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SHA data collection – feedback of the EU countries that not (fully) participate in the joint 
questionnaire 
 
Introduction 
The System of Health Accounts is the basic methodological framework for constructing 
internationally comparable estimates of expenditure on healthcare. The principles have been laid down 
in the OECD manual A System of Health Accounts in 2000. The principles have been expanded and 
made operational in the Guide to producing national health accounts with special applications for 
lower and middle-income countries ("Producer guide") published by the WHO, World Bank and 
USAID in 2003, and in SHA Guidelines – Practical guidance for implementing A System of Health 
Accounts in the EU by the Office for National Statistics on behalf of Eurostat. 
In 2005, Eurostat, OECD and WHO had established a framework for a joint health accounts data 
collection, with the purposes of reducing the burden of data collection for the national authorities, 
increasing the use of international standards and in so doing harmonising national health accounting 
practices. The first joint questionnaire was sent to the countries in December 2005, to which a total of 
23 countries responded, of which 15 of the current EU member states (13 + Bulgaria and Romania). 
After the JQ of 2009-2010 Eurostat has data on 23 member states: 
o 21 EU Member-States (including Italy that submitted data for public health expenditure for 

the first time) and 3 EFTA countries sent data by October 2010. 
o 2 Member-States which submitted data under a previous round of the SHA JQ were not able 

to deliver in 2010 but would so in 2011. 
o 4 Member States (Ireland, Greece, Malta and UK) still do not participate in SHA JQ data 

collection. 
 
This led to the question what the status was regarding the application of the System of Health 
Accounts in the countries that still do not participate in the JQ, or that just started partially, as well as 
what their outlook is. The Core Group Care has made an inventory by means of a questionnaire on 
these topics that was sent out by EUROSTAT to SHA JQ non-participating countries on 3 February 
2011).1 This will allow for an assessment of the countries' situation as regarding their possible future 
compliance to the SHA JQ; also the possibilities for the expenditure topics of an implementing 
regulation can be partially assessed. 
 
This document summarizes the answers of the five countries (Greece, Ireland, Italy, Malta and UK). 
We will follow the structure of the questionnaire (see annex for detailed answers). 
 
Actors involved 
As in most countries elsewhere, in the countries under investigation in this report at least two actors 
play a role: the national statistical institute (NSI) and the ministry of health (MoH). However, In 
Greece, Ireland, Italy and the United Kingdom, more actors play a role, thereby increasing the 
difficulty of co-ordination. For Ireland one other actor plays a role (the Health Service Executive) as 
the primary source of data. For Italy, the situation is more complicated, not only three other actors play 
a role, also within the NSI and the MoH different departments play a role. For the United Kingdom the 
situation is complicated because four ministries of health play a role, one for each nation of the UK. 
Greece is just in the startup phase of developing health accounts, for which the NSI and the MoH work 
together with the university. The situation for Malta is different. The responsibility for SHA statistics 
has been delegated by the NSI to the MoH. 
The roles of each of the actors involved differ between the countries. In Ireland the NSI would have a 
methodological and quality control role. In Malta, the role of the NSI is limited, only co-ordination 
with national accounts to ensure consolidated figures. In Italy, the role of the NSI is more substantial 
but very much geared towards national accounts. In the UK, the NSI limits itself to the publication of 
an annual article on expenditure on healthcare, consistent with SHA definitions, but only for total 
expenditure. 
 
1 The questionnaire can be found in Annex 1. 
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Data for the public sector originates from the ministries of health. Data on the private sector could be a 
problem, as in many other countries. Sometimes it is considered to small, that it would be too costly to 
be dealt with (Malta) for the time being. In other cases data could be gathered through surveys by the 
NSI, but that is not always simple to carry out. 
 
Actual status of SHA development 
Except for the UK, all countries considered here are engaged in investigating the possibilities for 
implementation of the System of Health Accounts. The focus however, differs. Greece is in the startup 
phase, with help from an expert in SHA, cofunded by EU funds. Ireland let independent management 
consultants to undertake a pilot study to examine and asses the feasibility of developing and 
implementing SHA. The focus is in other words on what is needed. Italy and Malta have the focus 
more on the "how" on top of the question to what is needed. Italy has been analysing the methodology 
for implementation of the System of Health Accounts, plus the question how to organise it. Malta has 
– thanks to support from a grant and a Twinning Light project – already a methodology, but is now 
facing the need for creation of an IT platform for supplying data. The United Kingdom had been active 
back in 2002/2003 with experimental health accounts, but health accounts were considered a 
posteriority under the pressure on the funding of ONS. 
 
Country SHA JQ status   Info on SHA work development status 
Greece No data submitted Co-operation between NSI (ELSTAT), Ministry of 

Health and Social Solidarity and University of Athens 
just started. Project start in September 2011. 

Ireland  No SHA data submitted 
yet  

SHA pilot data compilation  

Italy  Data on public sector 
sent first time under 2010 
SHA JQ:   
- The core tables 

HCxHP, HCxHF, 
HPxHF for Italian 
current public health 
expenditure, related 
to years 2005-2008 

Methodology developed by the Italian SHA Working 
Group will allow improving the Health Data 
Questionnaire, as regards the Italian public health 
expenditure, yearly provided by the National Institute of 
Statistics - National Accounts.  
 

