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Accoun�ng Basis 
Government accounts and the public budget in Bangladesh is based on fiscal or split year of July through 
June basis. Much of the public-sector data are compiled on fiscal year basis by the Controller General of 
Accounts (CGA). The CGA audited electronic data is also preserved on fiscal year basis. Hence, when public 
sector data is referred for a calendar year, say 2020, that would mean it is referring to fiscal year 2019-20. 
This devia�on from the interna�onal prac�ce needs to be kept in view par�cularly during inter-country 
comparisons. Ra�onale behind using the calendar year basis is that almost 70% of healthcare expenditure 
in Bangladesh are made by the private sector and most of the private sector healthcare providers prefer 
repor�ng annual expenditure on calendar year basis. It is also to be men�oned that the System of Na�onal 
Accounts 93 (SNA-93) recommends compila�on of all accounts rela�ng to na�onal accoun�ng to be on a 
calendar year basis to ensure proper interna�onal comparison. 

Expenditures are calculated using an accrual defini�on, i.e., the year defined for the provision of health 
care goods and services is the year in which the health care goods and services are consumed. Annual 
government expenditures do not need to be adjusted using this defini�on, even though the accrual 
(obliga�on incurred) year may or may not exactly coincide with the fiscal year in which the cash 
transac�on occurs. This defini�on also implies that the incurrence of liabili�es by an en�ty is equivalent to 
an actual expenditure.

Government Expenditure
Since the third Bangladesh Na�onal Health Accounts (BNHA-3) 2007, using audited government 
expenditure data for repor�ng public expenditure has been adhered to. Recently the Ministry of Finance 
(MOF) upgraded its accoun�ng system and introduced an Integrated Budget and Accoun�ng System 
(iBAS++). Healthcare func�on coding of BNHA for the period of 2016-2020 has been completed using new 
iBAS++ coding. It is not uncommon to have miscoding when a new system is introduced. Hence, 
government expenditure reported under BNHA 6 may be subject to changes if such errors are detected in 
the future.

Development Partner Spending 
Government borrowing or receipt of grants from development partners for healthcare services are treated 
as government’s own funds. This type of funds is directly deposited at the treasury and at the �me of 
disbursement source of funds are not disclosed to the users. Foreign funds received directly by the NGOs 
are tracked and reported separately.

Purchasing Power Parity (PPP) Adjustment 
Cost of living varies between economies, and the rela�ve exchange rate does not necessarily account fully 
the differences. One popular macroeconomic analysis metric to compare economic produc�vity and 
standards of living between countries is purchasing power parity (PPP).  The World Bank provided factors 
for adjustment of Purchasing Power Parity is used for PPP conversion of all healthcare expenditure for 
Bangladesh. 

Currency units and exchange rates
Taka = Bangladeshi currency unit

US$ 1 = Taka 84.94 (approx. in July 2020) [All $ referred to in the text indicates US$]

Taka values converted into dollars ($) using exchange rates (below) for corresponding years.

Source:
a. Monthly Economic Trends, Bangladesh Bank 1997–2012
b. Na�onal Accounts Sta�s�cs, Bangladesh Bureau of Sta�s�cs, 1996–2020
c. Sta�s�cal Yearbook of Bangladesh, various issues, Bangladesh Bureau of Sta�s�cs
d. World Economic Outlook Database, Interna�onal Monetary Fund 

Notes
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Year

 GDP 
current 
price 

(billion 
Taka) 

GDP in 
US$ (in 
billion)

 
Population 

(Million)
 

Per 
Capita 
GDP 

(Taka) 

Per 
Capita 
GDP 
($) 

Implied PPP 
conversion 

rate
 

Purchasing 
Power Parity 

(PPP) per 
capita GDP 

($) 

Taka 
Rate 
per 
US$ 

Purchasing 
Power Parity 

(PPP) per 
capita THE 

($) 
1997 2,060 $48  122.4 16,834 $394  $15  $1,143  42.70 $26  
1998 2,269 $50  124.8 18,183 $400  $15  $1,192  45.46 $27  
1999 2,465 $51  127.2 19,377 $403  $16  $1,241  48.06 $29  
2000 2,685 $53  128.0 20,974 $417  $16  $1,328  50.31 $31  
2001 2,913 $54  130.3 22,351 $414  $16  $1,400  53.96 $35  
2002 3,143 $55  132.6 23,695 $413  $16  $1,452  57.44 $38  
2003 3,483 $60  134.9 25,828 $446  $17  $1,523  57.90 $38  
2004 3,833 $65  137.0 27,988 $475  $17  $1,621  58.94 $42  
2005 4,271 $70  138.9 30,751 $501  $18  $1,756  61.39 $47  
2006 4,823 $72  140.6 34,299 $511  $18  $1,906  67.08 $54  
2007 5,498 $80  142.2 38,661 $560  $19  $2,072  69.03 $59  
2008 6,287 $92  143.7 43,746 $638  $20  $2,216  68.60 $64  
2009 7,051 $102  145.2 48,543 $706  $21  $2,320  68.80 $68  
2010 7,975 $113  146.9 54,296 $768  $22  $2,450  70.74 $76  
2011 9,158 $119  148.5 61,691 $801  $23  $2,635  77.00 $85  
2012 10,552 $133  150.0 70,329 $889  $24  $2,957  79.10 $92  
2013 11,989 $150  152.7 78,515 $982  $25  $3,145  79.93 $93  
2014 13,437 $173  154.7 86,857 $1,118  $26  $3,364  77.72 $99  
2015 15,158 $195  156.8 96,671 $1,245  $27  $3,543  77.63 $104  
2016 17,329 $221  160.2 108,156 $1,382  $28  $3,795  78.27 $112  
2017 19,758 $249  162.8 121,371 $1,532  $30  $4,081  79.24 $119  
2018 22,505 $274  165.1 136,285 $1,660  $31  $4,446  82.10 $131  
2019 25,362 $302  167.5 151,442 $1,804  $31  $4,821  83.94 $137  
2020 27,393 $323  169.8 161,318 $1,899  $33  $4,917  84.94 $138  
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Comparison between SHA 2011 and BNHA key defini�ons

Defini�ons under System of Health Accounts 2011 
(SHA 2011) Classifica�on 

Defini�ons under Bangladesh Na�onal Health 
Accounts (BNHA) Classifica�on 

Total Health Expenditure 

SHA 2011 limits the Total Health Expenditure (THE) to 
current expenditure on health care which is “final 
consumption expenditure of resident units on health 
care goods and services.” Capital formation is treated 
as an investment, thereby delineating it as an explicit 
activity. Research and development as well as 
education and training are viewed as not part of final 
consumption and included under capital account. 

 

Bangladesh National Health Accounts (BNHA) 
definition of THE differs from SHA 2011 definitions 
and adheres to the SHA 1.0 definitions where 
aggregates of “current expenditure on health” and 
“gross capital formation” are summed to arrive at 
THE. 

 

Healthcare Financing Classifications 

The structure and transactions of the health financing 
system under SHA 2011 comprises three components 
(i) financing schemes – the financing arrangements 
(e.g. social health insurance, voluntary insurance) 
through which health care goods and services are 
purchased (ii) financing agent - the institutional units 
(e.g. ministry of health, local government, private 
insurance companies) that manage/operate the 
financing schemes and (iii) revenue of the scheme  – 
the types of transaction (e.g. government transfer 
from domestic revenues, transfers from foreign 
donors, social insurance contributions) through which 
the financing schemes obtain their revenues.  

 

Bangladesh National Health Accounts (BNHA) has 
adopted the SHA 2011 definition and classification for 
financing. Alike SHA2011, BNHA framework allows 
estimates of expenditure of health care financing 
schemes and the types of revenues of the health care 
financing schemes.  

 

Healthcare Function Classifications 

According to System of Health Accounts 2011 
(SHA2011) guideline, health care functions imply the 
types of goods and services provided and activities 
performed within the health accounts boundary. 
Functional outlay refers to current spending on health 
care and therefore relates to consumption and 
excludes investment outlays. 

 

Bangladesh National Health Accounts (BNHA) 
boundary of functions slightly differs from SHA2011. 
BNHA treats all recurrent expenditure on medical 
research, education, training and capital investments 
as part of healthcare function and therefore, reports 
them as separate items under functional 
classification.  
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Figure 1: An Overview of Flow of Funds 
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Execu�ve Summary
This report presents the results of the Bangladesh Na�onal Health Accounts (BNHA) 1997-2020. This is the 
sixth round of BNHA which has been developed and updated based on the System of Health Accounts (SHA) 
2011 guidelines. Total Health Expenditure (THE) for Bangladesh is defined as Current Health Expenditure (CHE) 
plus expenditure made on gross capital forma�on, health educa�on and research. THE and CHE for Bangladesh 
in 2020 is Taka 777 billion ($9.1 billion) and Taka 719 billion ($8.5 billion) respec�vely. THE accounts for 2.8% of 
Bangladesh’s Gross Domes�c Product (GDP) in 2020, while CHE’s share in GDP is 2.6%. Per capita THE for 2020 
is es�mated Taka 4,578 ($54) and CHE is Taka 4,239 ($50). During the last one decade, THE remained steady at 
around 3% of GDP.  Since 2010, THE share of GDP has remained between 2.8% to 3%.

Figure 2: Real Growth of Per-Capita GDP, THE and CHE, 2020

A comparison of Current Health Expenditure (CHE) as share of GDP amongst the SAARC Countries indicates 
Bangladesh has the lowest (2.3%) healthcare outlay. While Bangladesh’s per capita THE in 2020 is Taka 4,578 ($ 
54), its Purchasing Power Parity (PPP), adjus�ng for cost of living is Taka 11,851 ($140). In nominal terms, health 
sector spending in Bangladesh has outpaced its GDP growth. The average nominal growth of THE for the period 
1998-2020 is 13% while it was around 12% for GDP. In 2020, the growth rate of THE in current price is 13%, and 
7% when adjusted for infla�on. The average annual growth rate in real term during 2016-2020 is 5.8%.

