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Chapter One

Terms, Indicators and Classifications

1.1  Terms and Indicators

1.1.1  General Concepts 

Health Accounts:
It proposes a framework for the systematic description of the financial flows related to health care. The aim of SHA is to describe the health care system from an expenditure perspective both for international and national purposes. It is an essential part of assessing the success of the health care system and of identifying opportunities for improvement.  

Current expenditure: 
Current expenditure on health quantifies the economic resources spent on the health care functions as identified by the consumption boundaries. Furthermore, SHA concerns itself primarily with the health care goods and services consumed by resident units only, irrespective of where that consumption takes place (i.e. in the economic territory or in the rest of the world), or indeed who is paying. Therefore, exports of health care goods and services (provided to non-resident units) are excluded, whereas imports of health care goods and services for final use, for example, those goods and services consumed by residents while abroad, are included.

Capital Formation for Health Care Providers: 
Capital formation in the health care system is measured by the total value of the assets that providers of health services have acquired during the accounting period less the value of the disposals of assets of the same type and that are used repeatedly or for more than one year in the provision of health services.  This item comprises gross capital formation of domestic health care providers for institutions excluding those listed under retail sale and other providers of medical goods.

Accrual Basis:
The accrual accounting record flows at the time economic value is created, transformed, exchanged, transferred or extinguished.  This means that the flows which imply a change of ownership are entered when ownership passes, services are recorded when provided, output at the time products are created, and intermediate consumption when materials and supplies are being used.

Health Care:
The sum of activities performed either by institutions or individuals pursuing the application of medical, paramedical and nursing knowledge and technology, dental, complementary and alternative services, pharmaceutical, and clinical sciences (in vitro diagnostics), nursing, health professions.  Health care covers all health care goods and services to promote health.

Government Sector:
The general government sector consists mainly of central, state and local government units together with social security funds imposed and controlled by those units. In addition, it includes NPIs engaged in non-market production that are controlled and mainly financed by government units or social security funds.



Non-profit Institution Serving Households (NPISH):
As the name indicates, in spite of producing goods and services, non-profit institutions do not generate income or profit for those entities that own them. They may be divided into three groups: those serving businesses (e.g., a chamber of commerce which is grouped in the non-financial corporation sector); those which form part of the government sector (e.g., a government-owned hospital); and non-profit institutions serving households. The latter consist mainly of trade unions, professional unions, churches, charities and privately financed aid organizations.

Household:
One person or group of persons with or without a family relationship who live in the same dwelling unit, share meals and make joint provisions for food and other essentials of living.

Residence:
Persons and establishments are considered residents of the economy wherein their center of economic interest lies; this means that they will undertake a considerable part of their economic activities there. It is defined in economic and not legal terms.  The main criterion to determine residence of an entity is its center of economic interest.  Persons are considered residents of the country where they live for at least one year.  Exceptions to this rule are students, medical patients and non-natives of the resident economy employed at foreign (to the resident economy) embassies, diplomatic missions and military establishments.  These three categories are considered non-residents of the economy in which they live and are residents of their country of origin, irrespective of length of stay. This does not apply to locally employed people in these institutions who are residents of the country where they live.

Establishments are always considered residents in the country where the activity takes place. This is in line with the concept of the center of economic interest because a productive activity is not started at whim without an intention to stay for some length of time.

Primary Health Care:
This comprises first contact and continuing comprehensive health care, including basic or initial diagnosis and treatment, health, supervision, management of chronic conditions and preventive health services. The provision of primary care does not necessarily require highly sophisticated equipment or specialized resources.

Secondary Care Institutions:
The institutions providing specialized health care recommended by primary health care providers or in emergency cases.

Tertiary Health Care:
This includes specialized consultative care, usually on referral from primary health or secondary medical care personnel, by specialists working in a center that has personnel and facilities for special examination and treatment.

Rehabilitation Center: 
 It is a facility  which provides therapy and training for rehabilitation.  Such centers may offer occupational therapy, physiotherapy, vocational training, and other kinds of special training such as speech therapy for recovery from injury or illness to resume normal function where possible. 

Health Insurance:
A contract between the insured and the insurer to the effect that in the event of specified events occurring (determined in the insurance contract), the insurer will pay compensation either to the insured person or to the health service provider. Health insurance includes governmental, private, military, UNRWA and Israeli insurance.