Malta  No data submitted  Beneficiary of ESTAT project: supporting the National 
Statistics Authorities for Implementation of the SHA. 
The project has still to be evaluated. 

United 
Kingdom  

No SHA data submitted  
But 
- data for OECD 

Health, so following 
mainly the financing 
agent dimension on 
the first digit level  

- data following HC 6 
Public health care 
programmes as a 
results of the study    

 

In 2003 experimental health accounts for 1999/2000 
were published. Since then, no new developments. No 
info on particular plan for SHA implementation   

Available data, and data in comparison with SHA 1.0 
The data on health expenditure from OECD and WHO convey that the countries seem to be able to 
construct a figure for the total (current) expenditure on health. It is also clear that all of the countries 
can present a breakdown according to financing (agent), reflecting the main source for data on health 
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expenditure. However, it is clear that, apart from Italy, the countries are not able to present data on 
health expenditure by function, with the only exception for expenditure on pharmaceuticals and other 
non-durable medical goods. None of the countries has presented data according to health expenditure 
broken down by health care provider. 
 
Based on the responses received, Malta and Italy should be able to make figures – at least partly – 
broken down by functions and health care providers. For both countries there are still some gaps, 
which need extra effort to close them. The main gap concerns the private sector, and in the case of 
Italy some of the providers (e.g. general hospitals). Malta has some financial information on the 
private sector, but that does not fit in with the SHA classifications. For the United Kingdom, ONS has 
made in 2003 health accounts for 1999/2000, in which for the main groups of the classifications the 
percentage distribution of health expenditure was presented. This, however, was a one time exercise, 
that has not developed into a structural production of health accounts. Ireland had a pilot project on 
health accounts commissioned in 2008; the project is now near completion. Summing up, all the 
countries can come a long way in drawing up figures according to SHA, but not completely.  
 

year Greece Ireland Italy Malta United 
Kingdom 

Millions of national currency       
2005 18 652 12 212 127 795 408 103 521 
2006 20 334 13 204 133 934 426 112 187 
2007 21 989 14 313 134 583 412 117 992 Total expenditure on health 

2008 23 615 15 895 141 900 420 125 443 
2005 17 925 11 639 122 206   99 106 
2006 19 530 12 704 127 914   107 151 
2007 21 083 13 571 128 495   112 488 

Total current expenditure 
on health  

2008   15 223 135 951   118 925 
2005 4 004 2 014 25 768 86 13 240 
2006 4 612 2 299 26 531 86 13 800 
2007 5 439 2 532 25 934 89 14 400 

Total expenditure on 
pharmaceuticals and other 
medical non durables 1) 2008   2 749 26 056 92 14 760 

2005 11 279 9 357 97 379 309 84 770 
2006 12 616 10 077 102 571 326 91 848 
2007 13 213 10 989 102 762 316 96 713 

Public expenditure on 
health  

2008 14 371 12 228 109 565 316 103 644 
2005 5 567 66 148 0   
2006 6 418 95 146 0   
2007 6 841 92 146 0   Social security schemes  

2008 7 441 97 190     
2005 7 426 2 856 30 416 99 18 751 
2006 7 718 3 127 31 363 101 20 339 
2007 8 776 3 324 31 821 96 21 279 

Private expenditure on 
health  

2008 9 243 3 667 32 335 104 21 799 
2005 7 070 1 891 26 157 91 12 183 
2006 7 323 1 915 26 620 93 12 760 
2007 8 206 2 019 26 994 88 13 775 Out-of-pocket payments  

2008 8 737 2 289 27 614 95 13 893 
2005 195 366 162 091 1 429 479 4 824 1 254 058 
2006 210 460 176 759 1 485 377 5 150 1 325 795 
2007 226 437 189 751 1 546 177 5 509 1 398 882 Gross domestic product  

2008 239 141 181 816 1 567 851 5 797 1 448 391 
shares  
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year Greece Ireland Italy Malta United 
Kingdom 

2005 9.5 7.5 8.9 8.5 8.3 
2006 9.7 7.5 9.0 8.3 8.5 
2007 9.7 7.5 8.7 7.5 8.4 

Total expenditure on health 
as % of GDP 

2008 9.7 8.7 9.1 7.3 8.7 
2005 60.1 76.6 76.2 75.7 81.9 
2006 62.0 76.3 76.6 76.4 81.9 
2007 60.3 76.8 76.4 76.7 82.0 

Public financed 
expenditure on health as % 
of total health expenditure 2008 60.9 76.9 77.2 75.2 82.6 

2005 49.7 0.7 0.2 0.0 0.0 
2006 50.9 0.9 0.1 0.0 0.0 
2007 51.8 0.8 0.1 0.0 0.0 

Social security funds as % 
of public financed 
expenditure on health 2008 51.8 0.8 0.2   0.0 

2005 95.0 66.2 86.0 92.2 65.0 
2006 94.8 61.2 84.9 92.3 62.7 
2007 94.5 60.7 84.8 91.4 64.7 

