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Abstract
Background: National health accounts provide data for health-financing policy analysis, reforms and strategies to at-
tain national health development goals and objectives such as universal health coverage. However, in the World Health 
Organization (WHO) Eastern Mediterranean Region there are many challenges, making it difficult for health accounts 
teams to provide timely reports and for policy-makers to use them to inform policy change. 
Aim: To undertake a situational analysis of health accounts in the Region and assess the health accounts production pro-
cess. Additionally, the study looked at challenges facing health accounts teams in institutionalizing the health accounts 
process.
Methods: The WHO Regional Office for the Eastern Mediterranean has been conducting country missions to its 22 
countries to assist health accounts teams and assess the status of health accounts production and institutionalization. A 
survey administered at a regional training workshop in October 2018 examined the challenges and successes in health 
accounts production.
Results: Three countries in the Region produce annual health accounts but most take several years between reports. 
Only 55% of the countries use System of Health Accounts (SHA) 2011 methodology while 27% still use SHA 1.0. The main 
challenges facing countries include a high turnover of employees involved in health accounts production, and time lag of 
data. Notable successes include policy changes based on health accounts findings. 
Conclusions: Few countries in the Region produce annual health accounts and many still use SHA 1.0. The commitment 
of a country’s top management is vital to ensure successful health accounts production.
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Introduction
Health accounts (HA) are an important tool to map the flow 
of funds in the health sector and can provide countries 
with the evidence they need for reform. Better understand-
ing of how funds are allocated in the health sector can help 
policy-makers and senior management locate problems in 
the health sector. HA also provide data on how funds are 
raised and used, and are useful to foster routine question-
ing and analysis of trends in health system resources. They 
enable us to know if the allocation of resources is effec-
tive or not, making HA play a vital role in evidence-based 
decision-making (1). HA are valuable to policy-makers 
and senior management, as well as researchers, showing 
where priorities should be in health systems research (2). 
The final product of a country’s health accounts are called 
national health accounts (NHA) (3).

NHA show a triaxial framework of healthcare 
financing using the International Classifications 
for Health Accounts (ICHA). Specifically, the 3-core 
classifications are the functions of health care (ICHA-
HC), health-care provision (ICHA-HP) and financing 
schemes (ICHA-HF). By definition, provision equals 
consumption and is financed. System of Health Accounts 
(SHA) 2011 expands on this initial framework to provide 
more detailed coverage by including consumption by 

population groups (divided by age, disease burden, 
income quintile, etc.), factors of provision, and revenues 
from financing schemes. Two other new additions are 
global burden of disease (GBD) classification and current 
health expenditure. GBD classification cross-references 
expenditure on diseases with sociodemographics, while 
current health expenditure represents final consumption 
excluding capital expenditure from total health 
expenditure, which is now separately tracked. Capital 
expenditure is also tracked separately (4). Using GBD to 
classify expenditure with characteristics, such as age, 
sex or socioeconomic status will lead to greater policy 
application of interest to a wider stakeholder group.

In the World Health Organization (WHO) Eastern 
Mediterranean Region, there are still only limited data 
to inform policy-makers about the health sector. The 
Region includes 10 of the world’s 35 most fragile and 
conflict-affected states, as defined by the World Bank, 
based on financial and security status (5,6). It is important 
for countries to institutionalize a process for producing 
HA, preferably using the latest SHA 2011 methodology, 
so that results can be generated on a regular basis and 
identify needs. SHA 2011 makes it easier for countries to 
map expenditure regularly in the appropriate categories 
and to track and code disease expenditure. It also offers 
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an international standard framework that helps ensure 
consistency and comparability of results (7). 

The purpose of the present study was to undertake 
a situational analysis of HA in the Region, gathering 
data on the methods that HA teams use and the staff 
and departments involved in HA production. We also 
looked at the main challenges NHA teams faced and what 
prevented some from switching to SHA 2011.