Based on the system of health accounts (SHA 2011 edition) classifications the detailed categories (financing schemes, financing agents, providers, functions, and revenues) in the health accounts are listed below. More detailed information is available in the the system of health accounts (SHA 2011 edition).

1.1.2  Concepts of Financing Schemes 

Government schemes and compulsory contributory health care financing scheme:
This category includes all schemes aimed at ensuring access to basic health care for the whole society, a large part of it, or at least some vulnerable groups. Included are: government schemes, social health insurance, compulsory private insurance and compulsory medical saving accounts. A key rationale for government intervention in health systems is to ensure access to basic health care for the whole society (or vulnerable social groups).

Voluntary health care payment schemes:
This category includes all domestic pre-paid health care financing schemes under which the access to health services is at the discretion of private actors (though this “discretion” can and often is influenced by government laws and regulations). Included are: voluntary health insurance, NPISH financing schemes and Enterprise financing schemes.

Household out-of-pocket expenditure:
It  is a direct payment for services from the household primary income or savings (no third-party payer is involved): the payment is made by the user at the time of the use of services. Included are cost-sharing and informal payments (both in cash and kind). Out-of-pocket payments (OOP) show the direct burden of medical costs that households bear at the time of service use. (OOP) play an important role in every health care system. In lower-income countries, out-of-pocket expenditure is often the main form of health care financing.

Rest of the World:
This item comprises financial arrangements involving institutional units (or managed by institutional units) that are resident abroad, but who collect, pool resources and purchase health care goods and services on behalf of residents, without transiting their funds through a resident scheme.

1.1.3  Concepts of health financing agents:
Financing agents are institutional units that manage one or more financing schemes: they collect revenues and/or purchase services under the rules of the given health care financing scheme(s). This includes households as financing agents for out-of-pocket payments. This includes:
· Central government.
· Insurance corporations.
· Nonprofit institutions serving households (NPISH).
· Household.
· Rest of the world.





1.1.4 Concepts of revenues of Health Care Financing Schemes

Transfers from government domestic revenues:
This item refers to the funds allocated from government domestic revenues for health purposes. 

Transfers distributed by government from foreign origin:
Transfers originating abroad (bilateral, multilateral or other types of foreign funding) that are distributed through the general government are recorded here. For the financing scheme receiving these funds, the provider of the fund is the government, but the fund itself is from a foreign origin. The origin of the revenue can only be registered at the level of the transaction of the revenue.

Social insurance contributions:
Social health insurance contributions are receipts either from employers on behalf of their employees or from employees, the self-employed or non-employed persons on their own behalf that secure entitlement to social health insurance benefits. Sub-categories of social insurance contributions are classified by the type of institutional units that pay the social insurance contribution on behalf of the insuree.

Voluntary prepayment:
This includes voluntary private insurance premiums. Voluntary insurance premiums are payments received from the insuree or other institutional units on behalf of the insure that secure entitlement to benefits of the voluntary health insurance schemes. Subcategories of voluntary prepayment are classified by the type of institutional units paying the revenues, as follows:
· Voluntary prepayment from individuals/households.
· Voluntary prepayment from employers.
· Other voluntary prepaid revenues (for example, received from institutional units other than households and employers).

Other domestic revenues:
This category includes other domestic revenues of financing schemes not included under transfers from government domestic revenue, and Transfers distributed by government from foreign, and Social insurance contributions, Voluntary prepayment sub-categories are defined according to the institutional units that provide the voluntary transfers:
· Other revenues from households that are not classified as other items.
· Other revenues from corporations that are not classified as other items.
· Other revenues from non-profit institutions that are not classified as other items.

Direct foreign transfers:
The main ways that revenues from foreign entities directly (via transfers) received by health financing schemes may be transacted are:
· Direct foreign financial revenues earmarked for health. These revenues are usually grants by international agencies or foreign governments, or voluntary transfers (donations) by foreign NGOs or individuals that contribute directly to the funding of domestic health financing schemes;
· Direct foreign aid in kind (health care goods and services).


1.1.5  Concepts of Health Care's Functions

Curative care services:
Curative care comprises health care contacts during which the principal intent is to relieve symptoms of illness or injury, to reduce the severity of an illness or injury, or to protect against exacerbation and/or complication of an illness and/or injury that could threaten life or normal function.

contact for curative care comprises an individual contact with the health system and can be made up of a sequence of components, such as to establish a diagnosis, to formulate a prescription and therapeutic plan, to monitor and assess the clinical evolution or to complement the process by imaging, laboratory and functional tests for diagnosis and evolution assessment. The contact can also include various therapeutic means such as pharmaceuticals and other medical goods (e.g. such as glasses, and prosthetic appliances, such as artificial teeth or limbs), as well as therapeutic procedures, such as surgical procedures, which require additional follow-up. Routine administrative procedures such as completing and updating patient records are also an integral part of the service.

