Accounts,

embrace data on health expenditures by financing schemes, service

providers and functions.
the service is provided, while health expenditures for armed forces

O However, the data is established with a focus on the place where
are divided into the place where the health care institution is

is used as a

located.
O Information from regional health expenditures
resources for macro analysis and applied when

fundamental
establishing health care policy in each province.
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3.6. Sub—conclusion

O The cases of the countries presented above show that they produce
regional health accounts as a sub-category of national health

accounts.

O The ‘comprehensiveness’, a major principle of health accounts, was
pursued while maintaining the consistency with national health

accounts.

O This increases the ‘comparability’ of the data by enabling both

cross-country comparison and inter-regional comparison.

O Each country continued to establish regional health accounts for a
long period, while maintaining the ‘consistency’ of the data

throughout the time.

O Countries including the United Kingdom, Switzerland and Japan
have also attempted to compare and analyse regional health

expenditures36), albeit not on a nationwide level.

O Although there are differences across countries, the data governance

is found to affect the production of high-quality statistics.

O A production of regional health accounts based on the place of
residence is recommended, however, based on the place of service

would be an alternative when this is difficult to achieve.

O While countries are advised to follow either approach (WHO 2008),
many countries suffer from the limitations on data availability in

practice.

36) Regional health expenditures of primary care trust are compared in the United Kingdom
(Martin, Rice & Smith, 2008), while in Switzerland those of private health insurance are com-
pared (Crivelli, Filippini & Mosca, 2006). Japan conducts a comparison of the regional health
expenditures (Tsugawa, Hasegawa, Hiraide & Jha, 2015), yet not based on the concept of the
health accounts suggested by the OECD, but based on its own criteria
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- Most countries adopt the approach of the ‘place of service’
because this is how they have maintained their data so far.

Meanwhile, both approaches (place of residence and service) are

combined when the primary data is not adequate.
- Some countries produce regional health accounts based on the place

of residence, yet limiting the boundary of the data to the personal
health expenditures, not the entire spending on health care.
O When it is not possible to divide the health expenditures into
relevant regions, health expenditures are allocated to each region
by demography or composition of the GPs as a distributional key.

O There are cases (Australia and Sri Lanka) where the expenditure
data from the central and local governments are uploaded under

government leadership in pursuit of the efficient production and

management of the data.
O Cooperation from the private sector is important as well as the effort

of the government because regional health accounts involve a

tremendous amount of data and thus represent a complex task, as is

shown in other countries’ cases.
O Given the high applicability of the regional health accounts, demand

for regional health accounts is expected to increase in the future.

O Each country continues to disseminate and distribute the result of
the regional health accounts through government reports, websites

and journal articles.

O In particular, in the US, there are private institutions that provide
these results to the public using their own Geographic Information

System (GIS).
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O Moreover, by using regional health expenditures, countries analyse
inter-regional difference in respect of the use of health care
services and develop health care policy based on the result of the

analysis.
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4. Establishment and application of Regional Health Accounts
4.1. Establishment of Regional Health Accounts in Korea

4.1.1. Principles of data building

O The establishment of regional health accounts (RHA) that are
consistent with national health accounts (NHA) can be achieved by
allocating the total health spending of NHA into sub-categories
(top-down approach) or matching the total amount of NHA by adding

up all the data in the sub-categories (bottom-up approach).

O The construction of the RHA in Korea takes a top-down approach.

O Sub-categories are divided by health care functions or financing

schemes (or by types of health care system).

- RHA are classified into personal health expenditures and

collective health expenditures by function.

- If classified by financing schemes or health care system, it is
divided into governmental schemes, compulsory contributory
health insurance schemes, voluntary health care payment

schemes, and household out-of-pocket payment.

O In allocating the total amount of sub-categories, information on the

health care providers are keyed in when the data is available.

O If NHA have information on the characteristics of the service users
(e.g. gender, age and type of disease), this data needs to be included

in connection with other data.

O If there is no direct information available that can separate regional

spending, information on demographic features or all other data
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sources that provide similar information (e.g. National Health
Insurance Services) is used complementarily depending on the

characteristics of areas.