Methods
WHO Regional Office for the Eastern Mediterranean has 
been engaged in technical cooperation with countries to 
develop, review and validate their HA data, and provide 
technical consultation on updating previous health ex-
penditure databases. In addition, during a regional train-
ing workshop on HA in Tunis, Tunisia, on 21–25 October 
2018, WHO staff conducted face-to-face interviews with 
HA team members and the main focal persons on HA 
production. One to three official HA focal persons from 
each member state were invited to share the successes 
and challenges they encountered during the produc-
tion of HA. The survey was prepared based on several 
international surveys on HA using the format of SWOT 
(strengths, weaknesses, opportunities, and threats) 
analysis and several international HA experts were con-
sulted for the validity and reliability of the survey. Pilot 
interviews with 2 member states were also conducted 
to revise the questionnaire. The first part of the survey 
was about the methodology of data collection and infor-
mation about the country’s HA team, while the second 
part invited team members to discuss the strengths and 
weaknesses in HA production as well as any future op-
portunities to help the process, and the priorities of what 
needs to be addressed. All the interviews were recorded, 
transcribed into an Excel data sheet, and validated by 
focal persons in WHO country offices. Sixteen of the 22 
member states participated in the interviews but some 
were not able to attend the regional workshop. The mem-
ber states whose experts participated in the survey were 
Afghanistan, Bahrain, Egypt, Islamic Republic of Iran, 
Iraq, Jordan, Lebanon, Libya, Morocco, Oman, Palestine, 
Saudi Arabia, Sudan, Syrian Arab Republic, Tunisia, and 
the United Arab Emirates (UAE). See the Appendix for the 
questionnaire used in the study.

Results
The countries of the WHO Eastern Mediterranean Region 
have varying levels of experience in the production of HA. 
About 55% of the countries currently use SHA 2011, 27% of 
the countries use SHA 1.0 and 18% have not yet started HA 
production (Figure 1). Before 2011, some HA teams in the 
Region such as those in Egypt, Lebanon, Morocco, Jordan 
and Tunisia already had experience from using SHA 1.0, 
with Egypt being one of the first lower–middle-income 
countries to have started the HA production process. 

Afghanistan, Egypt, Sudan and Tunisia use SHA 2011 
with diseases; Bahrain, Djibouti, Iraq, Jordan, Oman, 

Palestine, Qatar and Saudi Arabia currently use SHA 
2011 without diseases; and the Islamic Republic of Iran, 
Kuwait, Lebanon, Morocco, Pakistan and Yemen still 
use SHA 1.0. Libya, Somalia, Syrian Arab Republic and 
UAE have not yet started NHA. Some of the Emirates, 
such as Dubai, have created sub-NHA (8). Figure 2 
illustrates how often each country produces HA and the 
methodology used. 

The Islamic Republic of Iran, Jordan and Pakistan 
are currently the only member states that have an 
institutionalized HA process. Even though Bahrain and 
Oman have yet to institutionalize the HA process, their 
governments are committed to HA institutionalization 
in the future, and have set up a timeline and plan for 
HA production.  

Many stakeholders are involved in producing HA. For 
the majority, the Ministry of Health is the main entity in 
charge of the country’s HA production. In a few countries, 
an institution has been established to set the health reform 
goals, and is responsible for regular HA production, such 
as the High Health Council in Jordan and the Ministry 
of Public Health in Qatar. In some countries, such as 
Djibouti and Sudan, there is collaboration between the 
Ministry of Health and other ministries and government 
institutions. Although countries successfully collaborate 
with stakeholders throughout the process, many 
challenges impede the institutionalization of the regular 
production of HA; for example, high employee turnover, 
issues with data collection and analysis, and lack of 
government commitment. These issues were highlighted 
during the interviews conducted at the workshop. 