Figure 3: Per Capita CHE of the SAARC Na�ons, 2018
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Health sector spending by the private sector in Bangladesh is larger than the public sector. Although 
government expenditure in healthcare is increasing every year, its rela�ve share to total public 
consump�on1  has declined over the years. Presently, public sector outlay on health as a percent of total 
public consump�on is 10%, while it was 17% in 1997. A steady decline in public share of THE to total public 
consump�on is one of the key reasons of high OOP payment in Bangladesh. While wider availability of 
pharmaceu�cal drugs is of convenience to households across the country, their propensity to consume 
an�bio�cs, with or without a prescrip�on, is alarmingly high. This phenomenon has nega�ve consequences 
both in terms of higher out-of-pocket spending on health, and adverse health outcomes for many.

Health Expenditure by Financing Schemes
Health care financing schemes are types of financing arrangements through which people obtain health 
services. Health care financing schemes include direct payments by households for services and goods and 
third-party financing arrangements. Government provided healthcare services primarily offered through the 
Ministry of Health and Family Welfare (MOHFW) facili�es is considered as government financing schemes.

Household financing schemes through out-of-pocket payments (OOP) cons�tute around two-third (68.5%) 
of THE, followed by the government (23%) outlay. In 2020, Taka 534 billion was paid by households for 
healthcare, while the government’s spending was Taka 180 billion. Rest of the world (development 
partners) contribu�on was Taka 39 billion (5%) while that of NGOs is Taka 13 billion (2%). The contribu�ons 
to financing scheme by private corpora�ons, autonomous bodies and voluntary health insurance in 
combine is around Taka 12.5 billion (2%).

The Ministry of Health and Family Welfare (MOHFW) is the largest contributor amongst government 
operated schemes. In 2020, MOHFW alone contributed about Taka 168 billion (93% of total public health 
expenditure) while the combined contribu�on of all other ministries was around Taka 9.5 billion. Local 
government spending on health for 2020 is Taka 2.5 billion. For private sector schemes, household 
accounts for 89% of private expenditure in 2020 followed by financing schemes of the foreign 
development partners (7%) implemented by NGOs; the la�er’s own contribu�on accounts for another 2% 
of total private spending. Other private financing schemes, primarily offered by private companies and 
corpora�ons, accounts for around 2% of total private schemes in 2020. 

Figure 4: Health Sector Financing by Key Stakeholders in 2020 

Health Expenditure by Financing Agents
Financing agents are ins�tu�onal units that manage one or more financing schemes. In 2020, the central 
government as a financing agent spent Taka 177 billion which is around 23% of THE. Apart from the Central 
government, State/Regional/Local government also act as public financing agents, who accounts for less 
than one percent of THE. Households as a finance agent manages 68.5% of THE followed by Rest of the 
World (5%), which are direct foreign aid received by the NGOs. In addi�on, NGO from its own source spent 
Taka 13 billion in 2020. Large private and public corpora�on also act as financing agents and their 
combined expenditure for 2020 was Taka 11 billion in 2020.
1  Public Consump�on: The value of gross output is equal to the sum of the value of intermediate consump�on of goods and services, 
compensa�on of employees, consump�on of fixed capital less sales. – Bangladesh Na�onal Accounts Sta�s�cs: Sources and Methods. (Revised 
es�mates from 1995-96 to 2013-14, with base year 2005-06)

Out-of-Pocket (OOP) Expenditure on Healthcare
Out-of-pocket (OOP) expenditure is a payment made by households directly to providers in obtaining healthcare 
goods and services. Bangladesh is one of those countries with extremely high rate of OOP health expenditure. 
In 2020, households OOP health expenditure is Taka 532 billion which is 69% of Total Health Expenditure (THE). 
OOP payments by households are largely made at Pharmacies/retail drug outlets (Taka 346 billion).

Figure 5: Out-of-Pocket Expenditure by Healthcare Services, 2020 

Health Expenditure by Providers
In 2020, Taka 183 billion was spent at various hospitals which is equivalent to 25% of Total Health 
Expenditure. While 48% of hospital expenditure is at public facili�es, 52% outlay are in private (inclusive 
of NGO) hospitals. Since 2001 the rela�ve share of private hospitals has con�nued to increase, peaking in 
2012. In 2012, rela�ve expenditures for private and public hospitals were 71% and 29% respec�vely. Since 
2016, the difference in outlay has been minimal, and public hospitals spending reported higher hospital 
expenditures in 2018 and 2019. Ambulatory healthcare providers offer outpa�ent services. In 2020, Taka 
124.6 billion was spent on ambulatory healthcare services. Much of the ambulatory care services 
expenditures are made at medical prac�ces (46%) and health care centers (42.4%). Expenditure in dental 
facili�es is Taka 1.24 billion in 2020.

Total Health Expenditure by Func�ons
According to the System of Health Accounts 2011 (SHA 2011) guidelines, healthcare goods and services 
produced by healthcare providers for consump�on by households is classified as healthcare func�on. Retail 
drugs and medical goods and services of cura�ve care account for the major share of THE. On retail drugs 
and medical goods Taka 362 billion, which accounts for 46.5% of THE, was spent in 2020. Outlay on cura�ve 
care was Taka 216 billion (28% of THE). Expenditure on preven�ve care Taka 58 billion (7.5% of THE); Taka 65 
billion (8.3% of THE) on ancillary services (e.g., pathological lab and imaging service); Taka 26 billion (3.4% of 
THE) on gross capital forma�on; Taka 31 billion (4% of THE) on educa�on, training and research in health. 
Expenditure on educa�on and research has seen a significant jump in 2014, and the trend con�nues.

Total Health Expenditure by Division
Dhaka division with the largest popula�on and highest number of health facili�es has the highest healthcare 
expenditure. In 2020, THE for Dhaka division Taka 285.6 billion (37.7% of THE) is the highest while that of 
Mymensingh division Taka 25.7 billion (3.2% of THE) is the lowest. In 2020, per capita THE is the highest in 
Dhaka (Taka 7,039) followed by Chi�agong (Taka 5,038) and Khulna divisions (Taka 4,043. The lowest per 
capita THE is Mymensingh (Taka 2,060). Private healthcare expenditure is the highest in Dhaka division (Taka 
212 billion) in 2020. It amounts to 36% of total private sector expenditure across the eight divisions. 
Chi�agong division’s share for the same period is 28%, Barisal (4%), Rangpur (4%) and Mymensingh (2%).
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Health sector spending by the private sector in Bangladesh is larger than the public sector. Although 
government expenditure in healthcare is increasing every year, its rela�ve share to total public 
consump�on1  has declined over the years. Presently, public sector outlay on health as a percent of total 
public consump�on is 10%, while it was 17% in 1997. A steady decline in public share of THE to total public 
consump�on is one of the key reasons of high OOP payment in Bangladesh. While wider availability of 
pharmaceu�cal drugs is of convenience to households across the country, their propensity to consume 
an�bio�cs, with or without a prescrip�on, is alarmingly high. This phenomenon has nega�ve consequences 
both in terms of higher out-of-pocket spending on health, and adverse health outcomes for many.

Health Expenditure by Financing Schemes
Health care financing schemes are types of financing arrangements through which people obtain health 
services. Health care financing schemes include direct payments by households for services and goods and 
third-party financing arrangements. Government provided healthcare services primarily offered through the 
Ministry of Health and Family Welfare (MOHFW) facili�es is considered as government financing schemes.

Household financing schemes through out-of-pocket payments (OOP) cons�tute around two-third (68.5%) 
of THE, followed by the government (23%) outlay. In 2020, Taka 534 billion was paid by households for 
healthcare, while the government’s spending was Taka 180 billion. Rest of the world (development 
partners) contribu�on was Taka 39 billion (5%) while that of NGOs is Taka 13 billion (2%). The contribu�ons 
to financing scheme by private corpora�ons, autonomous bodies and voluntary health insurance in 
combine is around Taka 12.5 billion (2%).

The Ministry of Health and Family Welfare (MOHFW) is the largest contributor amongst government 
operated schemes. In 2020, MOHFW alone contributed about Taka 168 billion (93% of total public health 
expenditure) while the combined contribu�on of all other ministries was around Taka 9.5 billion. Local 
government spending on health for 2020 is Taka 2.5 billion. For private sector schemes, household 
accounts for 89% of private expenditure in 2020 followed by financing schemes of the foreign 
development partners (7%) implemented by NGOs; the la�er’s own contribu�on accounts for another 2% 
of total private spending. Other private financing schemes, primarily offered by private companies and 
corpora�ons, accounts for around 2% of total private schemes in 2020. 

Figure 4: Health Sector Financing by Key Stakeholders in 2020 

Health Expenditure by Financing Agents
Financing agents are ins�tu�onal units that manage one or more financing schemes. In 2020, the central 
government as a financing agent spent Taka 177 billion which is around 23% of THE. Apart from the Central 
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World (5%), which are direct foreign aid received by the NGOs. In addi�on, NGO from its own source spent 
Taka 13 billion in 2020. Large private and public corpora�on also act as financing agents and their 
combined expenditure for 2020 was Taka 11 billion in 2020.
1  Public Consump�on: The value of gross output is equal to the sum of the value of intermediate consump�on of goods and services, 
compensa�on of employees, consump�on of fixed capital less sales. – Bangladesh Na�onal Accounts Sta�s�cs: Sources and Methods. (Revised 
es�mates from 1995-96 to 2013-14, with base year 2005-06)

Out-of-Pocket (OOP) Expenditure on Healthcare
Out-of-pocket (OOP) expenditure is a payment made by households directly to providers in obtaining healthcare 
goods and services. Bangladesh is one of those countries with extremely high rate of OOP health expenditure. 
In 2020, households OOP health expenditure is Taka 532 billion which is 69% of Total Health Expenditure (THE). 
OOP payments by households are largely made at Pharmacies/retail drug outlets (Taka 346 billion).
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Figure 6: Divisional Share of THE by Selected Years
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Bangladesh Na�onal Health Accounts 
1997-2020

Background
1.  Na�onal Health Accounts (NHA) are a tool, which describes the expenditure flows – both public and 

private – within the health sector of a country. They describe, in an integrated way, the sources, uses 
and channels for all funds u�lized in the whole health system. NHA shows the amount of funds 
provided by major financing agent (e.g., households, government, firms), and how these funds are 
used in the provision of final services, organized according to the ins�tu�onal en��es providing the 
services (e.g., hospitals, outpa�ent clinics, pharmacies, tradi�onal medicine providers) and types of 
services (e.g., inpa�ent and outpa�ent care, dental services, medical research). 