O Regions can be classified according to the place of residence -
metropolitan councils (Metropolitan City and Province) and local
governments (cities, towns and autonomous districts). This paper uses

the types of local governments as a unit of regions.

O Data that has been compiled according to units of local
governments can be grouped into data according to metropolitan
councils or meaningful units such as health administrative regions

Or economic regions.

O If access to local government (cities, towns and districts) data is
limited and the data is less credible, constructing RHA according to

metropolitan councils can be an alternative.

O Current health expenditures are divided into two areas according to
the function of heath care (personal health expenditure and collective

health expenditure).

O Personal health expenditures (see from @ to @ in Figure A-4)
include outpatient services, inpatient services, and medical goods,
that is, health care expenditures that are spent at medical

institutions or pharmacies.

O Collective health expenditures (see from ® to ® in Figure A-4)
comprise spending on preventive care and health administration

(e.g. on governance, health care system and financial management).
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[Figure A-4] Classifications of areas of Korean National Health Accounts
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4.1.2. Data building methods

O The total amount of current health expenditures is allocated

according to the classifications in Figure A-4.

O The classification of financing schemes follows the criteria set out in

the SHA 2011 manual. However, data collection is performed by each

payment entity within the Korean health care system.
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O The following explanation is based on the current health expenditures

in 2015 (OECD Health Statistics 2017).

® Personal Health Expenditures of Government

O Most of government’s personal health expenditures(8.2 trillion won,
7.2% of current health expenditure) comprise spending on the medical

assistance programme (MAP).

O The data on the MAP recipients, gained from the National Health
Insurance Service (NHIS)'s customized health information data, is

analysed and classified according to region.

O If it is difficult to access the NHIS's database, the information
published in the Report on the Service Benefits by metropolitan
city’ of the Medical Assistance Statistical Yearbook can be keyed in

as an alternative.

O However, information in the Medical Assistance Statistical Yearbook

is based on the ‘place of service’.

O The remainder of the personal health expenditures paid by the
government consists of the spending on hospitals that are run by the
Ministry of Health and Welfare, hospitals for armed forces and
policemen, correctional institutions under the Ministry of Justice, and
so on. Data available on these expenditures is the total amount of
money spent by each government ministry, which is published in the

final accounts reports of each ministry.

O Expenditures on the hospitals under the Ministry of Health and
Welfare, including the National Seoul Hospital (changed the name

to the National Center for Mental Health since 2016) are allocated
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using the final accounts data of the Ministry of Health and Welfare
by each region. The underlying assumption is that the residents

living nearby mainly use these hospitals.

O As the data of the government final accounts can only be allocated
at the level of metropolitan city, the data on the population in each
region is used at a lower level when allocating the data to each local

government.

O The data from the reports on the curative care at hospitals for
armed forces are used to create the data for armed forces hospital,
while the number of ‘registered people’ is used as a distributional
key for the data on the National Police Hospitals and correctional

institutions under the Ministry of Justice.

Personal Health Expenditures of Social Health Insurances

O In the Korean health care system, social health insurances include the
National Health Insurance, Long-Term Care Insurance and Workers’

Compensation Insurance.

O The expenditure data on National Health Insurance, which accounts
for most social health insurance expenditures (48.8 trillion won,
representing 42.4% of current health expenditure), is allocated to each
region based on the analysis of the NHIS's customised health

information data.

O If data accessibility is limited, information on in-kind benefits
published in the ‘Report on the Medical Treatment in Cities, Towns
and Districts’ (Table II-2 in the National Health Insurance

Statistical Yearbook) can be used as an alternative source.
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O Since there is no specific expenditure data on cash benefits
(reimbursed user payments, etc.) by city, town and district, the ratio

of the above in-kind benefits is applied.

O For the partitioning of total spending on Long-Term Care Insurance
into regions, the information published in the TReport on the
Long-Term Care Benefits in Cities, Towns, and Districts’ of the
Long-Term Care Insurance Statistics (Table III-1 in the Long-Term

Care Insurance Statistical Yearbook) can be used.