Afghanistan, Iraq, Jordan, Lebanon, Sudan and UAE 
were all found to have high turnover rates in their HA 

SHA 2011
SHA 1.0
Not yet produced NHA

55%

18%

27%

Figure 1 Percentage of countries in the World Health 
Organization Eastern Mediterranean Region currently using 
SHA 2011 versus SHA 1.0.
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teams. In Iraq, high turnover among policy-makers 
made it challenging to raise stakeholders’ awareness of 
the importance of HA and to facilitate data collection. 
The combination of turnover among policy-makers and 
low interest from stakeholders made the HA production 
process particularly difficult. For instance, Jordan has a 
difficult time in institutionalization due to high turnover 
of the HA team with about 3 or 4 members changing 
annually. In addition, most countries need help creating 
better capacity building, providing better training, and 
support from the government financially. To have a 
sustainable HA production, it is vital to have a consistent 
team. Most countries’ teams only work part time, with 
the lack of staff lengthening the production process. 
It took about 1 year to produce an HA report for most 
countries in the Region, while Afghanistan and Morocco 
took 2 or more years.

While data were available, it was challenging to 
retrieve them in a timely manner and to obtain quality 
data. This reduced the potential attraction and value of HA 
to donors and policy-makers because reports were often 
based on data from several years ago. Egypt, Morocco, 
Tunisia and Yemen all had time lags in their data (9). The 
Islamic Republic of Iran, Oman, Pakistan and Palestine 
had recent data (10). Having to choose between time and 
accuracy affected the quality of HA, and progress on this 
issue requires more resources and political will (7,11). It 
was found that Yemen lacked quality data and when they 
did have data, they were delivered late. Collaboration 
with the stakeholders to obtain data also proved to be a 
challenge for many countries. Bahrain, Islamic Republic 
of Iran, Oman and Pakistan, however, did well in 
collaborating with stakeholders and ministries to obtain 
the data they needed for policy-makers (12,13).

Another challenge many countries mentioned was 
that the Health Accounts Production Tool (HAPT), which 
takes HA teams through the entire production process, 
as well as increasing capacity for HA production, was not 
user friendly (14). Egypt stated that the HAPT process was 
lengthy and the team often had to make secondary sheets 
or nonstandard Excel sheets to obtain the data that they 
needed to fulfil the core SHA aggregates. In Palestine, 
while team members were generally able to use HAPT, 
they faced difficulties in importing their data into the 
program. The challenges regarding HA production are 
shown in Appendix Table 1.

HA teams are either sponsored by government or 
WHO or both, or funded by donors. Egypt and Tunisia 
were fully sponsored by WHO while the Islamic Republic 
of Iran, Iraq, Jordan, Libya, Oman, Palestine and Saudi 
Arabia were fully sponsored by their governments. 
Bahrain was sponsored by both WHO and its government. 
Afghanistan, Djibouti and Sudan were primarily funded 
by donors with some government funding. This lack 
of government commitment and having to rely on 
external funding greatly affected the sustainability of 
HA production. Appendix Table 2 shows which entities 
funded HA production in each country. 

The main successes found were reforms based on HA 
findings. When government commitment was strong, 
results generated from HA helped change countries’ 
policies. For example, from Egypt’s second NHA, the 
country developed the Family Health Model and in 
2016, Egypt spent 10 billion Egyptian pounds in their 
ambulance sector. In Jordan, a health sector reform 
was put in place in 1995 because of results from their 
1994 HA. In Lebanon, the results of the HA report led 
to the Ministry of Public Health earmarking budgets 
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Figure 2 How often countries in the World Health Organization Eastern Mediterranean Region produce national health accounts 
and which methodology they have used
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for additional health resources (15). According to the 
participants of the survey during the regional training 
workshop, in Afghanistan, HA reports convinced policy-
makers to rebuild the health sector and in 2016, the 
Ministry of Health decided to develop an expenditure 
system to collect expenditure data, allowing the HA 
team direct access to data. In Bahrain, Egypt, Morocco, 
Palestine and Sudan, out-of-pocket expenditure was 
found to be too high. The World Health Report 2010 noted 
that it is difficult to get close to universal health coverage 
at less than 4–5% of Gross Domestic Product, and such a 
ratio is required to limit the proportion of out-of-pocket 
payments to 20% of current health expenditure, which in 
turn is needed to achieve low rates of catastrophic and 
impoverishing health expenditure (16). According to the 
HA workshop interviews, policy-makers have reformed 
their countries’ health insurance policies to provide 
universal health coverage and protect households from 
financial catastrophe.