2. Under NHA, health expenditures are typically grouped into two categories: (a) direct health 
expenditures, and (b) health related expenditures. Direct health expenditures include outlays on goods 
or services that a�end to provision of care, preven�on, public health, stewardship and general 
administra�on. Health-related expenditures encompass such ac�vi�es as educa�on and training of 
health personnel, research and development in health, food, hygiene and water control, 
environmental health, capital forma�on, etc. What cons�tutes total health spending for repor�ng 
purposes can be defined as a mixture of sum of various components. Under the Bangladeshi Na�onal 
Health Accounts (BNHA), Total Health Expenditure (THE) is defined as the sum of direct health 
expenditures and capital forma�on plus educa�on and research expenditures of all healthcare 
providers. Current Health Expenditure (CHE) includes all components of THE except expenditures on 
capital forma�on, educa�on and research related to the health sector.

3.   Payment of healthcare good and services in Bangladesh are mostly met by households out of pocket 
expenditure followed by the government; government funding is largely directed through the Ministry 
of Health and Family Welfare (MOHFW). A sizeable por�on of government budget is financed through 
interna�onal development partners, and MOHFW is no excep�on to that. The largest donors in the 
health sector are USAID, European Union, CIDA, DFID, Asian Development Bank and the World Bank. 
Interna�onal donors disburse funds both to government and NGOs.

NHA in Bangladesh
4.   The Health Economics Unit (HEU) of the Health Services Division (HSD) under the Ministry of Health and 

Family Welfare (MOHFW) ini�ated work on development of Na�onal Health Accounts for Bangladesh in 
1997. Subsequently, five more rounds of Bangladesh Na�onal Health Accounts (BNHA), including this one, 
have been produced. Over �me BNHA has improved its quality of es�mates by adop�ng interna�onal 
guidelines and standards as well as fulfilling the needs of policy makers and other stakeholders. 

5.  According to the System of Health Accounts 2011 (SHA 2011) guideline, the defini�on of Na�onal Health 
Accounts (NHA) does not include healthcare investment and educa�on within the core func�on of 
healthcare and treat them dis�nctly under capital account. The Bangladesh Na�onal Health Accounts 
(BNHA) therefore prepares two sets of Na�onal Health Accounts es�mates: (I) BNHA es�mates which 
reveal total expenditure made under the health system for a specific year; (ii) SHA based NHA es�mates 
that offers breakdown of expenditure based on World Health Organiza�on (WHO) classifica�on. 

6.  To ensure comprehensiveness, consistency and interna�onal comparability, the BNHA framework is 
linked to the SHA framework (OECD, 2000), and uses classifica�ons based on the SHA’s Interna�onal 
Classifica�on for Health Accounts (ICHA). This feature ensures that health spending can be reported 
either using the BNHA framework and defini�ons or using the SHA framework and defini�ons. Over 
�me considerable improvements have also been made in the es�ma�on and produc�on methods, and 
the new private expenditure guidelines developed by OECD (Rannan-Eliya, 2009) have been used to 
improve es�ma�on procedures for private spending. 
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Organiza�on of the Report
7.   This report presents results of the sixth round of BNHA (referred to as BNHA-6) and provides es�mates 

of health expenditure in Bangladesh for the 1996-97 – 2019-20 period by BNHA classifica�on of 
provider, func�on, financing agent and administra�ve divisions. These es�mates are presented using 
both BNHA and SHA classifica�ons. Whilst es�mates for 1997–2020 are included in this document, 
much of the discussion is on the most recent year results, i.e., 2020. The report also highlights trends 
in expenditure pa�erns by financing agent, provider, func�on and region. 

8..  This report includes two separate annexes. The first annex includes brief technical notes that are aimed 
at providing complementary informa�on to the reader. It also presents an overview of the BNHA 
framework adopted for BNHA-6. Detailed sta�s�cal tables for the 1997–2020 periods appear in Annex 
II. It also includes a set of SHA tables for readers who wish to compare health spending in Bangladesh 
with other countries repor�ng SHA-compa�ble es�mates. 

Na�onal Health Accounts Conceptual Framework
9.   Na�onal Health Accounts (NHA) framework is organized around a tri-axial system where health care 

expenditure is recorded using Interna�onal Classifica�ons for Health Accounts (ICHA). The ICHA 
classifica�ons used for the three axes are: func�ons of health care (ICHA-HC), health care provision 
(ICHA-HP), and financing schemes (ICHA-HF), and is recognized as a core accoun�ng framework. It is 
important to remember that when total health expenditures are measured under the tri-axial system, 
the three vectors must be equal as the goal of NHA is to compile and analyze health care expenditure 
data to answer:

• What kinds of health care goods and services are consumed?

• Which health care providers deliver those goods and services?

• What financing mechanism are used to pay for goods and services used?

10. In addi�on to the core accoun�ng framework, System of Health Accounts (SHA) 2011 has separate 
classifica�on for capital forma�on with its related classifica�on of assets, and other classifica�ons that 
allow for the compila�on of addi�onal indicators in the extension of the core accoun�ng framework. 
Figure 1 shows the core health expenditure accounts of SHA 2011 and their extensions.

Figure 7: The core and extended accoun�ng framework of SHA 2011
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11. The basis for defining boundaries of health care services to be included under SHA 2011 defined 
guideline and Bangladesh Na�onal Health Accounts (BNHA) is iden�cal. However, knowing how much 
a health system is invested in infrastructure, machinery and equipment is important for policy making 
par�cularly when the government health care facili�es in Bangladesh provide most of its services at 
free of cost. Hence, BNHA reports its Total Health Expenditure (THE) which include Current Health 
Expenditure (CHE) plus capital forma�ons of all health care providers during the accoun�ng period and 
expenditure on medical research and educa�on. For interna�onal comparison, Bangladesh produces a 
different set of es�mates using SHA 2011 classifica�on and guidelines.

12. This document presents a revised and updated BNHA framework in a tabular form. A total of seven 
groups – three from the original three-way classifica�on of health care financing (HF), health care 
func�ons (HC) and health care service providers (HP) and the four new ones: (i) Classifica�on of Health 
Care Financing Schemes (HF); (ii) Classifica�on of Revenues of Health Care Financing Schemes (FS); 
Classifica�on of Factors of Health Care Provision (FP) and Capital Forma�on in Health System (HK). SHA 
2011 also introduces Memorandum Items under different classifica�ons, which have been created to 
allow further policy analysis and resource alloca�on. 

13. SHA 2011 refines func�onal classifica�ons by trying to isolate consump�on, investment and provision 
categories further strengthening the efficacy of the tri-axial approach. Hence it makes a concerted 
effort to isolate preven�ve care from its source of provision or financing. Also, preven�ve care is 
dis�nguished from cura�ve care.

14. Memorandum items have been introduced into SHA 2011 which can benefit policy analysis and 
resource alloca�on. It iden�fies policy relevant categories that may not necessarily be through a 
specific HC class or the ac�vity may be beyond the health care defini�onal boundary.
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Health Expenditure in Bangladesh
15. Na�onal Health Accounts (NHA) historically has been presented on a three-dimensional classifica�on system, 

Interna�onal Classifica�on for Health Accounts (ICHA), which had three axes: healthcare financing (ICHA-HF), 
healthcare func�ons (ICHA-HC) and healthcare service providers (ICHA-HP). The System of Health Accounts (SHA) 
2011 suggests revisions and inclusion of different concepts, defini�ons, and es�ma�on procedures. 
Notwithstanding those revisions, SHA 2011 introduced four addi�onal dimensions to the NHA framework: (i) 
Classifica�on of Health Care Financing Schemes (HF); (ii) Classifica�on of Revenues of Health Care Financing 
Schemes (FS); (iii) Classifica�on of Factors of Health Care Provision (FP) and (iv) Capital Forma�on in Health System 
(HK). All four addi�ons are significantly policy relevant. The findings are presented under these classifica�ons.

16. Total Health Expenditure (THE) for Bangladesh is defined as Current Health Expenditure (CHE) plus 
expenditure made on gross capital forma�on, health educa�on and research. THE and CHE for Bangladesh 
in 2020 is around Taka 777 billion ($9.1 billion) and Taka 719 billion ($8.5 billion) -- Table 1. THE accounts for 
2.8% of Bangladesh’s Gross Domes�c Product (GDP) in 2020, while CHE’s share in GDP is 2.6%. Per capita 
THE for 2020 is es�mated Taka 4,578 ($54) and CHE is Taka 4,239 ($50). During the last one decade, THE 
remained steady at around 3% of GDP.  Since 2010, THE share of GDP has remained between 2.8% to 3%.

Table 1: Total Health Expenditure (THE) and Per Capita THE, 1997 – 2020

17. A comparison of Current Health Expenditure (CHE) available as share of GDP amongst the SAARC Countries 
indicates Afghanistan and Maldives have the highest healthcare spending as percentage of GDP (9.4%) in 2018 
(Table 2). Nepal’s CHE share is 5.8% while that of India is 3.5%. Bangladesh has the lowest (2.3%) healthcare 
outlay as a percentage of GDP. Within South Asia, Maldives had the highest per capita expenditure on health in 
2018 – $974. Using the interna�onal comparable SHA defini�ons of CHE, expenditure per capita in Bangladesh 
in 2007 was $15 (Table 1) (SHA es�mate). In 2018, Pakistan had the lowest per capita current health 
expenditure at $43, followed by Bangladesh ($45). Public health expenditure as percentage of CHE is highest in 
Bhutan (80%) followed by Maldives (71%). Lowest public expenditure amongst the SAARC na�on is reported by 
Afghanistan accoun�ng for only 5% of the CHE and highest rate of Out-of-Pocket (OOP) expenditure (79%) in 
2018. Bhutan amongst the SAARC have lowest rate of OOP spending (13%) followed by Maldives (21%).
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Table 2: Comparison of Selected Key Indicators Amongst the SAARC Na�ons in 2018

Source: Global Health Expenditure Database, WHO website, BNHA-6-CHE es�mates 2018

18. Cost of living varies between economies, and the rela�ve exchange rate does not necessarily account 
fully the differences. Such factors as the presence of non-tradable (between countries) goods or 
services preclude a simple conversion of currencies. Hence, it warrants the need for a process, which 
accounts for these differences and provides an equivalent conversion of currencies. The calcula�on of 
Purchasing Power Parity (PPP) achieves this goal. The World Bank provided factors for adjustment of 
Purchasing Power Parity is used for PPP conversion of all healthcare expenditure for Bangladesh. While 
the per capita THE in 2020 is Taka 4,578 ($ 54), the PPP per capita THE for Bangladesh is Taka 11,851 
($140) – Table 3.

