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Abstract 

Pharmaceuticals are a central component of the health sector and the overall economy, and it is becoming 

increasingly important to improve the understanding of the origin and destination of financing for 

pharmaceuticals. 

Traditionally, international reporting of pharmaceutical expenditure has been limited to the spending on 

pharmaceuticals purchased in pharmacies (or other retail outlets) and self-administered. This provides 

only a partial picture of the total usage of pharmaceuticals across the health system. 

Spending on medicines consumed in settings across the health sector, notably within the hospital sector, 

constitute a significant and growing proportion of the overall resources allocated to medicines. However, 

estimates of these expenditures are less widely reported and, where available, are subject to differences 

in definition and methodological approaches that affect the comparability. 

In order to improve the coverage and quality of data on total pharmaceutical spending across the health 

sector, and provide a more complete understanding of the overall financial resources allocated to 

medicines, this report conducts a comprehensive review of the current data sources and estimation 

methods used to report total pharmaceutical expenditure. It recommends a set of definitions, concepts and 

guidance under the framework of A System of Health Accounts 2011, for countries to better estimate 

spending on pharmaceuticals used in hospitals (and other non-retail settings). 

Countries will be encouraged to apply these guidelines in their future reporting of total pharmaceutical 

expenditures, as part of annual health accounts data production. 
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Résumé 

Les produits pharmaceutiques sont un élément central du secteur de la santé et de l'économie globale, et 

il devient de plus en plus important d'améliorer la compréhension de l'origine et de la destination du 

financement des produits pharmaceutiques. 

Traditionnellement, les données internationales fournies pour les dépenses pharmaceutiques se limitent 

aux dépenses en produits pharmaceutiques achetés en pharmacies (ou dans d'autres points de vente au 

détail) et auto-administrés. Cela ne donne qu'une image partielle de l'utilisation totale des produits 

pharmaceutiques dans le système de santé.  

Les dépenses en médicaments consommés dans les établissements du secteur de la santé, notamment 

dans le secteur hospitalier, constituent une part importante et croissante des ressources globales allouées 

aux médicaments. Cependant, les estimations de ces dépenses sont moins souvent rapportées et, 

lorsqu'elles sont disponibles, sont sujettes à des différences de définition et d'approches méthodologiques 

qui en affectent la comparabilité. 

Afin d'améliorer la couverture et la qualité des données sur les dépenses pharmaceutiques totales dans 

l'ensemble du secteur de la santé, et de fournir une compréhension plus complète des ressources 

financières globales allouées aux médicaments, ce rapport effectue un examen complet des sources de 

données actuelles et des méthodes d'estimation utilisées pour rendre compte des dépenses 

pharmaceutiques totales. Il recommande un ensemble de définitions, de concepts et d'orientations dans 

le cadre du Système des comptes de la santé 2011, afin que les pays puissent mieux estimer les dépenses 

en produits pharmaceutiques utilisés dans les hôpitaux (et dans d'autres environnements non 

commerciaux). 

Les pays seront encouragés à appliquer ces lignes directrices dans leurs futures fournitures de données 

sur les dépenses pharmaceutiques totales, dans le cadre de la production annuelle de données sur les 

comptes de la santé. 
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1. Policy-makers need accurate and timely information on the overall resources allocated to health, 

amid a growing emphasis on value for money. Pharmaceuticals are an important component of the health 

sector and the economy. A full picture of total pharmaceutical expenditure would allow a more meaningful 

analysis of resource allocation across the health sector and, more broadly, in the economy. 

2. International reporting of pharmaceutical expenditure, however, has traditionally been limited to 

spending on medicines in pharmacies (or other retail outlets), either in exchange for a prescription from a 

healthcare professional, or purchased directly by the individual. This provides only a partial picture with 

regard to the total usage of pharmaceuticals across the health system. Spending on medicines consumed 

elsewhere, notably within the hospital sector, constitute a significant and growing proportion of the overall 

resources allocated to medicines – typically accounting for between a quarter and a third of all 

pharmaceutical spending across OECD countries. 