According to survey respondents, another success 
mentioned was data collection. Many countries could 
collect data from multiple sources. In Palestine, data 
collection was said to be standardized and they collected 
from several sources such as surveys and administrative 
records, and estimated household survey data from the 
Expenditure and Consumption Survey by the Palestine 
Central Bureau of Statistics. Afghanistan was able to 
gather about 85% of the data they needed, other than data 
from the military because it had its own structure and 
setting. In Egypt, they had a consistent HA team that made 
the process run smoother, and they are currently trying 
to enhance the data collection process by collecting from 
more than one source. Officials in Bahrain, Egypt, Oman 
and Saudi Arabia reported that they could successfully 
collect data from all parts of the health sector except for 
the private sector. However, many of the countries were 
working with stakeholders to change this.

Discussion
One of the priorities for health accounting in the WHO 
Eastern Mediterranean Region is for all countries to pro-
duce yearly HA through a well-institutionalized process. 
As shown above, the countries of the Region have widely 
varying levels of experience of producing HA, and some 
have yet to produce any. The next priority is for countries 
to switch to the SHA 2011 methodology, especially with 
diseases. Most countries, who still use SHA 1.0, men-
tioned the importance of switching to SHA 2011 as it is 
more useful for policy-makers.

Although 12 countries have already switched to 
using SHA 2011, regardless of which methodology the 
countries are using, most countries still do not have an 
institutionalized process for their HA in place. While there 
are many factors that contribute to this, one of them was 
the fact that many countries in the region faced high staff 
turnover rates. It was found that Afghanistan, Lebanon 
and UAE had difficulties in recruiting and retaining 
employees. The causes of high turnover included meagre 

financial incentives, poor working environment, low 
job satisfaction, and the fact that qualified professionals 
could find better opportunities in other countries (17–19). 
In order to have sustainable and institutionalized HA 
production, it is important to have a consistent team. 
To make this happen and prevent the brain drain, more 
funds should be allocated to healthcare employees 
involved in HA production and provide them with better 
facilities. The need to repeatedly train new staff due to 
the high turnover also likely leads to increased costs in 
institutionalizing and producing HA.

Many countries found that HAPT was not a user-
friendly tool, which deterred them from switching to 
SHA 2011. Although HAPT provides many benefits, the 
downside is that survey templates for the data sources 
as donors, nongovernmental organizations, employers, 
and insurance are too long, and some countries do not fill 
them in. These templates need to be redesigned, or made 
shorter, focusing on the important data. 

Although countries generally had access to many 
sources of data, time lags were a major issue. An active 
steering committee and engaged stakeholders are crucial 
to oversee timely data collection from each sector and 
solve problems raised by HA teams. It is important to 
institutionalize a system for data collection. In most 
countries of the Region, data are limited, restricted and 
of poor quality. Rahim et al. reported that data for public 
health expenditure were available for under half the 
countries of the Region, and most data were estimated 
or outdated (20). Saleh et al. found that each country’s 
data are kept private or there are strict guidelines when it 
comes to sharing the information (10). The Region could 
benefit when it comes to policy planning by sharing data 
among the countries. This lack of cooperation also makes 
it difficult for HA teams to gather data. Although this has 
started to change, stronger efforts should be made to 
bring about more transparency and give everyone access 
to quality data in the Region. It is important, however, 
to focus on making the current system stronger, more 
efficient, and more transparent, rather than building an 
entire new data collection system.

HA create evidence for countries based on total health 
expenditures, health prioritization, and fiscal space. 
Fiscal space for health is a government’s ability to spend 
more on the health sector without affecting other sectors 
or endangering the economy (21). Asbu et al. found that 
if a government spends < 20% of its general expenditure 
on health, it indicates that fiscal capacity for the country 
is low (22). However, if one looks at the Global Health 
Expenditure Database, many countries spend on health 
10–15% of general government expenditure, or even less. 
How much a country spends on health also depends on 
political will and government priority given to health. 
According to the WHO report on “New Perspectives on 
Global Health Spending for Universal Health Coverage”, 
low-income countries often obtain 33% of their funding 
from external resources. However, instead of the 
governments using the money to invest more in their 
health sector, this only ends up with them allocating 