Inpatient curative care:
Inpatient curative care comprises medical and paramedical services delivered to inpatients during an episode of curative care for an admitted patient.

Outpatient curative care:
Outpatient curative care comprises medical and paramedical services delivered to outpatients during an episode of curative care. Outpatient health care comprises mainly services delivered to outpatients by physicians in establishments of the ambulatory health care industry. Outpatients may also be treated in establishments of the hospital industry, for example, in specialized outpatient wards, and in community or other integrated care facilities.

Dental Outpatient curative care:
This item comprises dental medical services (including dental prosthesis) provided to outpatients by physicians. It includes the whole range of services performed usually by medical specialists of dental care, in an outpatient setting such as tooth extraction, fitting of dental prosthesis, and dental implants.

All other specialized health care:
This item comprises all specialized medical services provided to outpatients by physicians other than basic medical and diagnostic services and dental care. Included are mental health, substance abuse therapy and outpatient surgery.

Rehabilitative care:
Rehabilitation is an integrative strategy that aims at empowering persons with health conditions who are experiencing or are likely to experience disability so that they can achieve and maintain optimal functioning, a decent quality of life and inclusion in the community and society.

long-term care:
Long-term care (health) consists of a range of medical and personal care services that are consumed with the primary goal of alleviating pain and suffering and reducing or managing the deterioration in health status in patients with a degree of long -term dependency.




Ancillary services:
Ancillary services are frequently an integral part of a package of services whose purpose is related to diagnosis and monitoring. Ancillary services do not, therefore, have a purpose in themselves: the purpose is to be cured, to prevent disease, etc. The ancillary service is aggregated within the first-digit purpose class and the second-digit MoP in which it was consumed.

Medical goods:
Medical goods are broken down at the second level into pharmaceuticals and other medical non-durables  and therapeutic appliances and other medical goods. The medical goods include medical goods acquired by the beneficiary either as a result of prescription following a health system contact or as a result of self-prescription. And exclude: medical goods consumed or delivered during a health care contact that are
prescribed by a health professional.

Preventive care:
Prevention is any measure that aims to avoid or reduce the number or the severity of injuries and diseases, their sequel and complications (Pomey et al., 2000). Prevention is based on a health promotion strategy that involves a process to enable people to improve their health through the control over some of its immediate determinants. This includes a wide range of expected outcomes, which are covered through a diversity of interventions, organised as primary, secondary and tertiary prevention levels.

Governance, and health system and financing administration:
These services focus on the health system rather than direct health care, and are considered to be collective, as they are not allocated to specific individuals but benefit all health system users. They direct and support health system functioning. These services are expected to maintain and increase the effectiveness and efficiency of the health system and may enhance its equity.

These expenditures are incurred mostly but not exclusively by governments. Included are the formulation and administration of government policy; the setting of standards; the regulation, licensing or supervision of producers; management of the fund collection; and the administration, monitoring and evaluation of such resources, etc. However, some of these services are also provided by private entities, including by civil society (NGOs) and private medical insurance.

Reporting items/memorandum items of health care:
Other approaches (e.g. the type of care: modern or traditional; or the type of component: physical examination, procedures performed, laboratory analysis) may also be relevant for decision-making. In addition, important components of the programme and intervention may go beyond the health care boundary and involve non-health activities (e.g. rehabilitation and long-term care involve health and social services). Therefore, components of health expenditure identified using different approaches and the reporting of components that lie beyond the health care boundary are targeted through two different memorandum categories. These are termed reporting items and health care-related classes, respectively.

1.1.6 Concepts of Health Care Providers

Hospitals:
Licensed establishments primarily engaged in providing medical, diagnostic, and treatment services that include physicians, nursing, and other health services to inpatients and including specialized accommodation services. Hospitals may also provide outpatient services as a secondary activity. Hospitals provide inpatient health services, many of which can only be provided using the specialized facilities and equipment that form a significant and integral part of the production process. In some countries, health facilities need to meet minimal requirements (such as number of beds) in order to be registered as a hospital.