Out of pocket expenditure 
as % of private expenditure 
on health 2008 94.5 62.4 85.4 91.2 63.7 

2005 21.5 16.5 20.2 21.0 12.8 
2006 22.7 17.4 19.8 20.1 12.3 
2007 24.8 17.7 19.3 21.7 12.2 

Total expenditure on 
pharmaceuticals and other 
medical non durables as % 
of total health expenditure 
1) 

2008   17.3 18.4 22.0 11.8 

Sources: OECD Health Data, WHO 
1) Greece and Malta: only pharmaceuticals 
 
Challenges 
Much of the challenges that the countries face are common to them all, although the relative weight of 
each challenge will vary. Budgetary constraints – along with the priorities set - are clearly the most 
important item for the United Kingdom. This is also true for Ireland. For Italy and Malta, this seems a 
little bit less the case. For Greece, this item is still open and needs to be answered in the process of 
development of health accounts. However, in all countries the human resources available for 
producing health accounts are scarce, even if health accounts are set as a topic to be developed. 
Organizational difficulties exist in all countries, mostly originating from the situation with many actors 
that are important for producing health accounts. This calls for the need of implementing a clear line 
of responsibility and co-ordination. In Malta this is relatively less of a problem, but is the focus on 
building of human resource capacity. 
Countries that are a little bit further in building health accounts – Italy and Malta – put also some 
problems in IT in their list of challenges. For Italy, the focus is on the later stages of processing 
(estimation, analysis), for Malta, the focus is on producing the basic data. 
All countries suffer more or less from lack of sources for certain parts of the health accounts. These 
being mostly located in the private sector, and are often also to be found on the provider side of the 
health accounts. Greece, for instance, has problems with the distinction between hospitals and public 
health centres. Greece has to set up a structure in which the financing sources report health 
expenditure. The UK signals that one of the challenges is the heavy dependence on administrative 
sources. All countries however, seem to have to rely to a large extent on administrative sources. 
A possible solution – as mentioned by the pilot study report for Ireland – is to incorporate SHA 
classification in a reporting system. This seems also part of the solution in Malta. Italy notices also the 
problem as a challenge to disseminate the SHA methodology to local administrations. However, 
lessons from other countries that produce health accounts, could give also solutions for the problem to 
classify administrative data flows into flows fit for a statistical system. 
The focus of Greece is on the methodology for several parts of the health accounts. Important items 
are pharmaceutical expenditure, the hidden economy and the expenditure for public health programs. 
Finally, Italy notices the upcoming SHA 2 methodology as a challenge. 
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Need for additional support 
Four countries, Ireland, Malta, Greece and the United Kingdom, indicated that additional support 
would be welcome. Ireland indicates that expertise and financial support would be welcome, as well as 
with the specific point on guidance with strategies to help the production of SHA information. Malta 
only would have support for the IT platform, as it has already had much support for health accounts. 
The United Kingdom would welcome support for setting up the organizational structure. Greece has 
already organised support from a SHA expert. However, in the process of setting up health accounts, 
more support could be needed. 
 
Summary 
All countries are in different stages of creating health accounts. The United Kingdom is not active in 
health accounts at all, aside from an annual article on health care expenditure. Greece has just a signed 
agreement between three parties for developing health accounts and is now in the startup phase. Italy 
is quite far and has already submitted data according to SHA for the public sector. However, all 
countries seem to be able to create health accounts, although not completely according to SHA. The 
obstacles for doing so vary, and could be overcome by time, extra effort, additional support and 
perhaps an implementing regulation that may help to prioritize this task. 
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ANNEX Questionnaire and answers 
(Excluding personal contact details) 
2. Management and organization 
 