3. Any measurement of total pharmaceutical spending is best derived from A System of Health 

Account 2011 - the global accounting framework for the systematic tracking of national health care 

expenditures. It facilitates resource tracking from the sources of funds through intermediaries to final 

recipients or users, and at its core categorises health care spending according to a set of international 

classifications of activities (or functions), health care providers, and healthcare financing schemes. The 

SHA functional classification already provides a category to capture total expenditure on pharmaceuticals. 

However, the overall coverage and comparability of reporting is low. 

4. This report reviews the data sources and estimation methods used in the minority of countries that 

do currently report total pharmaceutical expenditure, with a view to encourage countries to apply these 

guidelines in their future reporting of total pharmaceutical expenditures via the annual health accounts data 

collection. A set of definitions, concepts and guidance under the framework of A System of Health Accounts 

2011 are made available for countries to better estimate spending on pharmaceuticals used in hospitals 

(and other non-retail settings) and ultimately improve the coverage and comparability of data on 

pharmaceutical expenditure across all health care settings. . 

5. In producing these guidelines, the OECD Secretariat consulted closely with its partner 

organisations (Eurostat and WHO), as well as with country experts of the OECD Working Party on Health 

Statistics and the OECD Expert Group on Pharmaceutical and Medical Devices.  

6. The main recommendations are as follows: 

 The overall financial resources allocated to pharmaceuticals in the health sector are best 

measured using the accounting framework A System of Health Accounts 2011 via the 

reporting item Total Pharmaceutical Expenditure (or TPE), which is defined as the sum of final 

consumption expenditure on pharmaceuticals (explicitly reported) together with intermediate 

pharmaceutical consumption used in other episodes of care, such as an inpatient hospital stay. 

While the former component is widely reported, the latter has proved more difficult to obtain. The 

combination of the two raises issues around differences in the boundary, scope and valuation.  

 By their nature, some products that can be included under the category of pharmaceuticals such 

as intravenous solutions or certain diagnostic agents, are used exclusively as intermediate 

products in inpatient or ambulatory settings and are not destined for final consumption. For the 

Executive Summary 
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measurement of TPE, it is recommended to include all products that can be used either as 

final consumption, intermediate consumption, or both. In general, the boundary should include 

all products that are licensed as pharmaceuticals.1 

 By convention, pharmaceuticals used for final use and recorded under the subcategories of HC.5 

are termed “not specified by function” even if in most cases there is a clear curative purpose. 

Pharmaceuticals used as intermediate inputs in the production of other health services, such as 

inpatient curative care, are linked to a function of care. SHA 2011 makes specific reference to the 

inclusion in TPE of pharmaceuticals used up in the provision of curative care (HC.1), rehabilitative 

care (HC.2) and long-term care (HC.3). However, it is recommended to extend this to include 

pharmaceuticals used up in the delivery of all health care functions, notably to include 

ancillary services (HC.4) and preventive care (HC.6). 

 When it comes to the valuation of the costs of pharmaceuticals used for intermediate consumption, 

it is recommended that in addition to the input costs of pharmaceuticals, any complementary 

costs covering the processes within the facility prior to the patient receiving the medicines 

(e.g. preparation, storage, measurement, delivery, salaries, etc.) should be included in TPE. 

However, separately identifying these costs is challenging and, at a minimum, the inclusion or 

exclusion of additional costs should be clearly stated in the accompanying metadata. 

 It is recommended that costs linked to the procurement, storage and distribution of 

pharmaceuticals used in intermediate consumption, which are heavily dependent on the 

organisational arrangements for purchasing within the health system, should be excluded from 

TPE. 