19. In nominal terms, health sector spending in Bangladesh has outpaced its GDP growth. The average 
nominal growth of THE for the period 1998-2020 is 13% (Table 4) while it was around 12% for GDP. 
During 2008-2012 the average growth in THE was higher (16%) than other periods studied. The share 
of THE to GDP is 2.8% in 2020; during the period 2010-2012 health expenditure share in THE hovered 
above 3%. Using 2020 as the base year, a comparison of Total Health Expenditure (THE) in nominal and 
constant price is presented in (Table 5). In 2020, the growth rate of THE in current price is 13%, and 7% 
when adjusted for infla�on. The average annual growth rate in real term during 2016-2020 is 5.9%.

Figure 8: THE, CHE and GDP Growth 1997-2020

Countries Current Health 
Expenditure (CHE) as 

% Gross Domestic 
Product (GDP) 

Current Health 
Expenditure 

(CHE) per 
Capita in US$ 

Domestic General 
Government Health 

Expenditure (GGHE-D) as % 
Current Health Expenditure 

(CHE) 

Out-of-pocket 
(OOPS) as % of 
Current Health 

Expenditure (CHE) 

Bangladesh 2.3% $42 17% 74% 
BNHA-CHE 2.7% $45 21% 71% 
BNHA-THE 3.0% $50 22% 64% 

Afghanistan 9.4% $50 5% 78% 
Bhutan 3.1% $103 80% 13% 
India 3.5% $73 27% 63% 
Maldives 9.4% $974 71% 21% 
Nepal 5.8% $58 25% 51% 
Pakistan 3.2% $43 36% 56% 
Sri Lanka 3.8% $157 41% 51% 
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Table 3: PPP Adjusted Per Capita GDP, THE

Table 4: THE, GDP, Annual Growth Rates and Share of Health Expenditure on GDP 1997-2020
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Table 5: THE Current and Constant Prices (2020), and Annual Growth Rates 1997-2020

20. Over �me, THE Growth in real term outpaced the growth of GDP (Figure 9). Since incep�on of NHA in 
1997, real growth in THE and CHE averaged around 7% while it is 5.9% for GDP. The highest percentage 
of real growth rate for THE (10.9%) was in 2006 (Table 6). CHE reports the final consump�on of health 
care goods and services by the resident units. Highest percentage of CHE 13.3% was reported in 2002. 
A graphical presenta�on of real growth in GDP, THE and CHE is presented in Figure 9.

(a) Constant value is calculated using 2020 as base year
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Figure 9: Per-Capita Real Growth of GDP, THE and CHE 1997-2020

Table 6: Comparison of GDP, THE and CHE 1997 to 2020

21. Health sector spending by the private sector in Bangladesh is larger than the public sector. Although 
government expenditure in healthcare is increasing every year, its rela�ve share to the total public 
consump�on2  has declined over the years. Presently, public sector outlay as a percent of total public 
consump�on is 10%, while it was 17% in 1997 (Table 7). In the last two decades average government 
spending on health remained around 14% of total public consump�on. Highest share of government 
spending to total public expenditure on health was reported 17% in 1997 and 2001. Steady decline in 
public share of THE to total public consump�on is one of the key reasons of high OOP payment in 
Bangladesh. In recent year, u�liza�on rate of MOHFW has declined (Table 7a).

2 Public Consump�on: The value of gross output is equal to the sum of the value of intermediate consump�on of goods and services, 
compensa�on of employees, consump�on of fixed capital less sales. – Bangladesh Na�onal Accounts Sta�s�cs: Sources and Methods. (Revised 
es�mates from 1995-96 to 2013-14, with base year 2005-06)
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22. Share of private sector health spending to GDP has grown almost 150% since 1997 (Figure 10). Average 
share of private sector health care spending to GDP for last two decades is around 2%. In 1997 private 
sector spending on health accounts for 1.45% of GDP which has increased to 2.18% in 2020 (Table 8). 
For the same period share of public sector health care spending to GDP averaged around 0.66%. The 
rela�vely high growth in private sector health care spending is largely dominated by sales of 
pharmaceu�cal products. While wider availability of pharmaceu�cal drugs is of convenience to 
households across the country, their propensity to consume an�bio�cs, with or without a prescrip�on, 
is alarmingly high. This phenomenon has nega�ve consequences both in terms of higher out-of-pocket 
spending on health, and adverse health outcomes for many. 

Figure 10: Growth of THE 1997-2020, Share of Public and Private Healthcare Spending as % of GDP

Table 7: THE, Public Health Expenditure and Total Public Consump�on 1997 to 2020
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Table 7a: MOHFW Budget Alloca�on and U�liza�on

Table 8: Public and Private THE and its Share in GDP 1997-2020


��������

Year MOHFW 
Budget 

(Million Taka) 

MOHFW budget 
as % of Na�onal 

Budget 

MOHFW 
budget as % 

of GDP 

MOHFW 
Expenditure 

% of Budget 
U�lized 

 2015-16  127,250 4.31 0.97 120,572 95% 
 2016-17  175,160 5.14 0.89 146,074 83% 
 2017-18  206,790 5.17 0.79 179,233 87% 
 2018-19  233,930 5.04 0.83 177,635 76% 
 2019-20  257,320 4.92 0.84 167,679 65% 
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Health Expenditure by Financing Schemes
23. Health care financing schemes are types of financing arrangements through which people obtain 

health services. Health care financing schemes include direct payments by households for services and 
goods and third-party financing arrangements. Government provided healthcare services primarily 
offered through the Ministry of Health and Family Welfare (MOHFW) facili�es is considered as 
government financing schemes. According to the of Health Accounts (SHA) guidelines, government 
schemes are generally aimed at ensuring access to basic health care for the whole society, or at least a 
large segment of the poor and disadvantaged vulnerable groups. Health insurance services to pay for 
health care expenditure of the household is very negligible. As a result, household out-of-pocket 
expenditure has become the largest financing scheme of the country.

24. Household financing schemes through out-of-pocket payments (OOP) cons�tute around two-third 
(68.5%) of THE, followed by the government (23.1%). In 2020, Taka 533 billion was paid by households 
for healthcare, while the government’s outlay was Taka 180 billion (Table 9). Rest of the world 
(development partners) contribu�on is Taka 39 billion (5%) while that of NGOs is Taka 13 billion (1.7%). 
The contribu�ons to financing scheme by private corpora�ons, autonomous bodies and voluntary 
health insurance in combine is around Taka 12.5 billion.

25. The Ministry of Health and Family Welfare (MOHFW) is the largest contributor amongst Government 
operated schemes (Table 10). In 2020, MOHFW alone funded 93% of total public health expenditure 
which translate to Taka 168 billion (Figure 11).  Combined contribu�on of all other ministries was only 
around Taka 9.5 billion (Table 10) while Local government spending on health for 2020 is Taka 2.5 
billion. For private sector schemes, household accounts for 89% of private expenditure in 2020 
followed by financing schemes of the foreign development partners (7%) implemented by NGOs; the 
la�er’s own contribu�on accounts for another 2% of total private spending (Table 11). Other private 
financing schemes, primarily offered by private companies and corpora�ons, accounts for around 2% 
of total private schemes in 2020. 

Figure 11: Share of Different Financing Schemes Under Public Spending, 2020
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Table 9: THE by Financing Schemes 1997-2020 (million Taka)

Table 10: Share of Different Schemes Under Public Spending 1997-2020 (million Taka)
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Table 11: Share of Different Schemes Under Private Sector Spending 1997-2020
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Health Expenditure by Revenue of Financing Schemes
26. Under the System of Health Accounts 2011, source of revenue for different financing schemes is termed 

as Revenue of Financing Schemes. Households are the major sources of revenue of financing schemes – 
68.5% (Taka 533 billion) -- are spent directly by them (Table 12). In 2020, government spending on health 
was around Taka 179.7 billion which is a decline of Taka 10 billion from what it spent in 2019. 
Government spending on infrastructure such as construc�on of building, procurement of medical 
machinery and motor vehicles were significantly higher during 2018 and 2019 compared to 2020. Direct 
bilateral financial transfers are foreign aid received directly by the NGOs whose share is 5% (Taka 39 
billion) in 2020. In addi�on, the NGOs also spent around Taka 13.4 billion from its own source in 2020.

Table 12: THE by Revenue of Financing Schemes 1997-2020 (million Taka)


��������



������������������������������������
���
	�	�

Health Economics Unit

Health Expenditure by Financing Agents
27. Financing agents are ins�tu�onal units that manage one or more financing schemes. For example, 

households are the financing agents for out-of-pocket payments schemes. In the Financing Agents table 
what is termed as “Central Government”, is the flow of fund to all ministries from the government. In 
2020, the central government as a financing agent spent Taka 177 billion which is around 23% of THE. 
Apart from the Central government, State/Regional/Local government also act as public financing agents, 
who accounts for less than one percent of THE (Table 13). Households as a finance agent manages 68.5% 
of THE followed by Rest of the World (5%), which are direct foreign aid received by the NGOs. In addi�on, 
NGO from its own source spent Taka 13 billion in 2020. Large private and public corpora�on also act as 
financing agents and their combined expenditure for 2020 was Taka 11 billion in 2020.

Table 13: THE by Financing Agents, 1997-2020 (million Taka)
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Out-of-Pocket (OOP) Expenditure on Healthcare
28. Out-of-pocket (OOP) expenditure is a payment made by households directly to providers in obtaining 

healthcare goods and services. According to the Global Spending on Health, “In general, when a health 
care system relies largely on OOP payment to finance its’ services, more households face catastrophic 
spending”3. Under the Sustainable Development Goals (SDG) monitoring framework, out-of-pocket 
payments as a share of total household consump�on exceeding 10% (lower threshold) or 25% (upper 
threshold) is considered as catastrophic. Regre�ably, Bangladesh is one of those countries with 
extremely high rate of OOP health expenditure. Households OOP health expenditure in 2020 is Taka 
533 billion which is 68.5% of THE and has been increasing over �me (Table 14). 