a. Which organizations and people are involved in statistics on Health Care Expenditure and/or on the 
System of Health Accounts? (within the National Statistical Institute (NSI), Ministry of health (MoH) 
or another designated organization) 
notes: The head of the unit with direct responsibilities for health care expenditure data and/or the 
implementation of SHA, other staff within organization involved in the official health care expenditure 
statistics; the contact person for questions about the SHA (in both cases please point out:  name, 
address, phone, fax, e-mail). Is there a separate budget for SHA work within the organization? 
In cases that several organizations have a role in the possible implementation of the SHA, please 
describe how is this organized and what are the responsibilities of each organization. Which 
organization is the main responsible one for the official health care expenditure / SHA statistics?  
IRELAND 
Current Situation in Ireland: Department of Health and Children submit both expenditure and non-
expenditure data to OECD and EUROSTAT.  
(Central Statistics Office also completes Part 5 & 6 of the OECD questionnaire which includes reference to 
SHA Statistics). 
National Institution responsible for completing National Accounts including health components and 
parts 5 & 6 of OECD Health Questionnaire:  
Central Statistics Office  
National Institution with responsibility for public health expenditure statistics and OECD and 
Eurostat health statistics returns: Department of Health and Children 
Implementation of SHA:  A pilot project was commissioned in 2008 using independent consultants to 
consider the feasibility of implementing the SHA in Ireland is nearing completion.    Funding for the project 
was provided on a once off basis.  The Project Steering Committee comprised: 
� Department of Health and Children (DoHC) (Chair) 
� Central Statistics Office (CSO) 
� Health Service Executive (HSE) 
� Health Research Board (HRB) 
The final report from the pilot is not yet published; it is nearing completion and will soon be presented to the 
Project Steering Committee.  The findings and recommendations in the final report, following formal 
approval by the Committee, will need to be jointly considered by the DoHC, CSO and the HSE.  
There is currently no separate budget for SHA work in Ireland.  The work undertaken to date in populating 
Tables 5 and 6 of the OECD Health Questionnaire has used data and information on health expenditure 
already compiled for National Accounts and which have then been adapted and further applied to the SHA 
questionnaire. 
ITALY 
In order to determine how to implement the System of Health Accounts in Italy and whether or not any of the 
existing health expenditure data source require informational updating, the Ministry of Health has established 
an inter-institutional work group including representatives from the Administrations responsible for statistics 
and health expenditures data: Ministry of Health (which also coordinates the group), National Agency for 
Regional Healthcare Services, Ministry of Economy - General State Accounts, National Statistical Institute 
(ISTAT) and the Italian Drug Agency. 
Participation in the work group is part-time, with group members dedicating a residual portion of their 
working hours to group activities. The work group has no budget of its own. 
The group structure is represented in the following organizational chart. 
The ISTAT Central Directorate for National Accounts is currently in charge of preparing healthcare 
expenditure data for submission to the OECD in accordance with SEC95 principles of national Accounting. 
In particular it provides estimates of public and private healthcare expenditure levels. The Ministry of Health 
is the primary data source for public expenditures and supplies ISTAT with economic Accounts for all NHS 
(National Healthcare Service) structures and organizations. 
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The Ministry of Health coordinates the activities of the SHA work group, which has a purely methodological 
task for the implementation of the SHA classification in Italy. 
 

MALTA 
SHA statistics has been delegated by the NSI in Malta (the National Statistics Office) to the Ministry of 
Health, the Elderly and Community Care.  The Financial Monitoring and Control Unit (FMCU), under the 
management of the Director General (Finance), is in charge of the final collation of the System of Health 
Accounts, with assistance from its network of Financial Controllers within each health care provider entity.  
The Department of Health Information & Research collates non-expenditure health care activity data from all 
HP1 entities and liaises with the FMCU for the compilation of the SHA tables.   Coordination with National 
Accounts within the NSI will be maintained to ensure consolidated figures. 
No separate budget for SHA work has been earmarked.   
UNITED KINGDOM 
In the UK, there is no budget allocated to reporting health care expenditure according to the System of Health 
Accounts (SHA). There is no single source of statistics on health care expenditure, partly because 
responsibility for publicly-funded healthcare is devolved to the four nations of the UK (England, Scotland, 
Wales, and Northern Ireland).  
The following organisations have a role in recording or monitoring health care expenditure in the UK: 
Publicly funded expenditure (which is taken from administrative sources)
1. Health ministries for the four nations in the UK: 
� Department of Health (England) 
� Scottish Government (Scotland) 
� Welsh Assembly Government (Wales) 
� Department of Health, Social Services and Public Safety in Northern Ireland (Northern Ireland) 
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2. Her Majesty’s Treasury (has responsibility for the database used to collect and monitor spending by all 
government departments and devolved administrations) 
3. Office for National Statistics (National Statistics Institute) 
Privately funded expenditure (which is estimated using survey sources)
� Office for National Statistics (National Statistics Institute) 
Official statistics for health care expenditure could be taken from the UK National Accounts: The Blue Book 
or from returns submitted to Eurostat, for example data required to comply with the Excessive Deficit 
Procedure. These official statistics do not use SHA definitions and are only available for high level 
aggregates. They therefore only partially cover what would be required for health accounts and might cover 
some expenditure which should be excluded from health accounts. 
Since there is no budget allocated to health accounts work in the UK, responsibility for these matters has 
fallen to the Public Sector Division within the Office for National Statistics. This division produces an annual 
article called “Expenditure on healthcare in the UK” in cooperation with the Department of Health. The 
figures are consistent with SHA definitions, but are only available for total health expenditure.  

GREECE 
In Greece, three are the responsible bodies for the implementation of the System of Health Accounts: 

