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Objectives of the Meeting
1) Develop a systematic framework for the agreements reached at the Meeting of Experts on Satellite Health Accounts, held in Panama City on 29-30 October 2009 (hereafter Panama meeting)

2) Propose a table of contents for the document to contain methodological recommendations for compiling and using satellite health accounts

Agreements Reached at the Panama Meeting (29-30 October 2009)

1) Version 1 of the PAHO Satellite Health Account (SHA) Manual follows the traditional national accounts approach based on the income-expenditure-accumulation / production-distribution sequence. This approach has posed challenges for sectoral analysis, impact simulation, and the formulation and adoption of public policies. 

2) It is proposed that a new document be drafted that is more user-oriented and covers the subject from the perspective of the health sector, using the national accounts framework as methodological support. The new sequence being proposed is expenditure-financing-production—in other words, a functional approach based on health services expenditure that identifies who spends the resources (institutional classification
), how they are spent (functional and economic classifications
), and the purposes for which they are spent (purpose classification
). 

3) The new document would contain a set of recommendations for compiling satellite health accounts (SHA), including both monetary and noncash components. 

4) In the future, the recommendations on SHA should: 

a. Reflect consensus on the way it is used in the countries;

b. Integrate the countries’ monetary and non-cash statistics systems into a single framework; 

c. Lead to a true satellite health accounts (SHA) that go beyond the traditional limits of production (to include unpaid work) and assets (to include human capital) and take other social determinants of health into consideration. 

5) The guidelines should be designed to encourage compilers to commit to the ongoing production of basic statistics and ensure that the statistics are comparable between countries. 

6) The new document would contain a series of tables and indicators that are directly relevant to the sector and relegate the SNA account structure to the background. 

7) The new document would be presented in two parts: first, an overview of national health systems from the standpoint of decisionmakers, together with solutions to the challenges they are facing, and second, definitions, concepts, indicators, tables, and satellite health accounts. 

8) The recommendations on SHA could be submitted to the United Nations Statistics Division for review and approval by the United Nations Statistical Commission
 (incorporated at the meeting in Santiago, Chile). 

9) It is recommended that the document be written by several different professionals because of the specific nature of the respective chapters’ content— namely: an expert on health systems (and policies) and their relationship to health economics (Chapter 1), an expert on health services and their relationship to health economics (Chapter 2), and an expert on health accounts (Chapters 3 and 4) (incorporated at the meeting in Santiago, Chile). 

10) As work progresses on the SHA guidelines, drafts would be submitted for intermediate review by countries and experts in workshops aimed at disseminating and monitoring this effort 

11) Pilot SHA implementation projects would be conducted in selected countries. This project can be implemented in the form of modules. 

Proposed Content of the Document “Recommendations for Compiling a Satellite Health Account”

The document would contain four chapters and an Annex, as follows: 

· Chapter 1: description of the situation from the perspective of the user—namely, the health sector policymaker;

· Chapter 2: definition of the health sector from the economic perspective; 

· Chapter 3: proposed tables and indicators; 

· Chapter 4: specific guidelines for compiling the SHA; 

· Annex: treatment of unpaid volunteer labor. 

Chapter 1 would describe the countries’ health systems, how policy decisions are made, and how these processes relate to economic aspects. It would be further divided into the following three parts: 

Part 1: 

a) Description of the health systems: types of national health systems based on how they are paid for, and how this relates to the perspective of health sector policymakers (national health systems,
 national health insurance schemes,
 and mixed systems); 

b) Relationship between the financing and delivery of health services from the perspective of health sector policymakers;

c) Governance by health sector authorities;

d) Description of health goods and services delivery (primary, secondary, and tertiary level of care); 

e) Description of health sector activities: disease prevention, health promotion, treatment, rehabilitation, etc.; 

f) Generic country examples.
 

Part 2 of Chapter 1 would be about health policy discussions, which would include, for example, the following topics: 

a) New public health concepts: primary care strategy (PAHO/WHO definition), integrated networks, essential functions, etc.; 

b) Universal coverage: definition of basic service packages; 

c) Social determinants of health; 

d) Other topics.

Part 3 of Chapter 1 would review the economic aspects involved in the organization of national health systems and in health policy discussions. This section could include the following topics, for example: 

a) Equity in expenditure and financing (by quintile, age, and sex); 

b) Efficiency of expenditure; 

c) Cost-effectiveness of expenditure; 

d) Financial sustainability; 

e) Other topics.