O In respect of the Workers’ Compensation Insurance, the data available
on personal health expenditures is limited to the total expenditures
only. Thus, the expenditure data for the beneficiaries according to
their place of residence is achieved with cooperation of the Workers’
Compensation and Welfare Service that administers the Workers’

Compensation Insurance.

© Personal Health Expenditures of Compulsory Private Health Insurance

O In the Korean health care system, the car insurance is compulsory

private health insurance.

O Its amount is 1.3 trillion won, accounting for 1.1% of current health

expenditure.

O Data on the health insurance benefit claims in the database of the
Health Insurance Review and Assessment Service (HIRA) are analysed

and used as keys for the allocation of regional information.
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O When there are limitations in the data analysis, the allocating keys
for each city, town and district are produced mainly based on the

information in the ‘Car Insurance Medical Expenses Statistical
Indicators’ published by the HIRA and complemented by the

information on the policyholders of car insurance.

© Personal Health Expenditures of Voluntary health insurance

O In the Korean health care system, private health insurance (protection
against actual loss) is a type of voluntary health insurance schemes.

O Private health insurance is categorised into two types: ‘protection

against actual loss’ and Tump-sum payment’.

O The ‘protection against actual loss  in private insurance includes
only the actual expenditure that is confirmed through the issue of

receipts by private insurers.

O The ‘lump-sum payment type, which pays a promised amount of
money to contractors in the event of the outbreak of certain illness,
is not considered as a medical expenditure in health accounts

because whether the expenditure is finally used for medical reasons

cannot be confirmed.
O Regional health expenditures of private health insurance (6.1 trillion

won, 5.3% of current health expenditure) are calculated based on the data

on household out-of-pocket payment, alternatively (© in Figure A-4).

O Data on the regional health expenditures of private health
insurance can be gained in cooperation with the Korea Insurance
Research Institute. However, as the data is managed in the private

sector, it is difficult to obtain in-depth information.
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O Thus, information on household out-of-pocket spending in each
city, town and district is used as a proxy because private health

insurance gives benefits to compensate for what household spent.

® Personal Health Expenditures of Non—Profit Institutions

O The ‘non-profit institutions’ point to the item of ‘health’ in the ‘final

consumption expenditures of non-profit institutions serving
households (NPISHs)" in NHA.

O Here, data on the ‘household out-of-pocket payment by city, town,
and districts’ (© in Figure A-4) are used as proxies for the data on the

non-profit institutions’ regional expenditures.

O There is no data available that clearly shows the regional

distribution of non-profit institutions.

O According to the classification of the Bank of Korea, health
expenditures of NPISHs refer to health care services and goods
supplied by non-profit schools, hospitals, and social welfare
organisations. However, neither the data on the regional
distribution of these institutions nor on the size of their health care

support are available.

(® Personal Health Expenditures of Enterprises

O Personal health expenditures by enterprises is about ‘health care’ in
‘non-statutory welfare expenditure’ in the Enterprise labour Cost

Survey.
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O The ‘household out-of-pocket payment by city, town, and district’ (©
in Figure A-4) is used as a proxy in order to allocate the regional
distribution of enterprise expenditures.

O There is no data available that clarifies the regional distribution of

health care expenditures.
O Data from the ‘Survey on labour Conditions by Employment Type’
or ‘Enterprise labour Cost Survey’, conducted by the Ministry of

Employment and Labour does not include information by region.

© Personal Health Expenditures of Household Out-of-Pocket payment

O The information on the Household out-of-pocket payment in the NHA
is estimated by combining the results of the Economic Census,

Household Income and Expenditure Survey (HIES) and Korea Health

Panel Study (KHPS).
O As for the size of direct payment by household, the amount that

deducts the ‘benefit amount’, which can be identified in the

‘total sales’ of the health care

administrative data, from the

institutions in the Economic Census data.

O If there is an item that cannot be identified in the Economic Census,

an estimated figure is keyed in using the complementary resources,

including HIES and KHPS.

O Household directly expended 41.7 trillion won (36.2% of current

health expenditure) for personal health care in 2015.