1) The Hellenic Statistical Authority: a) National Accounts Directorate b) Social Statistics Directorate. It has 
the responsibility for gathering, processing and sending the primary data to National and International 
Organizations. 
2) The Center for Health Services Management and Evaluation (Chesme) of the National and Kapodistrian 
University of Athens. It will provide the methodological support in coordination with an expert –consultant 
with sufficient experience in the implementation of SHA. Chesme has secured financing for the project 
through EU funds. 
3) The Ministry of Health and Social Solidarity has the authority to instrument the regulation directions for 
public health units, in order to adapt the SHA.    
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2. Management and organization 
 
b. Which other actors are involved in health care expenditure statistics and/or the implementation of 
the SHA?, 
Notes: Are other organizations besides the NSI (assuming that the NSI is the main responsible 
government organization in the country) involved in implementation of the SHA, especially as data 
providers but also giving technical support, data gathering, system creating, scientific support, etc? 
Please provide further details, e.g. names, general purpose of organization, their role in official SHA 
statistics.  
Are there some problems in the organization or is there reluctance for cooperation and if yes, for 
what subjects, reasons. What is the consequence of this reluctance?  
IRELAND 
If Ireland were in the future to implement the SHA, the principal actors involved have been referred to in 
section 2(a) above, i.e. the CSO, DoHC and HSE.  Their roles would broadly be as follows: 
CSO: As the NSI, the CSO would have responsibilities relating to SHA data quality, timeliness, application 
of correct methodologies, technical and scientific guidance and support, and provision of private health 
spending in Ireland. 
DoHC: As the Ministry with overall responsibility for health policy, public health expenditure and public 
accountability in the country, its role in conjunction with the CSO would mainly involve providing national 
co-ordination and oversight to the framework for producing SHA statistics, policy input and ,where 
appropriate guidance for providers tasked with the process of data collection, analysis and compilation. 
HSE: As the primary body with responsibility for day to day running of the public health services in 
Ireland, its role would involve data provision, collation and analysis for a significant proportion of the 
expenditure of the public health system, information  systems development and management, and technical 
and scientific supports to assist in producing a uniform public expenditure dataset.  
Please see response to Question 2 (c ) regarding problems. 
ITALY 
The work group, which was established specifically for SHA implementation, includes all of the different 
actors involved in healthcare expenditure statistics. 
MALTA 
Around 80% of health care expenditure in Malta is incurred in the public sector, but at the level of 
admissions within HP1 providers, this is estimated to exceed 90%.  For this purpose, a network of financial 
controllers have been recruited over the last three years and placed in each provider entity with the latest 
wave being very recently employed, having now completed recruitment.  Each of these controllers are 
leading the decentralisation of financial and procurement systems and will now be supplying the central 
FMCU within the MHEC with management accounts, in line with SHA requirements.  The Department of 
Health Information and Research is also actively engaged with all HP1 provider entities to improve data 
quality of submitted activity data, which is also required for the compilation of SHA.   
The difficulties to date stemmed from the fact that the public service financing system was still cash-based, 
not unlike the traditional financing system in the British public service.  In addition, the health care system 
in Malta is based on a free treatment for all policy, typical of a Beveridge model, rather than the 
Bismarckian reimbursement model.  These two factors did not contribute to the collation of the granular 
data required by SHA.  For this reason, the introduction of SHA in Malta has been a rather lengthy process 
as it required an overhaul of procurement and financial systems within the provider entities. 
However, while the Ministry has a legal mandate to request non-expenditure health care activity data from 
provider entities operating in the private sector, it has no right to demand financial data.   Only summary 
audited management accounts are supplied to NSO as part of the commercial legislation regulating 
companies.  For the purpose of the compilation of SHA data, this issue only affects one entity which is 
operating as an acute inpatient and day-care facility (HP1).  Given that the share of inpatient and day care of 
this entity is minimal (as described above), a decision was made to compile SHA for the public sector only, 
at least until negotiations on new health care facility regulation legislation are completed. 
UNITED KINGDOM 
Various organisations would be involved in collecting and reporting health accounts for the UK (see answer 
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to 2a).  
Initial work on health accounts was carried out around 2002 by the Office for National Statistics (ONS) and 
an experimental set of health accounts was published for the financial year 1999-00. Following completion 
of that project, the priority for ONS was the development of direct output and productivity measures for 
health, following the recommendations of the Atkinson Review in 2005. Therefore there has been no 
funding allocated to health accounts by ONS since 2005.  
Related reasons for SHA consistent data not being produced for the UK include: 
1.      SHA consistent data are not required for monitoring or policy making within the UK 
2.      Expenditure data are mostly taken from administrative sources, which don’t currently allow data to be 
calculated at detailed level required for SHA 
No compelling reason for the calculation of UK health accounts until a regulation comes into force 
GREECE 
On December 29, 2010 a memorandum of cooperation was signed by the Hellenic Statistical Authority, the 
Ministry of Health and Social Solidarity and the National and Kapodistian University of Athens, for the 
implementation of the System of Health Accounts at national level. So, we do not expect problems or 
reluctance for cooperation. Currently we are arranging some last bureaucratic issues, in order from 
September 2011 to set up the project team. The effort will be supported by Markus Schneider expert in 
SHA from BASYS. 
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2. Management and organization 
 