After the overview of national health systems and their economic challenges has been presented, Chapter 2 would provide a description of the health sector from the economic perspective, covering the spheres of expenditure, financing and production. It would include the following topics: 

a) Economic theory and national accounting (brief rationale as an  introduction to users), framework of social expenditure and its relationship to health expenditure; 

b) Usefulness of the instruments for policy-making and decision-making (users to be involved in the discussion of criteria; provide examples of satellite health account indicators and show the advantages of having them); 

c) The national health system from the national accounts perspective, identifying the stakeholders by institutional sector (units and agents based on their role as funders, suppliers/producers, or beneficiaries/consumers), activities, and products; history of SHA in the Region; 

d) Problems that arise in cross-national comparisons: duplicate expenditures, intragovernment expenditures, coverage, etc. 

e) Normative definition and coverage of health services: production boundaries and their extension in the case of products/activities—for example: sanitation, research and development, treatment of auxiliary activities (occupational medicine), relationship to human capital (present treatment as current expenditure rather than capital expenditure), treatment of volunteer unpaid work (in homes and nonprofit institutions), and relationship to social expenditure in terms of such functions as social protection, environmental protection, and housing
 (identification) and spending on food and nutrition (clarification: without going too deeply into  the concepts, which would be covered in Chapter 3 and Annex); 

f) International trade in health products: goods (drugs) and services (private and agreements between countries, international insurance); international government transfers, nonprofit institutions, and households. 

Chapter 3 would contain the proposed SHA tables and indicators. The tables should be arranged in a way to ensure that the SHA becomes a statistical coordination tool that explicitly shows the relationships between data from monetary and nonmonetary sources, stock flows, and real versus financial variables. It is proposed that the following tables be compiled: 

1. National health expenditure (broken down by health product CPC, functional classification, disease classification, medical procedures, and type of expenditure/institutional sector); 

2. Actual household consumption (possible extensions: intergenerational, redistributive, by quintile/type of disease or pathology); 

3. Financing by type of coverage;
 

4. Financing of actual household consumption 
 (possible extensions: intergenerational, redistributive, by quintile/type of disease or pathology); 

5. Health services supply and demand—rows: CPC, functional classification, disease classification, medical procedures; supply columns: producers and production of local and imported origin; demand columns: intermediate or final consumption expenditure (broken down by component)—in other words, a simplified health-focused supply and use table (SUT) that also explicitly takes foreign trade into account; 

6. Production accounts for characteristic health services—to determine the cost structures and derive the value added to health services; 

7. Health care providers and financers from the perspective of institutional sectors, with institutional sectors in both the rows and columns. 

The SHA physical and monetary indicators would be brief and closely linked to the SHA tables. The following preliminary list includes indicators that are both internal and external to the basic information: population-based indicators of per capita expenditure (total and by sex, age, beneficiary group, type of coverage), employment data (health sector human resources by specialty and employment category
), capital stock (monetary and physical), gross fixed capital formation matrix, and expenditure by administrative levels of government; indicators of social cohesion, social determinants, and changes in coverage; and finally, basic information on geographical distribution of expenditure, distribution by population groups (sex, age, and type of coverage), health programs, etc. 

Chapter 4 would contain specific guidelines for compiling the SHA. 

a) Background

1. SNA-2008: brief overview

2. Satellite accounts: definition, characteristics, and treatment in the SNA

3. National experiences in compiling health accounts

b) SHA

1. Define the production boundaries in greater detail for the headings to be included (for example, products/activities and auxiliary activities) and those that are going to be considered for special treatment (for example, unpaid volunteer work)

2. Review the classifiers used and the elements they correspond to: institutional sectors, specific and nonspecific products (characteristic and related); the CPC and its relationship to the classifiers of functions, diseases, and medical procedures; the ISIC classifiers; and classifiers of SNA transactions

3. Define the coverage and sequence of accounts for the document: it is recommended that complete accounts be compiled
 only for the units/ institutional sectors that produce health services. In the case of households it is recommended that the expenditure and transfer variables associated with health services be compiled, especially those listed in the tables proposed in Chapter 3.

4. Define the necessary steps for compiling the tables in Chapter 3 based on the accounts in Chapter 4.

5. Integrate with other frameworks: Public Finance Manual, Balance of Payments Manual, Household Income and Expenditure Surveys, and price indexes.