O Household out-of-pocket payment is sum of ‘Cost sharing with

third-party payers’ and ‘Out-of-pocket excluding cost sharing’.
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O The ‘Cost sharing with third-party payers can be identified in the
various administrative materials (including the Medical Assistance
Statistical Yearbook, National Health Insurance Statistical

Yearbook, Long-Term Care Insurance Statistical Yearbook, etc.).

O The ‘Out-of-pocket excluding cost sharing’ is produced by
deducting the ‘Cost sharing with third-party payers’, which is
generated by combining the above three resources, from the ‘total

sales’ comes from Fconomic census.

O The ‘Cost sharing with third-party payers’ is keyed in using the ratio
that is identified in the administrative material (or analysis material),
while for the ‘Out-of-pocket excluding cost sharing’ the result of the
analysis of the KHPS by city, town and district is used as an allocation

key.

@ Collective Health Expenditures of Government

O Government spending on preventive care and governance, health care
systems and financial management (3.6 trillion won, 3.1% of current
health expenditure) is generated by combining data from the
statement of accounts of the central government budget (including
fund) and the statement of accounts of public health centres, medical

check-ups, and so on.

O In order to establish regional health data, the total amount of the

central government expenditure needs to be divided into regions.

O The central government statement of accounts does not include
regional data. Thus, total expenses of the central government is

divided by city, town and district, based on the statement of
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accounts of health centre activities (specified in the survey on the

breakdown of expenditures of health centres).

- The survey on the breakdown of expenditures of health centres
has been conducted as part of the process of constructing NHA

since 2007.

- Information about the total settlement amount from 1 January to
31 December is collected from around 250 nationwide health

centres.

- The statement of account of health centres provides a nominal
value of the expenditure on preventive care and health care
administration (governance, health care system, and financial
management) reported by the 250 local governments, for each

city, town and district.

O Financing of local government is allocated directly to the relevant

region based on the survey data of health centres.

(Table A-2) Survey on the breakdown of expenditures of health centres

Central government State/ | Local/m
Ministry incial | unicipal
Health provincial | unicipa
Total |Sb—tot|of Health| 2t
Promoti | Others | 9OV€rnm |governm
al and ent ent

Welfare &) A

| .Personal health care

| .1 General curative care

| .2 Oriental-medicine

| .3 Dental curative care

| .9 Others

I1. Public health services

I1.1.Preventive care

I1.1.1 Screening and inspection

I1.1.1.1 Cancer screening

[1.1.1.9 Others

11.1.2 Communicable disease

I1.1.2.1 Vaccination

11.1.2.2 Tuberculosis control program

11.1.2.9 Others
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Central government

- State/ |Local/m
Total |uptof o’:‘/“ﬂlesetall':lh Health provingial | unicipal
Promoti | Others | 90Vernm jgovernm
i Waeﬂ‘(aire € e ot ot
11.1.3 Non-communicable disease (Chronic
disease)
11.1.3.1 Cardiovascular disease (including
hypertension)
11.1.3.2 Diabetes
11.1.3.3 Cancer
11.1.3.4 Arthritis
11.1.3.9 Others

11.1.4 Mental health

I1.1.4.1 Mental health program

11.1.4.2 Dementia

11.1.4.9 Others

11.1.5 Oral health

11.1.9 Other prevention programs (non speci—
fied by function)

I1.2 Health promotion practice

11.2.1 Tobacco control program

11.2.2 Alcohol prevention(reduce) program

11.2.3 Healthy lifestyle practices (Including
overweight and obesity)

11.2.4 Nutrition

I1.3 Other public health services (non specified
by funtion)

11.3.1 Preparing for disaster and emergency
response programmes

11.3.9 Others

Ill. Governance and health system and financing
administration

IV. Capital formation

Total (Health)

Social services (not for health)

Total (Health and Social services)

O The expenditure on medical check-ups for medical assistance

recipients is included in the spending on preventive care.

O Yet, as information by local government is not available, the

‘number of people who used general medical check-ups by region’

(Table I-2 in the Statistical Yearbook on Medical Check-ups in

Medical Assistance) can be used for allocating the total amount by

region.
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@ Collective Health Expenditures of Social Health Insurance
O Social health insurance involved a spend of 2.6 trillion won (2.3% of
current health expenditure) for collective health care, including

preventive care and governance, health care systems and financial

management in 2015.
O Expenditures on preventive care from the social health insurance are

the expenses on medical check-ups held by the NHIS.
O Information on the regional expenditures on medical check-ups by

city and province is not available.