c. Please, describe the actual status of SHA development in your country. 
Notes: If your country has until now not made statistics according to the System of Health Accounts, 
the question is why. In which field are the main problems? (please explain):  
Legal items 
Organisational  
Political 
Costs of making statistics according to SHA; capacity 
Sources 
Does your country plan to implement the SHA in the near future?  
If yes, could you indicate what has been planned, when, how and by whom? Does your country need 
to have support to start a pilot data collection, or support with the implementation, and if so what 
kind of support? 
If no, are the same problems as in the past due to this, or are other problems  
IRELAND 
Ireland is currently not producing SHA tables. Certain data has been submitted in the context of OECD 
questionnaire requests (Parts 5&6). A pilot study was undertaken by independent management consultants 
to examine and assess the feasibility of developing and implementing the SHA Version 1.0 in Ireland and to 
make recommendations on process and resource requirements that would be needed 
The final report from the pilot examination is nearing completion. The analysis will identify a range of 
challenges and issues which have prevented Ireland from developing reliable and representative reporting 
that would be consistent with the SHA principles. Some of the main issues addressed include:- 
� Organisational: The need for clarity on the agreed / assigned roles of the organizations involved. It is 
likely that the report will recommend the establishment of a new committee to progress the future 
implementation of the SHA and that this committee will be co-chaired by the CSO and DoHC.   
� Capacity:  Capacity issues exist for all organizations.  Budgetary cut-backs are making it difficult for 
all relevant bodies to devote extra/adequate resources to new projects. It is clear that there are deficits with 
regard to specialist health service expertise particularly as regards technical SHA application, 
methodological estimations, etc. The cost of developing new data sources (e.g. Private healthcare 
expenditure) all adds difficulty. 
� Sources: There are significant gaps in data sourcing and availability. Much work will need to be done 
in the area of decisions with regard to the boundaries of healthcare and the application of the SHA standard 
in an Irish context. The current public health accounting systems, including the HSE’s, do not support the 
production of SHA data and the mapping of national healthcare expenditure categories to SHA 
classification would require significant work.  New sources for private healthcare expenditure will also be 
required. 
The pilot report did not separately consider legal issues although it will suggest that the non-statutory basis 
of the data collection by certain health sectors is unsatisfactory. 
Since the pilot exercise was completed a new government has taken up office.  Its programme for 
government includes proposals for radical change to the structure / organization of the public health care 
services (i.e. splitting up of the current HSE) and  changes to the financing of health care system (move 
towards a social insurance system).  The CSO considers that this could have implications for the future 
compilation and demand for health care statistics. 
Plans to implement the SHA in the near future: In light of this assessment, proceeding with SHA 
implementation will pose serious challenges for Ireland which cannot be underestimated. However, in the 
context of working towards SHA implementation, the proposed development of a single national financial 
system for processing and reporting expenditure on the statutory (public) health services within the HSE 
should assist in facilitating SHA reporting in the future.  The pilot study report recommends that the 
requirements for reporting according to the SHA classification should be incorporated into the proposed 
system.   
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The financial and economic downturn that Ireland is currently experiencing will see further scaling back of 
public expenditure over the coming years. The DoHC  is of the view  that, realistically, Ireland will not be 
in a position to devote scarce resources to produce SHA reports in the short to medium term 
With regard to the future provision of supports for implementation or future data collection, it should be 
noted that the findings and recommendations in the final project report are expected to be finalised shortly 
and, once available, will have still to be jointly considered for respective approval by the CSO, the DoHC 
and the HSE.  
ITALY 
To date, the work group has been engaged in the following activities: 
1.         Review of the data sources available at the national level;  
2.         Identification of correspondences between items on the HC-functions/HP-suppliers axes and items 
that are applicable in Italy; 
3.       Determination of a methodology for subdividing expenditures in accordance with the three SHA 
tables (HC x HP, HP x HF and HC x HF) through the use of data sources that detail the characteristics of 
suppliers and provide data on their activities; 
4.         Distribution of the public healthcare expenditures according to the three SHA tables, first 
experimental submission of year 2005-2008 data and preliminary estimates for 2009 to international 
organizations for the Joint Questionnaire 2010 (see email attachment, 02nd July 2010); 
5.         Responses to OECD requests for clarification related to the first data submission for the three 
matrices in the SHA questionnaire 2010 (see email attachments, 21st July, 3rd August and 24th August 
2010). 
The proposed methodology now needs to be refined (especially in terms of outpatient care) also by using 
the new data collected on individual basis, on the one hand, and by proceeding to distribute private 
healthcare expenditures among the three SHA tables, on the other. 
The most imposing challenges derive from the limited level of human resources being designated for work 
group activities. The inter-institutional nature of the group, furthermore, represents an additional source of 
complexity. 
MALTA 
As discussed in (b), the main difficulty was that our data sources were not geared to produce statistics in 
line with SHA requirements and therefore an overhaul of the procurement and financial system was 
required.  Indeed a decentralisation process is underway in the area of procurement and financial 
management.  Amongst other initiatives, this required an exercise of human resource capacity building, 
which took a number of years and is only reaching completion now.  There are legal difficulties, as 
described in (b), particularly pertaining to the private sector, which require a longer period of time to be 
addressed as they also require extensive liaison with stakeholders.  Nevertheless, the consequence of not 
having the private sector on board for SHA compilation (at least until legislative hurdles are overcome) is 
considered insignificant. 
ESTAT has already provided MT with a grant to assess the feasibility of setting up the System of Health 
Accounts in Malta and MT also benefited from a Twinning Light project which assisted with the mapping 
of the Maltese healthcare system to the different SHA groupings.  The biggest challenge (as highlighted 
later) to be faced by MT prior to the pilot data collection the creation of the IT platform for a data supply 
network linking financial, stock and payroll systems being deployed in the provider entities as part of the 
decentralisation process.  This is possibly where assistance could be very useful.  Another challenge would 
be for the Financial Controllers to lead the culture and operational changes required for the implementation 
of a decentralised budgeting system and the implementation of accrual accounting in lieu of the present 
cash accounting system.   
Local political support has also been forthcoming and, indeed, human capacity building was only possible 
through this support. 
A pilot data collection of SHA data is now being planned for data pertaining to the third and fourth quarter 
of 2011 for the compilation of SHA tables for 2012 and this shall be carried out by the FMCU, with 
assistance from the DHIR. 
UNITED KINGDOM 
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There are currently severe pressures on the funding of public services in the UK at present. Consequently 
only the most essential statistical outputs will be produced by the Office for National Statistics (ONS). A 
public consultation was held in 2010 to help determine the priority of many non-statutory outputs of the 
ONS, including health expenditure figures for the UK.  
Initial work on UK health accounts was carried out around 2002. Therefore, if the production of health 
accounts were to become a higher priority (e.g. when the regulation comes into force), the next steps would 
be: 
� Allocate specific resources to create a health accounts team 
� Make contact with potential data providers in the organisations listed in 2a 
� Research how the experimental set of UK health accounts for 1999-00 were produced (Note that the 
people who carried out that work have moved or left ONS) 
� Adapt the methods used previously 
� Produce health accounts for the latest years 
GREECE 
Till now, the implementation of the SHA, was not a high priority issue 
Please see answer to question b. 
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3. Health expenditure data in comparison with the SHA model 
 