 The cost of pharmaceuticals for intermediate use will typically refer to the purchaser price paid 

by the health provider to procure these items, that is, including margins, transport costs and non-

deductible taxes. Different price types can apply in the hospital sector (e.g. official list price and 

actual price). Price confidentiality means that transaction prices should approximate the actual 

price, that is, the final costs should take account of any rebates. 

7. For the measurement of expenditure of pharmaceuticals used up in hospital and other health care 

settings, four general approaches and associated data sources have been identified, each with their own 

limitations: 

 Data from producers/suppliers (pharmaceutical manufacturers/wholesalers) 

 Data from health care provider perspective 

 Data from health care financing perspective 

 Pharmaceutical market intelligence 

8. In order to cover the different providers and functions, it will be necessary to mix approaches to 

ensure a comprehensive measure of the use of pharmaceuticals across the health sector. Alternate data 

sources and resulting estimates covering the same market segment are advisable in order to cross-validate 

and corroborate results. 

9. The reporting of TPE by countries should be a step-wise and interactive process to ultimately 

improve the coverage and comparability of estimates and further the understanding of resource allocations 

across the health sector and the economy. 

                                                
1 European Medicines Agency (EMA) uses the term ‘medicinal product’, which refers to ‘a substance or combination 

of substances that is intended to treat, prevent or diagnose a disease, or to restore, correct or modify physiological 

functions by exerting a pharmacological, immunological or metabolic action’. 
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10. Pharmaceuticals are one of the most frequently used technological products for health care 

purposes, such that spending on pharmaceuticals is a major component of overall health care expenditure. 

Over time, the increase in pharmaceutical spending was one of the major contributors to the overall growth 

in health expenditure and the growing importance of health in the economy. In recent years, 

pharmaceutical spending growth has tended to lag behind other areas of the health system, such as the 

hospital and outpatient sectors. 

11. The level and trends in pharmaceutical spending are influenced by a range of drivers affecting 

both the supply and demand for medicines. In addition to demographic change - that is, pharmaceutical 

use increases with age - factors affecting the volume, consumption patterns and pricing of pharmaceuticals 

can all have an impact. Knowledge of the overall financial resources allocated to pharmaceuticals is, 

however, vital for planning and decision-making purposes. 

12. Yet, analyses of spending on pharmaceuticals, at least from health accounts, have tended to be 

limited to those pharmaceuticals purchased in pharmacies (and other retail outlets) and self-administered 

at home.2 However, the consumption of pharmaceuticals can follow a number of different pathways in the 

health system. In addition to the aforementioned “retail” pharmaceuticals, those used as part of a patient 

contact (inpatient or outpatient) can form an important and likely increasing proportion of overall 

pharmaceutical consumption. Estimates of the expenditure in other settings across the health sector, 

notably in hospitals and ambulatory facilities, are less widely reported and, where available, are subject to 

differences in definition and methodological approaches that effect the comparability. For example, while 

most countries do not include the overhead costs in the estimation of pharmaceutical spending in hospitals, 

Germany takes into account the costs of pharmacy staff in their estimates.  

13. The few estimates of total pharmaceutical spending that are available from health accounts, as 

well as independent studies, suggest that across countries the share of pharmaceutical spending is not 

consistently distributed between the retail and non-retail sectors. In certain therapeutic areas as well as 

the overall healthcare sector, hospitals can constitute a significant share of the spending on 

pharmaceuticals (Annex A). For example, the hospital share of the total value of oncological drugs used 

in Germany in 2020 was around 24% compared with 95% in the United Kingdom. 

14.  In addition, recent years have seen a progression in the number of medicines, especially biologics, 

administered to patients only in hospitals (in both inpatient and day-care settings) and ambulatory care 

settings. As such, it has been observed that the growth of expenditure on medicines used in hospitals and 

other health care settings has tended to outpace growth in the outpatient or “retail” setting, and therefore 

accounts for a growing share of overall pharmaceutical spending. 