814

EMHJ – Vol. 26  No. 7 – 2020Research article

Élaboration de comptes de la santé conformément au SCS 2011 : analyse de la  
situation des pays de la Région OMS de la Méditerranée orientale
Résumé
Contexte : Les comptes nationaux de la santé fournissent des données utiles pour l’analyse des politiques de 
financement de la santé et la mise en place de réformes et de stratégies visant à atteindre les cibles et les objectifs 
nationaux de développement dans le domaine de la santé, tels que la couverture sanitaire universelle. Cependant, face 
aux nombreux défis auxquels se heurte la Région OMS de la Méditerranée orientale, les équipes responsables des 
comptes de la santé ont des difficultés à soumettre leurs rapports en temps voulu et les responsables de l’élaboration 
des politiques peinent à utiliser ces rapports pour éclairer les changements de politiques. 
Objectifs : Entreprendre une analyse situationnelle des comptes de la santé dans la Région et évaluer le processus 
de production de ces comptes. En outre, l’étude a examiné les défis auxquels sont confrontées les équipes 
responsables des comptes de la santé dans l’institutionnalisation du processus d’établissement de ces comptes.
Méthodes : Le Bureau régional de l’Organisation mondiale de la Santé pour la Méditerranée orientale a mené des 
missions dans les 22 pays de la Région afin de prêter assistance aux équipes responsables des comptes de la santé et 
d’évaluer l’état de la production et de l’institutionnalisation de ces comptes. Une enquête menée lors d’un atelier 
de formation régional en octobre 2018 a permis d’examiner les défis et les succès rencontrés dans la production de 
comptes de la santé.
Résultats : Trois pays de la Région produisent des comptes de la santé chaque année, tandis que la majorité des 
autres pays établissent des rapports espacés de plusieurs années. Seuls 55 % des pays utilisent la méthodologie 
préconisée par le Système de comptes de la santé (SCS) 2011 et 27 % suivent encore le modèle du SCS 1.0. 

the money to areas other than the health sector (23). In 
Djibouti, for every 100 Djibouti francs that are invested 
into the health sector, 27 of them come from foreign 
funding. External funding can be unreliable and one 
cannot depend on it, hence people in Djibouti are trying 
to convince the government to put more into funding 
the health sector to become more self-sufficient (24). 
For some countries, such as Somalia and Sudan, it is 
difficult to obtain external funding in the first place. 
The African Development Bank provides Sudan with a 
limited number of loans, and Somalia is not even eligible 
due to war and political instability (25). WHO does its 
best to provide financial support, but it is important for 
governments to realize the importance of HA to create 
sustainability regarding HA and hence institutionalize 
the process in the country. 

In many countries, government commitment is 
still lacking. Governments must be made aware of the 
importance of the production of HA and be committed 
to improving their countries’ healthcare systems based 
on evidence. More accountability and transparency will 
facilitate the need for production of HA, and in turn lead 
to implementation of reform based on the results (26). 
These results cannot be achieved without the cooperation 

of top management and policy-makers. 
Limitations of the study included the fact that some 

countries were not able to fully discuss the challenges 
posed by their governments’ restrictive data laws. In 
addition, during the regional training workshop on health 
accounts in Tunisia, we were only able to interview 16 of 
the Region’s 22 countries.

Conclusions
Only 3 countries in the Region have been producing reg-
ular HA and 6 are just beginning to produce regular HA. 
It is vital that all countries in the Region begin to produce 
annual HA. There are many stakeholders involved in 
the process with the main entities being the Ministry of 
Health, Ministry of Finance, High Health Council and De-
partment of Statistics. However, many countries still face 
significant challenges in institutionalizing the production 
process, including high employee turnover, data collection 
difficulties and a lack of commitment from government. 
Once the process is institutionalized, all countries in the 
Region should move to the new SHA 2011 methodology, 
and especially to SHA 2011 with diseases, to track disease 
expenditure in each country and provide better coverage. 
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إعداد الحسابات الصحية عقب نظام الحسابات الصحية 2011: تحليل الوضع في البلدان بإقليم منظمة الصحة العالمية 
لشرق المتوسط