O Thus, the total amount of the expenditure is allocated to each
region based on the ‘number of people who had medical check-ups
in each region’ (Table I-2 on the National Health screening

Statistical Yearbook).
O Expenditures spent on governance, health care system and financial

management cover the administration fees for the National Health
Insurance and Workers’ Compensation Insurance.
O As these two items (administration fees for the National Health

Insurance and Workers' Compensation Insurance) do not have
regional information, regional values are estimated by applying the

data on regional spending on ‘personal health expenditures of

social health insurance’ (® in Figure A-4).
O Alternatively, the number of enrolment for each insurance system

can be applied.
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@ Collective Health Expenditures of Compulsory Private Health Insurance

O Compulsory private health insurance does not include spending on
preventive care. It produces only administration costs (0.4 trillion
won, 0.4% of current health expenditure) for governance, the health

care system and financial management.

O As the collective health expenditures of compulsory private health
insurance that are spent for the purposes of governance, health care
system and financial management are not created for each region, the
regional information on the ‘personal health expenditures of

compulsory private health insurance’ (© in Figure A-4) is used as a

proxy.

® Collective Health Expenditures of Voluntary health insurance

O Voluntary health insurance does not include spending on preventive
care. It produces only administration costs (0.9 trillion won, 0.8% of
current health expenditure) for governance, health care system and

financial management.

O As the collective health expenditures of voluntary health insurance
that are spent for the purposes of governance, health care system and
financial management are not created for each region, the regional
information on ‘personal health expenditures of voluntary health

insurance’ (©® in Figure A-4) is used as a proxy.
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© Collective Health Expenditures of Non—Profit Institutions

O Not applicable.

M Collective Health Expenditures of Enterprises

O Enterprises spend for preventive care (0.1 trillion won, 0.1% of current

health expenditure) only.

O As the collective health expenditures of enterprises do not include
regional data, the information on ‘personal health expenditures of

enterprises’ (® in Figure A-4) is used as a proxy.

M) Collective Health Expenditures of Household Out-of-Pocket payment

O Households bear the costs for preventive care (0.7 trillion won, 0.6%

of current health expenditure) only.

O As the collective health expenditures of household out-of-pocket
payment do not cover the regional information, the data on the
‘personal health expenditures of household out-of-pocket payment’

(© in Figure A-4) is used as a proxy.
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4.2. Application of results

4.2.1. ldentification of regional health expenditures

O Regional health expenditures, identified not only at the level of
metropolitan government (17 cities and provinces) but also at the level
of autonomous local government (250 cities, towns and districts),

makes possible to analyse inter-regional difference.

O The data collected by each of the 17 cities and provinces and 250
local governments shows the state of the regional health expenditures
and enhance the understanding of characteristic of health care

system.

O The data enables us comparison of health expenditures between

administrative districts.

O It also allows us to identify the self-sufficiency rate of the health
care service (the proportion of the population who used health care
institutions located in the area of residence) and the ‘Health needs’

of population.

O The NHIS and the HIRA provide a diverse range of statistics on
medical expenses (insurer’s payments and cost-sharing) using their
own information system. However, they do not cover the entire

population and health expenditure.

O Expenses for medical treatment and benefits (insurer’'s payments) in
respect of national health insurance, medical assistance and
long-term care insurance are identified through administrative

statistics.
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O The NHIS produces medical treatment (or long-term care) expenses
for national health insurance and long-term care insurances by city,
town and district based on the address of the service user, while
providing the expenditure on the medical assistance by city and

province based on the location of the service.
O The HIRA publishes ‘medical treatment expenditure indicators’
quarterly with the aim of providing more timely information. Based
on the data, it also provides performance reports of the assessment
on the 17 cities and provinces by health security type (national
medical assistance, health care service for

insurance,
veterans and car insurance). However, the data is based on the

health

location of the service.
O The ‘Open System of Big Data on Health Care’ provided by the HIRA is

the only available visually expressed data based on the GIS.