Table 14: Total Health Expenditure (THE) by Major Financing Schemes 1997-2020

29. OOP payments by households are largely made at pharmacies/retail drug outlets (Taka 344 billion; percent 
share of OOP is 64.6%) followed by ambulatory medical service provider like general physician, den�st and 
other health care prac��oners (Taka 72 billion; percent share of THE 13.4%). Households also spend 
significant por�on of their OOP payment to the medical and diagnos�c facili�es (Taka 62.4 billion; percent 
share of OOP 11.7%) – Table 15. Share of OOP expenditure to medical and diagnos�c laboratories has 
increased mostly in the last two decade, jumping from 3.8% in 1997 to 11.7% in 2020. OOP expenditure share 
of general hospitals including teaching hospitals accounts for Taka 54 billion which is 10.1% of OOP for 2020. 

30. Repor�ng OOP expenditure using providers classifica�on offers evidence on where fund is spent by the 
household while health care func�on classifica�on provides what health care goods and services are 
availed of. Expenditure for procurement of medicine remains the major contributor -- 67% of OOP 
payments by households (Table 16). In 2020, households spent around Taka 357 billion on medicine and 
availed of outpa�ent cura�ve care of Taka 69 billion (13% of OOP). A breakdown of OOP payment on 
pathological laboratories and imaging services (X-Ray, Ultrasound, CT-Scan, MRI) shows that in 2020 
household spent Taka 38 billion on laboratory services while it is Taka 24 billion on imaging services.

3 Global spending on health: a world in transi�on. Geneva: World Health Organiza�on; 2019 (WHO/HIS/HGF/HFWorkingPaper/19.4). License: CC 
BY-NC-SA 3.0 IGO.
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Figure 12: Share of Core Financing Schemes, 2020

Table 15: Out-of-Pocket Expenditure by Providers 1997-2020 (million Taka)
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Figure 13: Out-of-Pocket Expenditure by Providers 2020

Table 16: Out-of-Pocket Expenditure by Providers 1997-2020 (million Taka)

31. Analysis of household OOP healthcare expenditure using BBS’s Household Income and Expenditure survey 
data 2016 (HIES 2016) reveals that in 2020, 4.6% of household’s consump�on expenditure is made on 
health care (Table 17). A breakdown of household OOP health care expenditure by consump�on quin�les 
indicate that the richest 20% of the popula�on spend around Taka 223.1 billion or 42% of total OOP 
expenditure on health care. Further disaggrega�on of OOP expenditure on health by popula�on living in 
Rural, Urban and City Corpora�ons areas confirm that the poor living in City Corpora�on areas spend 
around Taka 606 million on health which is 2.7% of their total consump�on expenditure. 
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Table 17: Household Consump�on and OOP Healthcare Expenditure by Consump�on Quin�les

32. In 2020, household OOP on health is Taka 532.7 billion of which Taka 351 billion was spent by the rural 
popula�on while the urbanites outlay is Taka 121 billion. Residents of City Corpora�on account for 11% 
of the OOP on health (Table 17, Figure 8). In per capita terms, the highest amount is spent by those living 
in City Corpora�on area (Taka 4,850), while Taka 3,675 is the per capita OOP for the overall urban 
popula�on; Taka 3,031 is the per capita OOP of the rural popula�on. 

33. A quan�le analysis of OOP expenditure by income class suggests there is disparity in health care spending 
between the rich and the poor. For the richer group, OOP on health care outlay cons�tute a higher 
propor�on of their total consump�on expenditure. It is evident across rural, urban and cosmopolitan 
areas. For example, in 2020, OOP health expenditure as a share of their total consump�on expenditure for 
the poorest quan�le was 3.82%, 3.14% and 2.7% for the rural, urban and city corpora�on residents 
respec�vely; compara�ve es�mates for the second quan�le group were 3.82%, 3.14% and 2.7% 
respec�vely; for the richest quan�le group 5.24%, 5.07%, and 4.92% respec�vely (Table 18, Figure 8).

Table 18: Comparison of OOP Expenditure Share as % of Consump�on by Quin�les
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Quin�le OOP as % of Consump�on 2010 OOP as % of Consump�on 2020 

 
Rural OOP 

as % of 
Consump�on 

Urban OOP 
as % of 

Consump�on 

City 
Corpora�on 
OOP as % of 

Consump�on 

Rural OOP 
as % of 

Consump�on 

Urban OOP 
as % of 

Consump�on 

City 
Corpora�on 
OOP as % of 

Consump�on 
Quin�le 1 -- Poorest 20% 2.68% 2.25% - 3.82% 3.14% 2.70% 

 

2.76% 2.20% - 4.15% 3.45% 2.96% 
Quin�le 3 3.45% 2.19% - 4.43% 3.38% 3.43% 
Quin�le 4 3.78% 2.66% - 5.02% 4.41% 4.24% 
Quin�le 5 -- Richest 20% 4.44% 3.95% - 5.24% 5.07% 4.92% 
             
Overall 3.74% 3.06% - 4.67% 4.37% 4.47% 

Quin�le 2
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34. A comparison of OOP expenditure on health as percentage of household’s total consump�on 
expenditure between 2010 and 2020 shows that share of household spending on health has increased 
over �me (Table 18). In 2010, households were spending 3.74% and 3.06% of their total consump�on on 
health care in rural and urban area respec�vely. The share of OOP health spending as percentage of 
household consump�on in 2020 for rural has increased to 4.67% while it is 4.37% for urban residents.

Figure 14: Out-of-Pocket Expenditure by Loca�on, 2020
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Health Expenditure by Providers
35. Bangladesh has a diverse range of health care providers star�ng from tradi�onal and alternate healthcare 

providers to ter�ary level specialized hospitals. For produc�on of NHA following SHA 2011 guidelines, all 
types of health care facili�es are classified following the SHA 2011 guidelines. However, Bangladesh NHA 
(BNHA) provider classifica�on has some added features that help genera�ng tables which can be policy 
relevant.  For example, under SHA 2011, hospitals are classified into three groups: General, Mental and 
Specialized; provider classifica�on under BNHA has sub classifica�on for each of the three major group. 

36. In 2020, Taka 183 billion was spent at various hospitals which is equivalent to 23.5% of Total Health 
Expenditure (Table 19). Breakdown of hospital expenditure by public, private and NGO providers indicates 
that public hospitals account for 48% of THE (Table 20). Under BNHA provider classifica�on, public hospitals 
are grouped into four broad categories. Of the four categories of public facili�es, the highest amount is spent 
at Upazila Health Complex (Taka 26.9 billion). The outlay at government teaching hospitals is Taka 25 billion 
while it is Taka 20 billion for district/general hospitals. Expenditure at specialized government hospitals is 
Taka 16.3 billion in 2020. The expenditure in private hospitals is Taka 58.5 billion which is 32% of total 
hospital expenditure. Annual expenditure at NGO hospitals is Taka 36.1 billion in 2020.

Table 19: Total Health Expenditure by General Providers 1997-2020 (million Taka)

37. In 2020, expenditure in private (inclusive of NGOs) and public hospitals are 52% (Taka 94.7 billion) and 
48% (Taka 88.4 billion) respec�vely (Table 21, Figure 15). In the 1990s, public hospital share was higher 
than that of private facili�es. Since 2001 the rela�ve share of private hospitals con�nued to increase, 
peaking in 2012. In 2012, rela�ve expenditures for private and public hospitals were 71% and 29% 
respec�vely. Since 2016, the difference in outlay has been minimal, and public hospitals spending even 
reported higher hospital expenditures in 2018 and 2019 (Figure 16).  
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Figure 15: THE by Providers 1997-2020

38. Ambulatory healthcare providers offer outpa�ent services. Ambulatory healthcare provider can be an 
individual like a general physician or a den�st having his/her private prac�ce or opera�ng from a center or 
a healthcare facility like a Community Clinic. In 2020, Taka 124.6 billion was spent on ambulatory healthcare 
services (Table 22). Expenditure share of ambulatory healthcare providers under THE is increasing -- 14.2% 
in 2014, and 16% in 2020. Much of the ambulatory care services expenditures are made at medical 
prac�ces (46%) and health care centers (42.4%). Expenditure in dental facili�es is Taka 1.5 billion in 2020. 

Table 20: Expenditure by Type of Hospital Service Providers 1997-2020 (million Taka)
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39. The rela�ve share of private and public ambulatory care providers has been steady in recent years – 
61% and 39% respec�vely (Table 23). In 2020, total outlay on ambulatory health care services through 
private and public providers is Taka 77 billion and Taka 48 billion respec�vely. Public health 
programmes on awareness crea�on, promo�on of health and hygiene ac�vi�es are primarily a�ended 
by the Ministry of Health and Family Welfare (MOHFW) and NGOs. In 2020, Taka 33.8 billion, which is 
4.3% of THE, was spent on healthcare programmes (Table 24). MOHFW’s outlay is Taka 20.2 billion 
while that of NGOs is Taka 12.5 billion (Table 24). Expenditure on public health ac�vi�es witnessed a 
significant jump in 2013, from Taka 7.3 billion in 2012 to Taka 14.5 billion in 2013. In recent years, there 
has been another increase in outlay for such ac�vi�es. 

40. Spending on public health care program primarily crea�ng awareness on health issue always 
dominated by the government except for 2014-2017. In 2020, expenditure on public health care 
program by the government sector is Taka 21 billion while that of the private sector is Taka 13 billion. 
Table 25 presents the trend in rela�ve share of public and private sector’s contribu�ons to public 
healthcare programmes. Government spending on public health care program experienced a sharp 
rise in 2018. In 2017, government spending on public health program was Taka 8 billion which jumped 
to Taka 21 billion in 2018. 