نيلا ناثان، ألكر دشتان، عوض مطرية

الخلاصة
الخلفية: توفر الحسابات الصحية الوطنية بيانات حول تحليل سياسة تمويل الصحة، والإصلاحات والاستراتيجيات اللازمة لبلوغ الأهداف والغايات 
الوطنية للتنمية الصحية، مثل التغطية الصحية الشاملة. ولكن يواجه إقليم شرق المتوسط العديد من التحديات، مما يجعل من الصعب تقديم التقارير في 

حينها من جانب الفرق المعنية بالحسابات الصحية، واستخدام هذه التقارير من جانب راسمي السياسات للاسترشاد بها في تغيير السياسة. 
الأهداف: هدفت هذه الدراسة إلى إجراء تحليل لأوضاع الحسابات الصحية في الإقليم، وتقييم عملية إعداد هذه الحسابات. كما أخذت هذه الدراسة 

بعين الاعتبار التحديات التي تواجه الفرق المعنية بالحسابات الصحية في إضفاء الطابع المؤسسي على عملية إعداد الحسابات الصحية.
م مكتب منظمة الصحة العالمية الإقليمي لشرق المتوسط بعثات قُطرية إلى بلدانه البالغ عددها 22 بلداً بغية مساعدة الفرق المعنية  طرق البحث: نظَّ
بالحسابات الصحية، وتقييم أوضاع إعداد الحسابات الصحية وإضفاء الطابع المؤسسي عليها. وأُجري مسحٌ كان قد أُعد في حلقة عمل إقليمية في 

أكتوبر/تشرين الأول 2018 بهدف استعراض التحديات والوقوف على النجاحات في عملية إعداد الحسابات الصحية.
%55 البلدان تستغرق سنوات عديدة بين كل تقريرٍ وآخر. ويستخدم  تُعِدُّ ثلاثة بلدان في الإقليم حسابات صحية سنوية، إلا أن أغلب   النتائج: 
فقط من البلدان منهجية نظام الحسابات الصحية 2011، بينما يستخدم 27% من البلدان نظام الحسابات الصحية 1.0. وتتضمن التحديات الرئيسية 
البيانات. ويُعتبر إجراء  الزمني بين  الفارق  ل الموظفين المشاركين في إعداد الحسابات الصحية، بالإضافة إلى  تنقُّ ارتفاع معدل  البلدان  التي تواجه 

تغييرات في السياسات وفقاً لنتائج الحسابات الصحية من أهم النجاحات الُمحققة في هذا الشأن. 
الاستنتاجات: يُعِدُّ عددٌ قليلٌ من البلدان حسابات صحية وطنية، ولا يزال كثيٌر من البلدان يستخدم نظام الحسابات الصحية 1.0. ولن يتسنى إعداد 

الحسابات الصحية بطريقة ناجحة دون التزام من جانب الإدارة العليا في كل بلد. 

Les principaux problèmes auxquels se heurtent les pays sont la forte rotation des employés chargés de la production 
de comptes de la santé et le décalage temporel des données. Parmi les réussites qui méritent d’être notées, l’on peut citer 
les changements de politiques qui ont été inspirés par les résultats des comptes de la santé. 
Conclusions : Peu de pays de la Région produisent des comptes de la santé chaque année et beaucoup suivent encore 
les recommandations du SCS 1.0. Il est capital que les pouvoirs publics des pays prennent des engagements au plus haut 
niveau pour garantir le succès de la production de ces comptes.
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Appendix

Questionnaire:

NAME OF COUNTRY…………………………………………………………………………

PART ONE

1. What is the health accounting methodology used? (SHA 1.0/SHA 2011/SHA 2011 with disease/any other)  
 ……………………………………………………………………………………………………………………………………………………

2. When was the last NHA exercise done?   |__|__|__|__|
a. Approximately how much time does it take for the production and dissemination of results of HA? |__|__| months
b. Approximately how much time does it take for analysis and use of HA? |__|__| months