General hospitals:
Licensed establishments that are primarily engaged in providing general diagnostic and medical treatment (both surgical and non-surgical) to inpatients with a wide variety of medical conditions. These establishments may provide other services, such as outpatient services, anatomical pathology services, diagnostic X-ray services, clinical laboratory services or operating room services for a variety of procedures and/or pharmacy services, that are usually used by internal patients (intermediate outputs within the hospital treatment) but also by outside patients.

Mental health hospitals:
Licensed establishments primarily engaged in providing diagnostic and medical treatment and monitoring services to in patients who suffer from mental illness or substance abuse disorders. The treatment often requires an extended stay in an inpatient setting, including hostelling and nutritional facilities. To fulfill the complexity of these tasks, mental health hospitals usually provide services other than inpatient services, such as outpatient mental health care, clinical laboratory tests, diagnostic X-rays and electroencephalography services, which are often available for both internal and outside inpatients but also for outpatients. Mental health hospitals exclude community-based psychiatric inpatient units of general hospitals.

Specialized (other than mental health and substance abuse) hospital:
Licensed establishments that are primarily engaged in providing diagnostic and medical treatment as well as monitoring services to inpatients with a specific type of disease or medical condition.

Residential long-term care facilities:
The category of Residential long-term care facilities comprises establishments that are primarily engaged in providing residential long-term care that combines nursing, supervisory or other types of care as required by the residents. In these establishments, a significant part of the production process and the care provided is a mix of health and social services, with the health services being largely at the level of nursing care, in combination with personal care services. The medical components of care are, however, much less intensive than those provided in hospitals. 

Medical practices:
This subcategory comprises both offices of general medical practitioners and offices of medical specialists (other than dental practice) in which medical practitioners holding the degree of a doctor of medicine (Code 2210 ISCO-08) are primarily engaged in the independent practice of general or specialized medicine. This group also includes the practices of TCAM professionals with a corresponding medical education.

Dental practice: 
This item comprises establishments of health practitioners holding the degree of doctor of dental medicine or a qualification at a corresponding level primarily engaged in the independent practice of general or specialized dentistry or dental surgery. These practitioners operate independently or as part of group practices in their own offices or in the facilities of others, such as hospitals or HMO medical centers. They can provide either comprehensive preventive, cosmetic, or emergency care, or specialize in a single field of dentistry.

Other health care practitioners:
Establishments of independent health practitioners (other than physicians and dentists) such as chiropractors, optometrists, mental health specialists, physical, occupational, and speech therapists and audiologists primarily engaged in providing care to outpatients. These practitioners operate independently or as part of group practices in their own offices or in the facilities of others, such as hospitals or medical centers.

Ambulatory health care centers:
Establishments primarily engaged in providing health care services directly to outpatients who do not require inpatient services. This includes establishments specialized in the treatment of day cases and in the delivery of home care services. Consequently, these establishments do not usually provide inpatient services. Health practitioners in ambulatory health care primarily and secondary provide services to patients visiting the health professional’s office, except for some pediatric and geriatric conditions.

Providers of ancillary services:
Comprises establishments that provide specific ancillary type of services directly to outpatients under the supervision of health professionals and not covered within the episode of treatment by hospitals, nursing care facilities, ambulatory care providers or other providers. Included are providers of patient transportation and emergency rescue, medical and diagnostic laboratories, dental laboratories and other providers of ancillary services. These specialized providers may charge patients directly for their services rendered or may provide these ancillary services as benefits-in-kind under special service contracts.

Retailers and other providers of medical goods:
They include establishments whose primary activity is the retail sale of medical goods to the general public for personal or household consumption or utilization, including fitting and repair done in combination with sale.

Providers of preventive care:
This category comprises organizations that primarily provide collective preventive programmes and campaigns/public health programmes for specific groups of individuals or the population-at-large, such as health promotion and protection agencies or public health institutes as well as specialised establishments providing primary preventive care as their principal activity. This includes the promotion of healthy living conditions and lifestyles in schools by special outside health care professionals, agencies or organizations.

Providers of health care system administration and financing:
This item comprises establishments that are primarily engaged in the regulation of the activities of agencies that provide health care and in the overall administration of the health care sector, including the administration of health financing. While the former relates to the activities of government and its agencies in handling governance and  managing the health care system as a whole, the latter reflects administration related to fund raising and purchasing health care goods and services by both public and private agents.