Figure 16: Expenditure at Hospitals by Public and Private 1997-2020
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Table 21:Hospitals Expenditure Breakdown by Public and Private 1997-2020 (million Taka)

Table 22: Expenditure by Type of Ambulatory Healthcare Providers 1997-2020 (million Taka)
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Table 23: Expenditure by Ambulatory Healthcare Providers 1997-2020 (million Taka)

Table 24: Expenditure by Providers of Public Health Care Programme 1997-2020 (million Taka)
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Table 25: Public Health Care Programme by Government and Private Sector 1997-2020 
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Total Health Expenditure by Func�ons
41. According to the System of Health Accounts 2011 (SHA 2011) guidelines, healthcare goods and services 

produced by healthcare providers for consump�on by households is classified as healthcare func�on. 
Bangladesh Na�onal Health Accounts (BNHA) boundary of func�ons is somewhat different from the SHA 
2011 as it includes expenditure on medical research, educa�on and training. All health expenditures are 
categorized by core health care func�ons and include such ac�vi�es as: cura�ve care, rehabilita�ve and 
long-term care, medical goods, preven�ve care and health system and financing administra�on.

42. Retail drugs and medical goods and services of cura�ve care account for the major share of THE. On 
retail drugs and medical goods Taka 362 billion, which accounts for 46.5% of THE, spent in 2020     
(Table 26, Figure 17). Outlay on cura�ve care Taka 216 billion (28% of THE). Expenditure on preven�ve 
care Taka 58 billion (7.5% of THE); Taka 65 billion (8.3% of THE) on ancillary services (e.g., pathological 
lab and imaging service); Taka 26 billion (3.4% of THE) on gross capital forma�on; Taka 31 billion (4% of 
THE) on educa�on, training and research in health. Expenditure on educa�on and research has seen a 
significant jump in 2014, and the trend con�nues.

43. In 2020, Taka 58 billion spent on preven�ve care of which Taka 27 billion by the public sector and Taka 31 
billion by the private sector (Table 26). During the 1997-2020 period, public outlay on preven�ve has been 
higher than the private sector with excep�on of 2001, 2016, 2017 and 2020. Preven�ve care expenditure 
incurred by the government is around 15% of total public expenditure on healthcare services in 2020.

Table 26: Total Healthcare Expenditure by Healthcare Func�on 1997-2020 (million Taka)
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Figure 17: Total Health Expenditure by Func�on 1997-2020

44.  Cura�ve care refers to health care prac�ces that treat pa�ents with the intent of curing them, not just 
reducing their pain or stress. Following the SHA 2011 guideline, BNHA classifies the service of cura�ve 
care in five core services: (i) general inpa�ent care’ (ii) general outpa�ent care and (iii) specialized 
inpa�ent care; (iv) specialized outpa�ent care; and (v) dental outpa�ent cura�ve care. Inpa�ent 
cura�ve care availed by the dental pa�ent is classifies as part of the specialized inpa�ent care. Since 
2016, expenditure on general outpa�ent cura�ve care has started to dominate the services of cura�ve 
care accoun�ng for more than 50% of the expenditure (Table 27). 

45. In 2020, Taka 122 billion is spent on outpa�ent cura�ve care which is 57% of total spending on cura�ve 
care. Strengthening of the community clinic and rural health facili�es by providing medicine and 
medical supplies is a key factor towards an increase in general outpa�ent cura�ve care spending. In the 
past private clinic and hospitals were more inclined in offering inpa�ent care which is also changing. 
Senior and mid-level doctors from Dhaka offering their services in a rural setup once a week or 
bimonthly has become common in district towns. Expenditure on specialized inpa�ent cura�ve care is 
also in rise. In 2020, inpa�ent expenditure on specialized hospital is Taka 8.3 billion which is around 4% 
of the total spending on cura�ve care. Expenditure on specialized outpa�ent care and dental 
outpa�ent cura�ve care for 2020 is Taka 2.6 billion and 1.5 billion respec�vely. 

Table 27: Cura�ve Care Expenditure by Inpa�ent and Outpa�ent 1997-2020
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46.  According to the System of Health Accounts Guideline, inpa�ent and outpa�ent cura�ve care includes 
all health care goods and services received during hospital stay or visit. For example, when medicines 
are provided directly by health professionals or diagnos�c tests conducted by the health facility, they 
are considered as inputs to the inpa�ent and outpa�ent cura�ve care. 

47. During review of the dra� BNHA 1997-2020 report, it was recommended by the Technical Commi�ee, 
that breakdown of cura�ve care expenditure by key inputs like pa�ent care, diagnos�c services and 
medicine could be beneficial in be�er understanding of expenditure behavior by health facili�es. The 
analysis of further disaggrega�ng cura�ve care by key inputs is extremely challenging as it requires high 
quality detailed hospital cos�ng data. BNHA used audited government expenditure data and carried 
out several surveys for producing na�onal level es�mates of health care expenditure. Government 
expenditure involving the en�re procurement of medicine and supplies outlay are booked under one 
economic code. To appor�on cost between medicine and supplies, warranted visits to relevant 
government ins�tu�ons and interviewing program officials. 

48. For es�ma�ng private sector expenditure including household out-of-pocket outlay, surveys (e.g., private 
hospital and clinics survey) carried out under BNHA were designed to produce robust na�onal level 
es�mates at the 95% degree of confidence interval. However, the sampling design of the survey cannot 
provide expenditure es�mates with high degree of confidence level of when service providers are further 
disaggregated. For example, while expenditure under the category of hospital is a reliable na�onal 
es�mate, that is not the case when considering general hospital and specialized hospital outlay es�mates. 
If there is a specific policy relevant interest in selec�ve healthcare service expenditure, resources may be 
made available for a study. For instance, disaggregated cura�ve care ac�vi�es and their corresponding 
expenditure would require appropriate data collec�on sampling approach and survey instrument.

49. Disaggrega�on of cura�ve care shows that, around 9% of the total cura�ve care expenditure in 2020 
was on medicine followed by 8% (Table 28) on diagnos�c services. In 2020, around Taka 19 billion was 
spent on medicine while it was around Taka 17 billion on diagnos�c services provided through public 
and private healthcare facili�es. The average share of spending on medicine as part of the cura�ve care 
for 2016 to 2020 is around 9% while it is 8% for diagnos�c services.
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Table 28: Breakdown of cura�ve care by inputs

50. Breakdown of cura�ve care expenditure by key inputs for public and private health care facili�es 
reveals that public facili�es spend significantly higher share of cura�ve care expenditure on medicine 
compared to private facili�es. In 2020 total expenditure on cura�ve care at public facili�es were around 
Taka 84 billion of which approximately Taka 15 billion or 17% of the total cura�ve care expenditure was on 
medicine (Table 29). For the same year private healthcare facility sending on medicine was only 3% of 
their total cura�ve care expenditure, which translate to Taka 4.4 billion.

51. Expenditure share on diagnos�c services at the private hospital is higher compared to the public healthcare 
facili�es. In 2020, expenditure on diagnos�c services at public healthcare facili�es were Taka 4.9 billion (6% of 
cura�ve care) while it was Taka 12.4 billion (9% of cura�ve care) at the private healthcare facili�es (Table 30).

Table 29: Breakdown of cura�ve care by inputs at public facili�es

Table 30: Breakdown of cura�ve care by inputs at private facili�es

Type of Health Care 2016 2017 2018 2019 2020 
            

General inpa�ent cura�ve care 48,821 51,433 56,400 56,367 58,283 
Col. % 32% 31% 30% 27% 27% 

Specialized inpa�ent cura�ve care 2,462 2,670 3,299 4,482 5,770 
Col. % 2% 2% 2% 2% 3% 

General outpa�ent cura�ve care 73,768 86,783 94,412 104,893 112,381 
Col. % 48% 51% 50% 51% 52% 

Dental outpa�ent cura�ve care 890 1,025 1,220 1,379 1,520 
Col. % 1% 1% 1% 1% 1% 

Specialized outpa�ent cura�ve care 637 797 937 1,374 1,662 
Col. % 0% 0% 0% 1% 1% 

Ancillary services (non specialized func�on) 14,131 13,886 15,819 17,740 17,289 
Col. % 9% 8% 8% 9% 8% 

Prescribed medicines – Allopathic 12,126 12,022 16,166 21,417 19,112 
Col. % 8% 7% 9% 10% 9% 

Total Cura�ve Care 152,836 168,616 188,252 207,652 216,016 
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Table 31: Cura�ve Care Expenditure by Public and Private 1997-2020 (million Taka)

Table 32: Ancillary Services Expenditure 1997-2020 (million Taka)
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Table 33: Preven�ve Care Expenditure by Services 1997-2020 (million Taka)

Table 34: Preven�ve Care Expenditure by Public and Private 1997-2020
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Total Health Expenditure by Division
52. Bangladesh has eight administra�ve divisions of which Rangpur and Mymensingh a�ained that status 

in 2010 and 2016 respec�vely. to Table 40 presents divisional healthcare expenditure es�mates. Dhaka 
division with the largest popula�on and highest number of health facili�es has the highest healthcare 
expenditure. In 2020, THE for Dhaka division Taka 285.6 billion (37.7% of THE), Chi�agong Taka 188.4 
billion (23.7% of THE), Rajshahi Taka 81.2 billion (10.5% of THE), Barisal Taka 34.8 billion (4.4% of THE), 
Khulna Taka 68.6 billion (8.8% of THE), Sylhet Taka 50.8 billion (6.4% of THE), Rangpur Taka 42.3 billion 
(5.4% of THE), and Mymensingh Taka 25.7 billion (3.2% of THE) (Figure 18). In 2020, per capita THE is 
the highest in Dhaka (Taka 7,039) followed by Chi�agong (Taka 5,038) and Khulna divisions (Taka 4,062) 
– (Figure 19). The lowest per capita THE is Mymensingh (Taka 2,060). 

Figure 18: Share of THE by Division, 2020
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53. Government healthcare expenditure per division indicates Dhaka division receive highest percentage of 
public funds on health accoun�ng for 45% of total public health expenditure (Table 37) while Sylhet get 
only 5% of the public fund. Per capita public expenditure for Dhaka in 2020 is Taka 1,808 which is 
significantly higher than in any other division. Rela�vely lower public healthcare expenditures are made 
in Sylhet and Cha�ogram division in 2020, recording Taka 611 and Taka 615 respec�vely (Table 38). 