O The HIRA produces the data on the behaviour of health care users
by region by combining medical treatment expenditure and spatial

information based on the GIS.
O However, the data is restricted to the insurer's payments and

cost-sharing of those who are enrolled in the national health

insurance, meaning it does not fully cover the entire expense.

O Moreover, the information is only produced at the level of
and therefore the possibility of

metropolitan government,
comparison between cities, towns and districts is limited.
O Information such as ‘per capita spending’ and ‘the public ratio

(government and compulsory health insurance schemes  shares) is

recommended to be presented using the GIS to make policy

application more effective.
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O The data by administrative district can also be presented by economic
unit such as a metro city, city and provincial city. Yet this type of

information has not been registered as national statistics.

O The data by economic unit is expected to provide the basic material

for discussing the equity of health service use.

4.2.2. Analysis of the regional health accounts in connection with other data

4.2.2.1. Connecting macro and macro data

O Health expenditure data established by region can be analysed linked

up with other macro information.
O Statistics Korea provides 48 databases in the field of health care.

O Among them, data on health check-ups, health behaviour and cause
of death is presented according to city, town and district or

metropolitan city and province.

- The Health Check-up Statistics (published by the NHIS) provide
statistics by metropolitan city and province on general health
check-ups, cancer screening, medical check-ups at lifetime
transitional period, infant health check-ups, dental check-ups,

and so on.

- The Community Health Survey (conducted by the Ministry of
Health and Welfare) offers data on the prevalence or experience
rate of smoking, drinking, exercise and physical activities,

obesity and so on by city, town and district.

- The statistics on the causes of death (provided by Statistics
Korea) offer age-standardised death rates by cause of death for

each metropolitan city and province and city, town and district.



al

152 SHA20110f 7]Hte & X|FEZAAHY 7

ok

5=2
S

Hw

O The above macro data, connected with the information on health
expenditure, enables us to identify characteristics of regions in
respect of health, for example ‘health expenditure per capita in
proportion to the medical check-up rates, health behaviour rates
and death rates’. By doing so, it helps the development of a health

care policy that suits the distinct features of the region.

O In particular, the connection of macro data with a focus on specific
sickness and disease allows for discussions about the efficiency or

performance of health policy at a regional level.

O Efficiency is achieved through the pursuit of maximum output with
optimal use of available resources JCAHO 1997, OECD 2006) and it
can be measured by comparing the inputs and outputs from a micro

point of view.

O The ‘performance of a health system’ and ‘mediation effect of the
health care service’ can be identified through comparing death rate
with health care spending (a proxy variable for the use of health

care services).

O In this case, the mediation effect of a health care service varies
depending on the types of disease, and therefore it is more

reasonable to approach it by groups of disease.

O Recently, the OECD (2016) has discussed the efficiency and
performance of health care systems based on the concept of

‘avoidable mortality’.

O ‘Avoidable mortality’ refers to what could be treated or preventable
with an intervention of the health care system, which is based on the

method Rustein et al. (1976) classified deaths in England and Wales.
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O The concept is further classified into ‘amenable mortality’ if the
death was avoidable with the intervention of medical treatment and
‘preventable mortality’ if it was avoidable by any preventive

activities.

O Amenable mortality means that the death could be avoided with an
optimal health care service that uses medical knowledge or
technology, while preventable mortality means that the death could
be avoided through public health interventions based on a full

understanding of the factors that determine health (Eurostat, 2017).

O Scholars including Nolte and Mckee (2004, 2008) and the
governments of Canada, Australia, New Zealand and the European
Union (BEU) have continued to make a list of diseases based on this

concept (OECD, 2015).

[Figure A-5] A diagram of the concept of amenable and preventive mortality

Preventable

Avoidable

Premature

Amenable

Unavoidable

Source: Gay et al. (2011)

O The relationship between health care services and amenable mortality
(among avoidable mortality) needs more attention, as it allows us to

clarify the effect of medical treatment more directly.
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O Shin (2014) examined the level of health spending (personal health
expenditure) and health status (standardized mortality ratio, SMR) by
region in Korea, in respect of six groups of disease that are classified
as ‘amenable mortality’ (Infectious disease, Cancer, Endocrine,
nutritional and metabolic disease, Circulatory diseases, Digestive
system diseases and Prenatal mortality). Based on the relationship
between the two indicators, he investigated the mediation effect of

the health care service.