6. Identify criteria and standards that will assist in compiling the SHA: 

i. Elements for determining market and nonmarket prices and their relationship to the classification in institutional sectors and economic activities

ii. Auxiliary activities (occupational medicine)

iii. Measurement and relationship between fixed capital consumption and capital services, compilation methods in relation to the basic data available

iv. Fees for services paid to professional associations

v. Payments to contract employees (remunerated labor or intermediate consumption)

vi. Payments by producers for the purchase of health services (intermediate consumption or final consumption)

vii. Social security and private insurance

viii. Foreign trade in health services. 

c) List sources of information with suggestions for integration with the SHA; specify the relationship between the key variables for each source and their utilization within the SHA framework. 

1. Surveys and censuses of health care producers; 

2. Public administrative and accounting records 

3. Household surveys

4. Other sources: national accounts, balance of payments, foreign trade, employment surveys, public records

d)
Propose a schedule for revisions based on future developments, including: constant price indexes, price and volume indexes; methodological elements for establishing a CPI for health goods and services, capital services, human capital (Atkinson report 
), and review of household expenditure surveys and proposal of modifications thereto.

The Annex would cover the treatment of unpaid volunteer work. There is consensus on including physical variables (number of hours), but no agreement has been reached on the monetary valuation of this labor (existing alternatives to be proposed). 

Figure 1. The Social Management Production Process 
	Administrative Classification
	Economic Classification
	Functional Classification

	Who spends the resources?
	How are the resources being spent?
	For what are the resources being spent?

	Agencies and entities to which the resources are allocated
	Economic nature of the use of resources: current expenditure and capital expenditure
	Functions, programs, projects, and activities where the resources are being applied


Source: CIDE. Manual sobre la clasificación del gasto público federal en México: programa de presupuesto y gasto público, 2001. [Manual on the Classification of Federal Public Spending in Mexico: Program-Budget and Public Spending] 

Table 1.   National Health Systems: Characterization by Funding and Provider

	National health systems
	Provider

	
	Public
	Private

	
	
	Societies
	NPISHs

	Financing
	National health care system (1)
	
	
	

	
	National health insurance system (2)
	
	
	

	
	Mixed systems
	
	
	


(1) Financed with taxes

(2) Financed with contributions

� See Annex Figure 1.


� Central Product Classification (CPC), International Standard Industrial Classification of All Economic Activities (ISIC), and economic classification of expenditure.


� Classification of Individual Consumption by Purpose (COICOP), Classification of Functions of Government (COFOG), Classification of the Purposes of Nonprofit Institutions Serving Households (COPNI), and Classification of Outlays of Producers by Purpose (COPP).


.


� This implies that the recommendations will have been translated into English.


� Financed with taxes and public or private funds.


� Financed with contributions and public or private funds.


� Make it clear that national health systems should be categorized not only in terms of financing but also from the perspective of service delivery. See Annex Table 1. Consider the categorization included in the volume Health in the Americas 2007, Ch. 4, Table 6, Classification of National Health Systems in the Americas (type of system and income level), as of 2004.


� Broad general description of the countries followed by specific examples; discussion of how each country includes environmental or environmental sanitation.


� Topics (c), (d), and (e) above are theoretical, whereas (f) provides concrete examples.


� According to the Classification of Functions of Government (COFOG), potable water supply comes under the function of housing and community amenities; wastewater treatment comes under environmental protection, and the function of social protection includes maternity benefits, benefits in the event of inability to work due to sickness or disability, etc..


� The following types of coverage are proposed: voluntary insurance, government social security, private social security tied to employment, government social assistance, and social assistance provided by nonprofit private institutions serving households (NPISHs). The goal is to show financing (income and current expenditures) and be able to determine current savings by type of coverage based on the difference between income and current expenditure.


� The goal is to determine out-of-pocket expenditure (consumption from own resources) based on the difference between current transfers received and uses of resources (contributions paid, transfers paid, and actual consumption).


� Physicians, dentists and other health professionals.


� It is recommended that the following sequence of accounts be compiled: goods and services account, production account, income generation account, primary income allocation account, secondary distribution of income account, income use account, and capital account. If possible, compilation of the financial account should also be included.


� The Atkinson report refers to government production, productivity, and price indexes in the context of the National Accounts System (NAS). See: http://www.statistics.gov.uk/about/data/methodology/specific/PublicSector/Atkinson/downloads/Atkinson_Cha01.pdf)