54. Private healthcare expenditure is the highest in Dhaka division (Taka 212 billion) in 2020 (Table 39). It 
amounts to 36% of total private sector expenditure across the eight divisions. Chi�agong division’s 
share for the same period is 28% (Taka 165 billion), Barisal (4%), Rangpur (4%) and Mymensingh (2%). 
Per capita private healthcare expenditure is the highest in Dhaka (Taka 21,265), followed by Chi�agong 
(Taka 4,423) and Khulna (Taka 3,073) – Table 40. The lowest per capita healthcare expenditure is in 
Mymensingh division (Taka 1,113).

Figure 19: THE and Per-Capita THE by Division 2020

Dhaka
37%

Chi agong
24%

Rajshahi
10%

Khulna
9%

Barisal
5%

Sylhet
7%

Rangpur
5%

Mymensingh
3%

Dhaka, Taka 7,039

Cha ogram, Taka 5,038

Rajshahi, Taka 4,043

Khulna, Taka 4,062

Sylhet, Taka 3,482

Barisal ,Taka 3,486

Rangpur, Taka 2,372

Mymensingh, Taka 2,060

Bangladesh, Taka 4,578

���������



������������������������������������
���
	�	�

Health Economics Unit

Table 35: THE by Division 1997-2020 (million Taka)

Table 36: Per-Capita THE by Division 1997-2020 (Taka)
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Table 37: Government Healthcare Expenditure by Division 1997-2020 (million Taka)

Table 38: Per-Capita Government Expenditure by Division 1997-2020(Taka)
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Table 39: Private Healthcare Expenditure by Division 1997-2020 (million Taka)

Table 40: Per-Capita Private Healthcare Expenditure by Division 1997-2020 (Taka)
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Forcibly Displaced Myanmar Na�onal to Bangladesh
55. According to the Refugee Relief and Repatria�on Commissioner (RRRC) of the Government of 

Bangladesh and United Na�ons High Commissioner for Refugees (UNHCR) a total of 889,704 forcibly 
displaced Myanmar Na�onal commonly known as “Rohingya Refugees” has been living in Bangladesh 
since August 2017. The RRRC is the governing body responsible for the provision of humanitarian 
assistance for Rohingya refugees in Bangladesh, with the support of the United Na�ons (UN) and the 
interna�onal community. 

56. The sixth round of Bangladesh Na�onal Health Account (BNHA-6) tried to capture healthcare 
expenditure on the Rohingya Refugees. Due to increase in Covid pandemic situa�on during the data 
collec�on period, the BNHA team was compelled to abandon primary data collec�on ac�vity. In 
documen�ng the healthcare expenditure for the Rohingya community, the BNHA team relied mostly 
on secondary data available at various government and the UN website. The Director General of Health 
Services (DGHS), Ministry of Health and Family Welfare (MOHFW) is working closely with Armed Forces 
Division, UN Bodies, Interna�onal and Local NGOs to deliver health services to the Rohingya Refugees. 

57. To provide health and medical services to the Rohingya popula�on in Cox’s Bazar, the government 
along with the development partners have established 5 Field hospitals, 40 Primary Health Care 
Centers and 100 Health posts. In addi�on, there are 4 Diarrhea treatment centers, 9 Labor special 
facili�es, 42 Nutri�on centers and 123 EPI (Immuniza�on) centers working for be�erment of the 
Rohingya popula�on. The hospitals/health care facili�es are equipped to provide inpa�ent services 
with a total of 530 beds. 

58. As men�oned earlier, the BNHA team was unable to collect any official health expenditure data on 
Rohingya from RRRC due to the Covid situa�on. However, the Joint Response Plan for Rohingya 
Humanitarian Crisis  Report do forecast requirements of funds for the Rohingya popula�on in Cox’s 
Bazar. Table 41 below provides the requirement of annual funds for the Rohingya popula�on. It is not 
clear from the report as to how value of required health care is calculated. The es�mated budget of $66 
per Rohingya refugee in 2020 is 32% higher than per capita health care expenditure of Bangladesh for 
the same period. 

Table 41: Requirements of Funds for Healthcare of the Rohingya Popula�on 
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Changes in the Bangladesh Na�onal Health Accounts 1997-2020
59. It is a common prac�ce that healthcare expenditure es�mates for new/addi�onal years are produced 

and preceding years are revised. Revision of old es�mates some�me yield completely new es�mates 
but that does not make the old es�mates incorrect; rather, it makes the new es�mates more reliable 
and accurate. There are three major reasons that mandate revision in es�mates: (1) changes in 
defini�on; (2) changes in data collec�on approach and methodology; and (3) having access to new 
reliable na�onal level data. 

60. For produc�on of BNHA, two independent Na�onal Health Accounts (NHA) framework are used in 
defining healthcare boundaries and expenditures. The frameworks are: (1) BNHA Framework, which 
a�empts to capture all expenditure incurred within the healthcare system of the country; (2) SHA 2011 
Framework, which focuses on repor�ng current healthcare expenditures (CHE) following System of 
Health Accounts (SHA 2011). Boundaries for defining healthcare expenditure under BNHA is much 
aligned to SHA1 classifica�on for Total Health Expenditure as it is more relevant in the na�onal context 
compared to SHA 2011. Hence, when old es�mates are revised, it o�en reflected more refined output 
generated using SHA 2011 than BNHA. Under the fi�h round of BNHA, a few significant changes are 
observed due to revised es�mates. It happened mainly due to changes in methodology adopted for 
iden�fying Capital expenditure in the government expenditure database and the availability of new 
audited healthcare expenditure data from other ministries.

61. The availability of Household Income and Expenditure (HIES) 2016 and has allowed the BNHA team to 
generate new es�mates. Under the BNHA-5, household expenditure es�mates for private hospital and 
diagnos�c centers and medicine were es�mated by extrapola�ng HIES 2005 and HIES 2010 data. 
Analysis of HIES 2016 data suggest that growth in spending on medicine has slowed down while 
u�liza�on of diagnos�c services has increased significantly. As a result, the expenditure es�mates for 
medicine and diagnos�c facili�es are revised and new es�mates are generated. Accordingly, it is 
reflected in the BNHA and SHA 2011 tables produced under the sixth round of BNHA.
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Annex I: Framework for Sixth Na�onal Health Accounts (NHA6) of 
Bangladesh

Introduc�on
The Bangladesh Na�onal Health Accounts Framework (BNHA Framework) is a document that classifies 
health care expenditures incurred within a country. These classifica�ons are based on interna�onally 
accepted standards, par�cularly the Organisa�on for Economic Co-opera�on and Development’s (OECD) 
System of Health Accounts 2011 (SHA 2011) framework and guideline. The BNHA Framework developed 
for Bangladesh follows a dual coding system where each BNHA classifica�on is linked to a SHA 2011 
described Interna�onal Classifica�on for Health Accounts (ICHA) standardize coding. 

The SHA 2011 is the new global standard for producing health expenditure accounts. SHA 2011 offers a 
comprehensive and policy linked discourse in tracking resource flows from sources to uses. Countries across 
the world that are construc�ng or upda�ng NHA es�mates need to follow SHA 2011 to ensure quality control 
in es�ma�on approach and conforming interna�onal comparability. The major changes and addi�ons in 
classifica�on made under the BNHA Framework compared to SHA 2011 is highlighted in this document. 

Revisions and Integra�on under NHA6
Findings of the Na�onal Health Accounts (NHA) historically has been presented on a three-dimensional 
classifica�on system using Interna�onal Classifica�on for Health Accounts (ICHA). Core of the three axes 
is: health care func�ons (ICHA-HC), health care service providers (ICHA-HP) and health care financing 
(ICHA-HF). To develop a BNHA framework that is compa�ble to the OECD SHA core classifica�on, a 
mapping exercise was undertaken under the preceding Bangladesh Na�onal Health Accounts, commonly 
cited as the third round of Bangladesh Na�onal Accounts. 

The past three rounds of Bangladesh Na�onal Health Accounts (BNHA3, BNHA4 and BNHA5) expended 
considerable �me and resources to update the BNHA Framework with the SHA 2011 suggests revisions 
and inclusion of different concepts, defini�ons, and es�ma�on procedures. Under the Fi�h round of 
Bangladesh Na�onal Health Accounts (BNHA5), four addi�onal dimensions to the BNHA framework were 
introduced: (i) Classifica�on of Health Care Financing Schemes (HF); (ii) Classifica�on of Revenues of 
Health Care Financing Schemes (FS); Classifica�on of Factors of Health Care Provision (FP) and Capital 
Forma�on in Health System (HK). All four addi�ons are policy relevant.

This document presents a revised and updated BNHA framework in a tabular form. A total of seven groups 
– three from the original three-way classifica�on of health care financing (HF), health care func�ons (HC) 
and health care service providers (HP), and the four new ones listed in the preceding paragraph are 
presented the updated version. 

In general, there are no difference in micro level defini�on for classifying health care expenditure between 
SHA 2011 and BNHA Framework. For example, expenditure that are classified as hospital expenditure or 
an outpa�ent center under SHA 2011 is the same for BNHA. The difference occurs in disaggrega�ng the 
hospital expenditures by various types of providers. For instance, to match the exis�ng health system of 
the country and subsequently to meet the expecta�ons of the policymakers, the BNHA Framework 
classifies hospitals into mul�ple categories like Specialized Hospitals, Medical College Hospitals, General 
Hospitals, District Hospitals, Upazila Health Complexes, etc. On the other hand, under SHA 2011 only two 
types of hospital classifica�on (General and Mental) are available for coding. 

SHA 2011 limits the Total Expenditure on Health (TEH) to Current Expenditure on Health (CEH) care which 
is “final consump�on expenditure of resident units on health care goods and services.” Capital forma�on 
is treated as an investment, thereby delinea�ng it as an explicit ac�vity. Research and development as well 
as educa�on and training are viewed as not part of final consump�on, and included under capital account. 
BNHA defini�on of the THE differs from SHA 2011 defini�ons and called Total Health Expenditure (THE). 
This defini�on adheres to the SHA 1.0 defini�ons where aggregates of “current expenditure on health” 
and “gross capital forma�on” are summed to arrive at THE.
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SHA 2011 refines func�onal classifica�ons by trying to isolate consump�on, investment and provision 
categories further strengthening the efficacy of the tri-axial approach. Hence it makes a concerted effort 
to isolate preven�ve care from its source of provision or financing. Also, preven�ve care is dis�nguished 
from cura�ve care.