O The analysis showed a significant difference in the level of health
expenditure and the health status by the economic size of the

region (city, town or district).

O In particular, it was found that more spending there was on
‘infectious disease’, ‘endocrine, nutritional and metabolic disease’
and ‘digestive system disease’, and this led to a significant reduction
in the mortality rate, which empirically proves the effect of the

treatment services.

O However, there was a limitation in accuracy with regard to the user
payment (Out-of-pocket excluding cost sharing) for non-insured
health services because the research used the data on personal
health expenditure from the NHIS on insurance-covered services

(insurer’s payments and cost sharing) only.

O Taking Shin’s (2014) research a step forward, the production of
regional health expenditure data that covers spending on both
covered and non-covered items is needed, and a further analysis is

necessary that connects this data to mortality data.
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O The outcome of the connections between the two can provide the

main evidence for establishing a health care policy.

4.2.2.2. Connecting macro—micro data

O Health expenditure data by region can be connected to the data

surveyed at the level of the individual and used for analysis.

O This also requires a disease-centred approach as suggested in the

above ‘macro-macro data’ connection.

O In Korea, the ‘Korea Health Panel Study (KHPS) and the ‘National
Health and Nutrition Survey’ provide distinct data in the health field

that are collected at the individual level.

O More specifically, the funds on ‘preventive care’ that each local
government spent (macro data) are used as a proxy variable for the
invested medical resources, while the ‘prevalence of personal
diseases’ or the ‘level of personal health care spending’ (micro data)

can be used as a proxy variable for the health level.

O ‘Expenditures on preventive care’ is defined by deriving local
government spending on public preventive activities (HF.1xHC.6 in

the NHA).

O ‘Personal health care spending’ (outpatient expenses or inpatient
expenses in the KHPS) can be used as an indicator of a deteriorated
health condition, as it is an invested resource for treatment after the

onset of disease.
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O For example, with a disease that is preventable by vaccination, it can
be examined to what extent government vaccination activities

reduced personal health care spending on related medical treatment.

O A vaccination (or inoculation) activity is an intervention before the

outset of an event, and is thus preventive.

O The WHO and Centers for Disease Control (CDC) in the US have
presented lists of diseases that are preventable with vaccination.

- The lists from the two organisations are quite similar, with the
exception of some infectious diseases including cholera and

dengue fever.

- The difference between the lists stems from the fact that the
WHO created its list in consideration of the worldwide situation,
whereas the CDC’s approach is based on the structure of sickness

and disease in the US context.
O The results of the analysis of preventable diseases enables us to

evaluate the government’s preventive activities by empirically showing
to what extent the government investment in preventive activities has
reduced people’s health expenditure and improved their health status
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5. Conclusions and future tasks

O Ever since John Locke, the 17th-century English philosopher, outlined
his belief in health (medical care) as a fundamental right and a form of
social capital, health has been regarded as a basic right globally (Lee,
2016), going right through to the Universal Declaration of Human
Rights (UDHR) (United Nations [UN], 1948), the Alma Ata Declaration
(WHO, 1978) and Universal Health Coverage (WHO, 2010).

O The UDHR calls for an equal application of human rights and basic
freedom to all people in all places, stating that a right for health is

universal value in Article 25.

O The WHO declared ‘Health for All' at Almaty (former Alma-Ata) in
1978 and emphasised the need to build ‘a society where an essential
health care service is ensured to all without financial difficulty.” in

2010.

O The UN adopted ‘Good health and well-being - ensure healthy lives
and promote well-being for all at all ages’ as a goal of its
Sustainable Development Goals (SDGs), further underlining the

value of health as a fundamental right.

O It is required to understand the objectives of the health care system
and to consider the role of the government seriously in achieving
universal coverage of health (medical) care, which is regarded as a

basic right and a form of social capital.