Please fill in the attached Excel file on metadata. 
Notes: In the attached Excel file you are asked to indicate if health expenditure data exist, or if it is 
possible to construct, according to the three main classifications of the SHA: health care providers 
(HP), health care financing (HF) and health care functions (HF). In the final tab you are asked the 
same for three cross-tables on a non-detailed level. The classifications still refer to the first version of 
the System of Health Accounts, as these have been around for more than ten years now, and the new 
version 2 of SHA is not completely agreed yet. These items are also still asked for in the joint 
questionnaire on SHA by the three international organizations WHO, OECD and EUROSTAT.  
IRELAND 
Given the shortcomings of the data available, it is not possible to construct SHA tables according to the 
SHA standard.  During the course of the pilot project, it became evident that where data was available it 
was of insufficient quality and detail to reliably estimate the components of even the main SHA tables.   It 
is not possible at this stage to complete the Excel tables provided but once the pilot project is finalized we 
will attempt to complete the tables and forward them in due course. 
ITALY 
 
MALTA 
 
UNITED KINGDOM 
Please follow this link to the experimental data produced for 1999-00 
http://www.statistics.gov.uk/healthaccounts/experimental_health_accounts.asp
No further data are available at this level.  
 
Please follow this link to the latest article for Expenditure on healthcare in the UK, which gives figures for 
total health expenditure from 1997 to 2008 inclusive according to SHA definitions 
http://www.statistics.gov.uk/cci/article.asp?id=2410
GREECE 
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4. Results 
 
a. Data on health expenditure now available 
 
Notes: Information on health care expenditure can be found for your country, but obviously not (all) 
according to the System of Health Accounts. The information that has been found from OECD and 
WHO is in the Excel files that have been sent together with this questionnaire. 
<<see tables from OECD and WHO>> 
 
Could you confirm these figures? 
IRELAND 
Yes, if the data are derived from Parts 5 & 6 of the OECD health data questionnaire. As mentioned earlier 
these are calculated from the internal workings of the national accounts statistics and have not been derived 
by the compiling and classifying of transactions as the detailed service level as required by the SHA 
standards.   
ITALY 
 
MALTA 
The provided WHO data is not coherent with our latest updated figures. A spreadsheet has been added with 
our latest updated tables (Updated WHO Data (Feb 2011). The figures are currently being compiled by the 
National Accounts and Public Finance units within the NSO, and also reviewed by DHIR. 
UNITED KINGDOM 
I can confirm the figures provided to OECD. These are the latest available. Some of the other estimates 
have been supplied by the Department of Health (in England). No additional figures are readily available 
i.e. it is not possible to provide them either because the figures don’t exist or because calculating them 
would involve a considerable amount of work.  
GREECE 
Please see the attached excel files 
 
What are the sources for these figures? (please add information on the sources in the Excel files) 
IRELAND 
Please refer to meta data supplied to OECD 
ITALY 
 
MALTA 
Information has been added in the attached excel files. 
UNITED KINGDOM 
 
GREECE 
 
Which sources – if any - are not used until now; could you tell us why? 
IRELAND 
As noted above, the data provided to date as derived for Parts 5 & 6 of the OECD Health Questionnaire are 
those that are also used for reporting health expenditures in the National Accounts. In some of the earlier 
years, more detail is given.  CSO is not aware of the source of this data. 
A closer examination of available data sources across a range of providers in the Irish health sector, 
primarily involving HSE-provided services, was carried out during the course of the pilot pointing to 
significant gaps and deficiencies thus rendering it inadequate for SHA reporting purposes.   
ITALY 
 