Memorandum items have been introduced into SHA 2011 which can benefit policy analysis and resource 
alloca�on. It iden�fies policy relevant categories that may not necessarily be through a specific HC class or 
the ac�vity may be beyond the health care defini�onal boundary.

Mapping of BNHA and ICHA Classifica�on
The mapping of BNHA and ICHA Classifica�on entailed matching each SHA-coded ac�vity to a unique 
Bangladesh code. A standardized coding procedure has been adopted where the alphabet “B” has been 
added to each of the ICHA codes across all the SHA tables. For example, SHA 2011 iden�fies cura�ve care 
with the code HC.1; the Bangladesh NHA code is BHC.1. This approach allows easy referral to the SHA 2011 
document for conceptual and defini�onal explana�ons. However, there is one excep�on to this adop�on 
of coding procedure where BNHA healthcare func�ons have incorporated capital forma�on as part of its 
repor�ng items.  

Health Care Func�ons (HC)
Health care func�ons imply the types of goods and services provided and ac�vi�es performed within the 
health accounts boundary. Func�onal outlay refers to current spending on health care and therefore 
relates to consump�on and therefore excludes investment outlays. Accordingly, such expenditure as 
research and development, educa�on and training are not considered as health care func�ons and treated 
as “Memorandum items”. Components of health expenditure that lie beyond the health care boundary 
are targeted through two different memorandum categories. These are termed as repor�ng items and 
health care-related classes, respec�vely.

Classifica�on of Bangladesh Health Care Func�ons (BHC)
Consistent with the SHA 2011 approach, all health care expenditures are categorized by core health care 
func�ons including such ac�vi�es as: cura�ve care, rehabilita�ve and, long-term care, medical goods, 
preven�ve care, health system and financing administra�on (Table HC). Under SHA 2011, Memorandum 
items have been iden�fied separately which facilitates policy related analysis. These include expenditure 
on drugs, long term care, and health promo�on ac�vi�es.
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Table HC: Classifica�on of Bangladesh Health Care Func�ons (BHC)
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Health Care Providers (HP)
Health care providers are en��es that provide health care goods and services as their primary ac�vity. 
They also encompass health care provision as one among several ac�vi�es within the health accounts 
defini�onal boundary. The classifica�on of health care providers (ICHA-HP) serves the purpose whereby 
classifying all organiza�ons that contribute to the provision of health care goods and services, by arranging 
country- specific provider units into common, interna�onally applicable categories. 

Health care providers are broadly grouped into three types: primary, secondary and health administra�on. 
Primary health care provider is defined as Hospitals (HP.1); Residen�al long-term care facili�es (HP.2); and 
Ambulatory care providers (HP.3). Ancillary services providers (HP.4), Retailers and other providers of 
medical goods (HP.5), and Preven�ve care providers (HP.6). Secondary providers furnish health services in 
addi�on to their principal ac�vity which not necessarily is related to health. 

Classifica�on of Bangladesh Health Care Providers (BHP)
BNHA classifica�on for primary providers has been categorized into six types (Table HP; BHP.1 – BHP.6). 
With the objec�ve of making the BNHA framework a�ending to local ins�tu�onal arrangements of health 
service provision, and more useful for policy analysis, further disaggrega�on of the cited six primary 
providers have been introduced. For example, all general hospitals under SHA 2011 are classified as HP.1.1. 
The BNHA Framework disaggregates HP.1.1 with several sub-classifica�ons including: government medical 
college and university hospitals (BHP.1.1.1.1); MoHFW medical college hospitals (BHP.1.1.1.1.1) and 
private medical college hospitals (BHP.1.1.1.2).
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Table HP: Classifica�on of Bangladesh Health Care Providers (BHP)
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Health Care Financing
Health financing encompasses financing schemes, their revenues, and the ins�tu�onal unit (financing 
agents). Earlier NHA framework did not allow a clear demarca�on or sub-classifica�on and tracking of 
funding sources, revenue genera�on and the role of ins�tu�ons. SHA 2011 offers an explicit breakdown of 
health financing into the three components–Financing Schemes, Financing Source and Financing Agents. 
Whilst the financing agent concept remains unchanged under SHA 2011, it introduces two addi�onal 
components: (i) Classifica�on of Health Financing Schemes (HF), and (ii) Classifica�on of Revenues of 
Health Care Financing Scheme (FS). 

Classifica�on of Bangladesh Health Care Financing Schemes (BHF)
The structure of the health financing system under SHA 2011 advocates: (i) measuring expenditure of 
health care financing schemes, under which goods and services are purchased directly from health care 
providers; and (ii) the types of revenues of health care financing schemes. Health care financing schemes 
are of two categories: (i) financing schemes (e.g., social health insurance, voluntary insurance) and (ii) 
ins�tu�onal units (e.g., financing agents, private insurance companies). Several specific en��es or 
ins�tu�ons have been iden�fied for Bangladesh who offers health care financing schemes. This includes 
the Ministry of Health and Family Welfare (MOHFW) and government employee programmes (Table HF).

Table HF: Classifica�on of Bangladesh Health Care Financing Schemes (BHF)
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Classifica�on of Bangladesh Financing Agents (BFA)
Financing agents include ins�tu�ons that pool health resources collected from different sources, as well as 
en��es, such as households and firms that pay directly for health care from their own resources. Financing 
agents are typically grouped into two mutually exclusive ins�tu�onal sectors: (i) Public and (ii) Private. This 
broad grouping of sectors corresponds both to general na�onal income accoun�ng prac�ce as well as for 
NHA es�ma�on. 

The cross classifica�on between the ICHA FA and BNHA FA (Table FA) reveals that names of specific 
ministries of the government having health expenditure have been iden�fied. 

Table FA: Classifica�on of Bangladesh Financing Agents (BFA)
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Classifica�on of Revenues of Health Care Financing Schemes (BFS)
A further extension of the discussion on health care financing scheme is the classifica�on of revenue of 
financing schemes. Understanding and tracking revenue genera�on source can be of considerable importance 
to policy makers when deciding on alternate financing schemes for the country’s health care system. Classifying 
revenue by schemes allows tracking of methods applied in revenue-raising and permits iden�fica�on of 
ins�tu�ons that are involved in the process. This exercise allows understanding the respec�ve role and share of 
the public and private financing. Also, who bears the burden of financing the schemes is iden�fied.

As men�oned earlier, classifica�on of revenues of health care financing schemes is a new category in the 
BNHA es�ma�on. The descrip�on of the ac�vi�es, sub-classifica�on and the coding (with the alphabet “B” 
being added to each ICHA codes) match iden�cally between BNHA-FS and ICHA-FS (Table FS).

Table FS: Classifica�on of Revenues of Health Care Financing Schemes (BFS)
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Factors of Health Care Provision
The main aim of the classifica�on of factors of health provision is the assigning of all types of resources to 
health care ac�vi�es. Health care providers deliver not only health care, they also deliver products that are 
outside the health care boundary. For ICHA classifica�ons, the target is to isolate and restrict the core 
component of all classifica�ons to the health care boundary. This is also the case for the classifica�on of 
factors of health care provision. Inputs used to provide ac�vi�es outside the health care boundary, for 
example social services, cosme�c surgery or any exported health services, should be separated, and 
reported separately if this is of interest for na�onal policy analysis. These could be shown as Factor of 
Provision-related components. 

Classifica�on of Bangladesh Factors of Health Care Provision (BFP)
Health provisions include different types of wage and non-wage benefits to a major factor of produc�on – 
labor. Table FP lists the different categories of health care provisions where all SHA 2011 listed 
components have been iden�cally matched with a BNHA code. The BNHA code can be treated as 
provisional at this stage. Based on availability of data and further discussion on the defini�onal 
appropriateness, sub-classifica�on or aggrega�on of BNHA-FP codes may be required.

Table FP: Classifica�on of Bangladesh Factors of Health Care Provision (BFP)

���������



������������������������������������
���
	�	�

Health Economics Unit

Capital Forma�on in Health System (HK)
Capital Forma�on in Health System (HK) is relevant for policy makers and analysts to know how much a health system 
is inves�ng in infrastructure, machinery and equipment. Although health systems are s�ll part of a highly 
capital-intensive sector, over the recent decades capital has been increasingly important as a factor of produc�on of 
health services. The availability of sta�s�cs on capital is vital to the analysis of the health system’s produc�on capacity. 
Informa�on on capital could also contribute to the es�ma�on of produc�vity, capital intensity and rates of return. 
Classifica�on of Capital Forma�on in Health System (BHK)

The defini�ons for Capital Forma�on in health for Bangladesh NHA are no different from the SHA 2011. Alike SHA 
2011, aggregate “gross capital forma�on” for BNHA is measured by the sum of the following three components: (i) 
gross fixed capital forma�on (e.g., hospital buildings or ambulances); (ii) changes in inventories (e.g., vaccina�ons kept 
in stock); and (iii) acquisi�ons less disposals of valuables (e.g., artworks). Gross fixed capital is generally the most 
per�nent component. Assets legally owned by the health care providers are only included under capital forma�on.  
Gross fixed capital forma�on in the health care system is calculated by measuring the total value of the fixed assets 
that health providers have acquired during the accoun�ng period (less the value of the disposals of assets). To be 
eligible for being a component of gross fixed capital forma�on, these fixed assets must be used repeatedly or 
con�nuously for more than one year in the produc�on of health services. Assets are “stores of values,” or means of 
carrying forward values from one period to another. Fixed assets can be termed as “fixed” if and only if they can be 
used repeatedly or con�nuously in produc�on for more than one year. Goods that are usable only once (e.g., coal), 
even if physically highly durable, are not considered as fixed assets. Examples of fixed assets in health sector include, 
amongst other things, ambulances, hospital buildings and medical imaging machines. 
As evident in Table HK, the two major categories are Gross Capital Forma�on (refer: BHK1 and HK.1) and Non-produced 
non-financial assets (refer: BHK 2 and HK.1). Memorandum items include loans, savings and public partnership. 
Table HK: Capital Forma�on in Bangladesh Health System (BHK)
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Annex II
Sta�s�cal Tables
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