O The WHO (2000) urges ‘responsiveness (to people’s non-medical
expectations) and fair financial contributions’ in the process of
improving ‘health’ and it emphasises that, in doing so, the

government's role is crucial.
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O The OECD provides a framework for evaluating the performance of
the health system in ‘Health at a Glance’ to help member countries
to identify ‘the level of accessibility of essential health care
services’, ‘the level of quality of the services provided’ and ‘the level

of health spending’.

O Also, the OECD has initiated various policy research projects and
suggested what we need to know and what we need to do in the future

to improve the performance of the health care system.

O With these efforts, OECD member countries over the last 50 years
have achieved the remarkable milestones of increased life expectancy

by more than ten years and a reduction in infant mortality by a tenth.

O Nevertheless, many countries have continued to discuss reforms of the

health care systems and setting up a new vision for a better future.

O Improving health and the performance of the health care system have
been an important policy goal all over the world. It needs to be noted
that the health care system cannot be adequately managed without

measuring the relevant indicators successfully.

O At the 18th Health Account Expert Meeting (October 2016), the
OECD emphasised the importance of identifying to what extent the
policies and contents of a health care system are efficient and
successful in achieving equity between demographic groups in

order to improve the health level using limited resources.

O Also, at the OECD Health Ministers Meeting (January 2017), the
importance of using data correctly was stressed in evaluating the

performance of the health care system and reforming it.
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O In essence, continuous examination based on the systematic
production of statistics is necessary to see whether the health care
system is successfully achieving what it aims to achieve and whether

all the elements of its functions are operating well.

O While the OECD and WHO provide several hundred of types of data in
relation to the health care system based on their own databases, the
greatest emphasis has been put on the applicability of health care

indicators taken from the ‘System of Health Accounts’.

O This is because the NHA based on the System of Health Accounts is
a tool for examining the role and performance of the health care
system not only from the functional perspective of the health care

system but also from the perspective of the system's objectives.

O According to the OECD survey (2014), the demand for health
expenditure and financing was ranked second among health

statistics the OECD publishes.

O The revised System of Health Accounts (SHA 2011) highlights the
importance of the information on health care expenditure by the
characteristics of service users. Thus, the establishment of ‘Regional
Health Accounts’, a further expanded version of health accounts,

would demonstrate a higher value.

O Many countries including Canada, Australia and Sri Lanka have set
up regional health accounts that maintain consistency with national

health accounts.

O These countries have continued the job within a certain limitation
and based on the outcome they examined the trends of the health

care system and developed health care policies accordingly.



5=2
S

ok

al

Hw

Aol

7
(i

160 SHA201101 7|82 & XGR

O Each country shares the product of data building with the public,
applies it for policy analyses, and strengthens its applicability.

O In relation to policy, regional health accounts will provide an

opportunity to broaden the outlook on the health care system.
O Regional health accounts will open a window for examining the
‘efficiency’ of the health care system and the ‘equity’ of services

among different groups of people.
O As mentioned above, through the connection of various macro and
micro data, a platform will be provided that allows an empirical

investigation of the performance of the health care system.
O This task will be the first step toward in measuring the ‘value for

money that international society has lately focused upon.

O The regional health accounts suggested in this study are also
considered to contribute to the balanced development of statistics.

O Given the limited data in Korea by which the ‘fair financial
contribution’, suggested by the WHO (2000) can be examined (Shin
2017), the data on health expenditure by region will become

invaluable for examining the current situation at a meso-level.
O For example, it is expected to lead to the additional production of
important statistics, including health expenditures by region and

the self-sufficiency rate of the health care services by region.
O As the production and linkage of various data will become

increasingly important in the future, the establishment of regional
health accounts is expected to contribute productively by creating

new and valuable data.
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O For doing so, the government needs to establish governance in

relation to the management of statistics.

O It needs to conduct a survey to collect well-represented data on

private sector and its results should be applied in various situations.

O The expenditure (budget) information of central and local

governments that have been managed segmentally need to be

administered as a whole.

O An effort of the government is also required to improve the

accessibility of the surveyed data and processed statistics to the

public.
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