3. How many NHA exercises have been done so far?      |__|__|
4. How many years of NHA data are available? (SHA 1.0/SHA 2011/SHA 2011 with disease/any other) |__|__|
5. Who paid the cost of the last NHA? 

a. Government  |__|
b. Development partner or donor |__|
c. Part government part donor |__|

  i. If the government met the cost fully or in part, was it provided through governmental budget?  
  How much and what proportion of total cost?
  ……………………………………………………………………………………………………………………………………………………

6. Were any other sources of support provided for the production of HA?
 ……………………………………………………………………………………………………………………………………………………
7. What is the total number of staff that worked on the last NHA? How long have they been working?

a. Number of full-time staff |__|__|
b. Number of full-year part-time staff |__|__|
c. Number of part-year part-time staff |__|__|
d. Number of full-time consultants |__|__|
e. Number of part-time consultants |__|__|

8. What is the institute or department of staff (the team of NHA)
   ……………………………………………………………………………………………………………………………………………………
9.  Has the most current NHA helped you identify any need for additional spending on health and the potential fiscal 

space areas that could help meet this identified need? (Ask to elaborate more in strengths or weakness section)
 ……………………………………………………………………………………………………………………………………………………
 ……………………………………………………………………………………………………………………………………………………

PART TWO

STRENGTHS/SUCCESSES:
1. To what do you attribute the successes in the production of HA?

a. How does your government’s commitment to the production of NHA play a part in the success?  
 ……………………………………………………………………………………………………………………………………………………

b. Was the NHA activity institutionalized?
 ……………………………………………………………………………………………………………………………………………………

c. How are data efficiently collected?
 ……………………………………………………………………………………………………………………………………………………
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d. Have you standardized the method for data collection, reporting and analysis?
 ……………………………………………………………………………………………………………………………………………………

How data from household surveys are used, e.g., is adjustment made for possible underestimation of PHE?
e. Can you elaborate on how financial resources or other support helped implement your NHA?

 ……………………………………………………………………………………………………………………………………………………
f. How were NHA results successfully translated into reports that met your country’s policy goals? 

 ……………………………………………………………………………………………………………………………………………………
g. Did the NHA finding affect the policy-makers’ decision? If yes, how?

 ……………………………………………………………………………………………………………………………………………………
h. Does the NHA team have access to microdata of household survey?

 ……………………………………………………………………………………………………………………………………………………

WEAKNESSES/CHALLENGES:
2. What were some challenges that you faced in the production of HA?
 ……………………………………………………………………………………………………………………………………………………

a. How do you make sure the data collected are effectively disseminated and translated?
 ……………………………………………………………………………………………………………………………………………………

b. Has there ever been a reason why data collection for NHA was problematic?
 ……………………………………………………………………………………………………………………………………………………
3. Has your country been having any difficulties in using HAPT? 
 ……………………………………………………………………………………………………………………………………………………
4. What is the top health sector weakness according to your most recent HA? 

a. What do you think can contribute to resolving this weakness?
 i. More commitment from the government………………………………………
 ii. More funding ….……………………………………………………………………….
 iii. Better institutionalization of staff….…………………………………………...

5. Does the capacity building on how to implement NHA as a source of information used on a daily basis a challenge in 
your country?

 ……………………………………………………………………………………………………………………………………………………
6. Have there been any recent sociocultural or socioeconomic changes that could have potentially affected the latest 

NHA data?
 ……………………………………………………………………………………………………………………………………………………
 ……………………………………………………………………………………………………………………………………………………
7. How did your department coordinate and collaborate to produce primary and secondary data? 
 ……………………………………………………………………………………………………………………………………………………

OPPORTUNITIES: 
8. What opportunities has the production of NHA been able to provide to the country?
 ……………………………………………………………………………………………………………………………………………………
9. Are there any current trends that you feel could affect the country’s HA? (Could be either threat or opportunity)

a. (If opportunity) What specifically may benefit as a result: demand and use, production, dissemination, or translation of 
data? 

 ……………………………………………………………………………………………………………………………………………………
b. (If threat) In what way does this concern you about the future of your country’s NHA?