Rest of the economy:
This item comprises industries not classified elsewhere that provide health care as secondary producers or other producers. Included are producers of occupational health care and home care provided by private households. It is include: Households as providers of home health care, All other industries as secondary providers of health care, Other industries n.e.c.

Rest of the world:
This item comprises all non-resident units providing health care goods and services as well as those involved in health-related activities. In both cases the provision is directed for final use to country residents. 

1.2 Classifications
The methodology used to collect and process statistical data based on adoption international standard by PCBS, and it is depend on System of Health Accounts, SHA 2011 edition, which was issued by the Organization for Economic Co-operation and Development (OECD) and World health organization (WHO) and the Statistical Office of the European Communities (Eurostat).  

· The System of Health Accounts, 2011 edition. OECD, Eurostat, WHO.



Chapter Two

Main Findings


2.1 Total Expenditure on Health in Palestine
The results of the Palestinian Health Accounts for 2017 in Palestine indicated that the total expenditure on health increased by 10.3% compared with 2016 in all institutional sectors: in 2017 health expenditure totalled USD 1,466.7 million compared with USD 1,330.1 million in 2016. While registered capital expenditure was USD 26.5 million in 2017, compared with USD 22 million in 2016. (See table 1)

2.2 Financing of Health Care 
SHA 2011 further develops the health care financing interface to allow for systematic assessment of how finances are mobilized, managed and used, including the financing arrangements (Financing schemes), the institutional units (Financing agents) and the revenue-raising mechanisms (Revenues of financing schemes). (See table 2)

During 2016 and 2017 the Government schemes and compulsory contributory health care financing scheme contributed with 40.2% in 2016, while it was 42.3% in 2017.  The  household's out-of-pocket payment scheme decreased from 44.4% in 2016 to 41.8% in 2017.  The contribution of voluntary health care payment schemes reached 12.7% in 2016 while it was 12.4% in 2017.  Rest of the world is the source of funding in Palestinian economy, it contributed with 2.7% in 2016 and 3.5% in 2017. (See table 2)

Percentage Distribution of Total Current Expenditure on Health by Financing
 Schemes in Palestine 2016, 2017
	



Expenditure by financing agents shows the highest contribution in 2017 was by central government who managed 42.4%, while in 2016 households managed and paid 44.5% of health expenditure and it decreased to 41.8% in 2017.  Also, the percent contribution of non-profit institutions serving households (NPISH) as financing agent was 12.6% in 2016, and it decreased slightly to 12.4% in 2017.  Insurance corporations increased from 2.9% in 2016 to 3.4% in 2017. (See table 3)


Percentage Distribution of Total Current Expenditure on Health by Financing Agents
 in Palestine 2016, 2017
	



2.3 Health Expenditure According to Function of  Health Care
The following table shows the distribution of current expenditure on health by function of health care in Palestine for 2016 and 2017: 
 
	2017
	2016
	Health care functions

	Percent contribution
	Current Health expenditure 
(value in USD1000)
	Percent contribution
	Current health expenditure
 (value in USD 1000)
	

	69.3
	1,018,431.6
	70.0
	931,819.1
	Curative care

	0.2
	2,449.4
	0.1
	1,204.2
	Rehabilitative care

	0.3
	3,761.2
	0.2
	2,688.0
	Long-term care (health)

	3.7
	54,288.4
	3.7
	49,563.0
	Ancillary services (non-specified by function)

	20.9
	306,867.0
	21.2
	281,750.6
	Medical goods

	3.0
	43,483.7
	2.0
	26,357.1
	Preventive care

	2.6
	37,420.2
	2.8
	36,675.9
	[bookmark: RANGE!A23]Governance, and health system and financing administration



Most of the total health expenditure was spent by curative care (inpatient curative care and outpatient curative care) with 69.3% as contribution in health expenditure, while data shows that 20.9% of the total health expenditure was spent on medical goods in 2017.  While the small part of expenditure was by rehabilitative care. (See table 7)

2.4 Health Expenditure by Health Care Provider[footnoteRef:1] [1:  Include all sources of funding.] 

[bookmark: OLE_LINK1]Hospitals, which were classified according to type: general hospitals, mental health hospitals and specialized hospitals and Unspecified hospital, held the highest-rank in the percent contribution in current health expenditure. They spent equivalent of 34.6% and 35.8% in the years 2016 and 2017, respectively. (See table 6)