MALTA 
All available sources are being used.  On the other hand, once SHA statistics will become available these 
should serve us well to improve the quality of the health related statistics. 
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UNITED KINGDOM 
 
GREECE 
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5. The summary of challenges   
 
a.       What are the main methodological challenges in implementing the SHA framework in your 
country  
Please indicate them ranking from 1 to 5 and explain the reasons of your choice  
IRELAND 
Please refer to response to Question 2 which refers to methodological challenges.
ITALY 
1.      Improving the quality of the healthcare expenditure information flow, categorized by functions;  
2.      Refining the estimation methodology by using individual information flows referred to outpatient care 
activities; 
3.      Disseminating the SHA methodology to local administrations for sub-national application; 
4.      Studying SHA version 2 and the consequent adaptation of the implemented calculation methodology; 
5.      Creating computerized tools to support: 
a.      estimation of SHA - based expenditures, 
b.     archive and retrieval of the produced documentation, 
c.      analysis data through predefined reports. 
MALTA 
1.      Capacity building 
2.      IT setup 
3.      Shifting both the administrative centre and public provider entities to an accrual-based, decentralised 
financial system 
4.      Provision of financial data from private provider entity 
Indeed, the toughest challenge ahead is the development of an IT platform which permits the collation of 
SHA data in a sustainable manner from existing financial, stock and payroll systems. 
The provision of data from provider entities is a potential challenge given that the pilot data collection has 
not taken place yet.  However, based on the experience of DHIR in non-expenditure health care activity 
data collection and on the development of the FMCU function into the provider entities coupled with the 
decentralisation of procurement, payroll, stock management and financial systems, this is highly unlikely.  
In addition, most provider entities have already made the move to such accounting systems, but the 
administrative central Ministry is still migrating. 
The provision of financial data from the single eligible private provider entity is not likely to be solved in 
the immediate future; however a decision has been made to exclude this entity for the time being given its 
insignificant share of health care activity in the country. 
UNITED KINGDOM 
1.      Data are not readily available for the UK as a whole 
2.      Data are not readily available according to SHA definitions 
3.      Data are not readily available at the level of detail required by the SHA framework 
4.      Heavily reliant on administrative sources 
5.      No sources of data for some variables 
The reasons for these choices are given in the answers to earlier questions.  
GREECE 
1) To set up a common methodology, by which the various financing sources will  report health expenditure 
2) To distinguish expenditure by public hospitals from expenditure by public health centers, while in some 
cases are reported together 
3) To set up a more accurate methodology for estimating pharmaceutical expenditure 
4) To set up a more accurate methodology for estimating the hidden economy in the health sector. This is 
currently estimated at about 15% of THE. 
5) To set up an accurate methodology for estimating the expenditure for public health programs 
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5. The summary of challenges   
 
b.      What are the major structural and organizational problems for the implementation of SHA in 
your country 
IRELAND 
Please refer to response to Question 2 which makes reference to certain structural/organisational issues. 
ITALY 
� Limited human resources being applied to this activity by all of the institutions involved. 
� Ongoing assignment of roles and responsibilities, concerning provisioning of expenditure data and 
methodologies development 
MALTA 
As indicated above, one of the biggest challenges is the creation of an IT platform that links the existing (or 
developing) infrastructures, to improve the sustainability of this annual data collection. 
UNITED KINGDOM 
1.      No clear line of responsibility for health accounts in the UK 
2.      No resources allocated to health accounts in the UK 
3.      Many organisations involved 
The reasons for these choices are given in the answers to earlier questions.  
GREECE 
Too many funding sources and health providers are involved, who need to report health expenditure data, in 
a way that is in accordance to the SHA. 
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6. The need for additional support 
 
Please point out those areas of deficiencies /problems which have not been solved or have been solved 
only partially and thus will need additional efforts in future. For which of them would you want 
support from EUROSTAT and in which form? 
IRELAND 
� Methodological, Scientific and Technical expertise supports 
� Financial support. 
� In the context of the proposed systems development such as the national financial systems platform 
for the HSE, it may be helpful to liaise and obtain guidance on appropriate strategies which could cater for 
specifications to enable the production of SHA information.  
ITALY 
 
MALTA 
As already indicated, ESTAT has already been supporting MT in the implementation of SHA.  However, if 
assistance is available to support challenge 2 indicated above, it would be most welcome. 
UNITED KINGDOM 
Data availability and definitional problems could be overcome if experienced staff resources were available 
to calculate healthcare expenditure and SHA.  A central and independent organisation such as ONS would 
be best placed to bring this expertise together for the four countries of the UK.  Financial or in-kind support 
from Eurostat would be required to bring this about, perhaps through a loan or secondee appointment.   
GREECE 
At this phase we expect assistance by the OECD –suggested expert, Dr. Markus Scheinder, to be sufficient. 
In case additional help is required we (or Hellenic Statistical Authority) will contact the Eurostat 

 