 ……………………………………………………………………………………………………………………………………………………
10. Are there any new technologies that you would like to implement in the future, but are currently unable to do so?
 ……………………………………………………………………………………………………………………………………………………
 ……………………………………………………………………………………………………………………………………………………
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11. Do you think data found about generational shifts could affect future NHA? (Could be threat or opportunity depending 
on answer)
a. In what way?

 ……………………………………………………………………………………………………………………………………………………
 ……………………………………………………………………………………………………………………………………………………

THREATS:
12. What are some of the threats that the production of NHA have brought to the government’s attention?
 ……………………………………………………………………………………………………………………………………………………
 ……………………………………………………………………………………………………………………………………………………
13. Is there anything specific that could be a risk to your country’s sustainability of NHA?

a. In what way will this affect how it is translated into policy?
 ……………………………………………………………………………………………………………………………………………………

b. Will it affect future data collection?
 ……………………………………………………………………………………………………………………………………………………

PRIORITIES: 
From your recent NHA, what did you find to be priorities that needed to be addressed? 

c. How is your country is dealing with this or plans to do so if not already?
 ……………………………………………………………………………………………………………………………………………………

d. If it is something that has not been able to be addressed, why? 
 ……………………………………………………………………………………………………………………………………………………
Is there anything else that you would like to add about the successes or challenges of HA your country has faced thus far?
 ……………………………………………………………………………………………………………………………………………………
 ……………………………………………………………………………………………………………………………………………………

Appendix Table 1 Challenges regarding health accounts production
 Challenges Turnover Data collection Quality of data SHA 2011 or 

HAPT
Lack of funding 
or government 
commitment

Political or 
geographical 

problems

Countries

Afghanistan, 
Djibouti, Iraq, 

Lebanon, Saudi 
Arabia, Sudan, 
UAE, Yemen

Afghanistan, 
Bahrain, Djibouti, 
Egypt, Lebanon, 
Palestine, Saudi 
Arabia, Yemen

Bahrain, Djibouti, 
Palestine, Saudi 
Arabia, Yemen

Afghanistan, 
Djibouti, Jordan, 
Iran, Morocco, 
Pakistan, Saudi 

Arabia

Afghanistan, 
Libya, Somalia, 
Sudan, Syria, 

Yemen

Jordan, Libya, 
Palestine, Somalia, 

Syria

SHA = System of Health Accounts; HAPT = Health Accounts Production Tool; UAE = United Arab Emirates.

Appendix Table 2 Health accounts funding in World Health Organization Eastern Mediterranean Region
AFG BAH DJI EGY IRA IRQ JOR LEB LIY

Responsible 
institution

MOH MOH MOH MOH MOH MOH High Health 
Council

MOH MOH

Funding 
source

MOH, 
Donors

Govt 
budget

Govt budget, 
Donors

MOH MOH Govt budget Govt budget Govt budget, 
Donors

Govt 
budget

MOR OMA PAK PSE SAA SUD SYR TUN UAE
Responsible 
institution

MOH MOH PBS PCBS Supreme 
Council

MOH MOH MOH MOH

Funding 
source

MOH, 
WHO

Govt 
budget

Govt budget Govt budget, 
Donors

Govt 
budget

Govt budget, 
Donors

Govt budget, 
Donors

Govt budget Govt 
budget

AFG = Afghanistan; BAH = Bahrain; DJI = Djibouti; EGY = Egypt; IRA = Islamic Republic of Iran; JOR = Jordan; LEB = Lebanon; MOR = Morocco; OMA = Oman; PAK = Pakistan; PSE = Palestine; 
SAA = Saudi Arabia; SUD = Sudan; SYR = Syrian Arab Republic; TUN = Tunisia; MOH = Ministry of health; PBS =  Pakistan Bureau of Statistics; PCBS = Palestine Central Bureau of Statistics; 
WHO = World Health Organization.
List of countries that attended Regional Health Account Training Workshop: Afghanistan, Bahrain , Egypt, Islamic Republic of Iran, Iraq, Jordan, Lebanon, Libya, Morocco, Oman, Palestine, 
Saudi Arabia