Total expenditure by providers on retailers and other providers of medical goods in all sectors in Palestine reached 21.2% in 2016 and it was decreased to reach 20.9% of total current expenditure in 2017.  While the total expenditure by ambulatory health care centers  in 2017 was USD 194.7 million, with a percentage of about 13.3%.(See table 6)

Percentage Distribution of Total Current Expenditure on Health by Providers in Palestine for 2017
	



2.5 Percentage of Total Health Expenditures to Gross Domestic Product (GDP)
The percentage of health expenditure of the Gross Domestic Product (GDP) in Palestine at current prices was 10.3% in 2017 and 10.1% in  2016.[footnoteRef:2] [2:  Include gross capital formation in health care providers.] 


Total Health Expenditure[footnoteRef:3], GDP at Current Prices in Palestine 2016 and 2017 [3:  Include total current expenditure and gross capital formation.] 

	









Chapter Three

Methodology 

The methodology used to compile the Palestinian Health Accounts at current prices for 2016, 2017 was based on data tabulation, in addition to processing data from all available sources to measure expenditure by health service provider and financing schemes.

3.1 General Overview

3.1.1 Framework of Palestinian Health Accounts
1. Updating of data sources according to the latest available administrative records from government and UNRWA sources, in addition to population estimates.
2. Harmonizing the methodologies from various data sources based on the most recent for the purposes of consistency and data comparison.
3. Unifying the coverage of data.

3.1.2 Geographical Coverage
For statistical purposes, the data was published for Palestine excluding those parts of Jerusalem which were annexed by Israeli occupation in 1967. 

3.2 Methodology of Palestinian Health Accounts 

3.2.1 Classification Systems
The set of Palestinian classifications is based on International Classification for Health Accounts which used the System of Health Accounts (2011 edition), issued by the Organization for Economic Co-operation and Development (OECD), World health organization (WHO) and European Union (Eurostat), and it is compatible with SNA 2008. 
Since health accounts are a branch of satellite accounts, each item should be explicitly allocated to the category in which it belongs.
The compilation of Palestinian health accounts within the following dimensions: financing scheme, financing agents, revenues of health care financing scheme, functional classification of health care provider, at current prices depends on the following three main parts:
1. Classification systems for various data dimensions based on System of Health Accounts issued by the Organization for Economic Co-operation and Development (OECD), World health organization (WHO) and Statistical Office of the European Communities (Eurostat).
2. Preliminary treatment of data was in computer programs. 
3. Aggregated sheet for the total value of expenditures. 

3.2.2 Preliminary Treatment of Data from Individual Sources
In the treatment process of data for 2016-2017, data sets of each given source were treated independently from other sources. The purpose of this method is twofold:
1. To obtain reliable and consistent numbers on relevant transactions with the correct coding and classification;
2. To facilitate and speed up data preparation in future years.


	Economic Activity
	Source
	Technical Notes

	Government sector
	Ministry of Health
	1. Obtained detailed data of revenues, expenditures and treatment inside Palestine and transfers abroad.
2. Financing schemes for government expenditure of health was determined by source of financing for government.  
3. Reclassifying the total cost by health functions was based on cost analysis study for government hospitals. 

	
	Administrative records of military medical services.
	It was not possible to obtain any financial data on these services but PCBS obtained data on patient activities from military health facilities. It was recommended to use the data to generate estimates of the relevant expenditures by assuming that the cost level of these services is similar to that of the Ministry of Health.

	Non-profit institutions serving households
	United Nations Relief and Works Agency for Palestine Refugees (UNRWA)
	Based on the total expenditure by UNRWA, PCBS estimated the value of expenditure per item by using the number of staff and number of visits to UNRWA’s primary health care centers.

	
	Nonprofit institutions of health activities from the services survey within the economic surveys series conducted annually by PCBS.
	Data was classified by financing scheme depending on distribution of establishment revenues (inside/outside) from annual economic surveys.

	Household sector
	Palestinian expenditure and consumption survey 2017.

	The value of health expenditure was reweighted to represent the household that spent on health.

	Insurance enterprises
	Survey of insurance enterprises attached to the Finance and Insurance Survey conducted annually by PCBS.
	Determining premiums and claims for health insurance in the total economy. 


	Profit sector
	Palestinian household expenditure and consumption survey 2017.

	Determining household out-of-pocket payments for private sector to determine the value of expenditure on medical and pharmaceutical goods. 




Chapter Four

Quality

4.1 Accuracy
Palestinian Health Accounts is prepared in Palestine based on a set of statistical sources (surveys and administrative records) and scientific methodologies according to international standards. Data processing is automated through computerized programs, which minimize the probabilities of human errors. The computerized system of files contains a set of tests through equations to ensure that there are no errors in processing, conversion…etc. Those procedures ensure the minimization of errors that may result from omission or inaccuracy when preparing data.

4.2 Comparability
This report represents annual Palestinian health expenditure tables for 2016-2017, which illustrate Palestinian financing schemes, financing agents and types of financing revenues,  as well as total expenditure distributed by health functions and providers of health services in Palestine. The data was presented as matrix of health expenditure by providers and financing schemes, matrix of functions and financing schemes and total expenditure by providers and health functions. 

4.3 Data Quality

4.3.1 Coverage and Inclusiveness
Since the Palestinian health accounts were established, PCBS has worked strenuously to ensure data quality and coverage by the adoption of a number of practices, which can be summarized as follows:
- Conducting specialized surveys covering health activities; such as the health care providers and beneficiaries survey.
- Conducting it as an annex to finance and insurance survey to cover health insurance.
- Developing data quality for the detailed items of the health expenditure by providers and function of care based on specialized studies.
- Developing the consistency of data after updating from various sources and comparing data structure (percentage of total health expenditure according to the source of funding, health care provider and function of care) in addition to comparing consistency during the time series.

4.4 Technical issues

4.4.1 Technical issues about adoption of the System of Health Accounts, 2011 edition as a comprehensive framework
- Processing of financing source of Ministry of Health: through distribution of revenues by source: internal (local revenues) and external (rest of the world).
- Expenditure of rest of the world was collected from two sources, first the economic surveys for non-profit health institutions and the external funding of Palestinian Ministry of Health. 
- Reclassification of health expenditure transaction after changing the system of health accounts (2011 edition) taking into consideration - while being implemented- that some of the transactions were transferred to the reporting items in the new system that were deducted from the total current health costs in the new system.   
- Premium of health insurance which was paid by households was canceled through processing of 2016-2017 data depending on system of health accounts concepts while the total expenditure on health outside Palestine by household was added to the Palestinian current health expenditure.
- Splitting the total health expenditure to current expenditure and capital expenditure based on guidance of system of health accounts (2011 edition).


4.4.2 Other technical Notes
Despite the said measures, some problems and challenges remained in the development of coverage and the comprehensiveness of the data, primarily:
- The lack of financial statements for the military medical services sector, which is part of government spending.
- Data for non-profit institutions serving households (NPISH) have two sources, namely UNRWA (as the main provider of health services in Palestine) and secondly, charitable associations working to provide medical services in different governorates as ascertained in the economic surveys and weighted to reflect conditions in the general economy.
- Health expenditure covered Palestine excluding those parts of Jerusalem which were annexed by Israeli occupation in 1967, due to the lack of detailed data from its sources. 




2016	
Household out-of-pocket payment	Government schemes and compulsory contributory health care financing schemes 	Voluntary health care payment schemes	Rest of the world	44.4	40.200000000000003	12.7	2.7	2017	41.8
12.4

Household out-of-pocket payment	Government schemes and compulsory contributory health care financing schemes 	Voluntary health care payment schemes	Rest of the world	41.9	42.3	12.3	3.5	
%


2016	12.6

Household	Central government	Non-profit institutions serving households (NPISH)	Commercial insurance companies	44.4	40.1	12.5	2.9	2017	
Household	Central government	Non-profit institutions serving households (NPISH)	Commercial insurance companies	41.8	42.4	12.4	3.4	%


2017	hospitals
35.8%

hospitals	Residential long-term care facilities	Medical practices	Dental practice	Other health care practitioners	Ambulatory health care centres	Providers of ancillary services	Retailers and other providers of medical goods	Providers of preventive care	Providers of health care system administration and financing	Rest of the economy	Rest of the world	35.890929408608294	7.5591386522751908E-2	9.220669645459548	3.5823649188331781	0.27364804631344558	13.272230239077379	3.6399976409651202	20.922253096488959	0.47210696927766793	2.5513166789561481	2.7571390634017896	7.3417529060957465	GDP (in million USD)	
2016	2017	13425.7	14498.1	Total health expenditure  (in million USD)	
2016	2017	1352.1	1493.2	
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