15. As part of an OECD project on Improving the Transparency of Pharmaceutical Markets to Inform 

Policy, one of the work streams focuses specifically on improving data on pharmaceutical expenditure 

incurred in hospitals and other health care settings. The objective of this work is to improve the coverage 

                                                
2 Using aggregate measures of production and consumption of pharmaceuticals from e.g. National Accounts Supply-

Use tables increase the risk of including pharmaceuticals for non-health purposes. 

1 Introduction 
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and quality of data on total pharmaceutical spending across the health sector, and thus provide a more 

complete understanding of the overall financial resources allocated to medicines. 

SHA 2011 is an appropriate tool to track pharmaceutical financial flows from 

sources to uses 

16. Given the overall resources allocated to health and a growing emphasis on value for money, it is 

becoming ever more important to better understand where overall funding for pharmaceuticals is coming 

from and who spends on what products or therapeutic areas.  

17. The need to develop a systematic and comprehensive methodology for tracking and estimating 

pharmaceutical financial flows has been emphasised. For example, a report published by USAID in 2014 

(Bhawalkar, 2014[1]) reviewed existing resource-tracking tools to comprehensively quantify pharmaceutical 

expenditure flows at all steps along the pharmaceutical delivery system3. It concluded that the System of 

Health Accounts 2011 (SHA), which facilitates resource tracking from the sources of funds through 

intermediaries to final recipients or users, provides a framework to operationalize and build on the Center 

Pharmaceutical Management (CPM) pharmaceutical financing framework, developed by Management 

Sciences for Health (MSH) (Figure 1.1). The output from SHA reporting is typically targeted at national-

level policymakers such as ministries of health and ministries of finance, as well as national and 

international stakeholders, and can be used to help answer questions related to resource mobilisation, 

allocation, efficiency, and equity. 

18. The report also suggested that an essential first step was reaching agreement on the boundary of 

products and services that should be included in pharmaceutical expenditure tracking activities.  

Figure 1.1. Pharmaceutical financing framework of Center for Pharmaceutical Management (CPM) 

 

Source: CPM/MSH 

19. The remainder of this report sets out first the various concepts and definitions underpinning the 

measurement of pharmaceutical expenditure as part of the SHA framework (Chapter 2). Chapter 3 

                                                
3 While the report is directed primarily to low- and middle-income countries, the tracking of pharmaceutical financing 

and the functions identified can apply more broadly. 
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proposes the general approaches to the measurement of total pharmaceutical expenditure with regard to 

defining the relevant products, functions and costs. Chapter 4 gives an overview of the various 

methodological approaches and related data sources that may be applicable by countries in the 

measurement of intermediate consumption of pharmaceuticals in the health sector, and assesses them 

according to a set of quality criteria. The final chapter (Chapter 5) proposes a stepwise approach to the 

application of these guidelines with the aim of achieving improved coverage and comparability in the 

measurement of total pharmaceutical expenditure through future international standard reporting. 
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20. This chapter sets out the concepts and definitions concerning the measurement of expenditure on 

pharmaceuticals under the System of Health Accounts 2011 (SHA 2011) framework. Several 

“pharmaceutical” categories exist under the different classifications of SHA 2011 but they all have different 

meanings which need to be understood in the context of providing a unique definition of an aggregate Total 

Pharmaceutical Expenditure (TPE) which allows for a more meaningful analysis of resource allocation 

across the health sector and, more broadly, in the economy. 

General accounting concepts under A System of Health Accounts 2011 

21. The main perspective of health accounts relates to the consumption of health care goods and 

services by residents. This is closely aligned with the National Accounts concept of the use of goods and 

services in the economy. The two main uses are either as an input into the production of other (health 

care) goods and services (intermediate consumption), or for final use4 - which itself can be broken down 

into final consumption, investment (or gross capital formation), or as an export. The principal focus of health 

accounts is on the aggregate measurement of current health expenditure representing the total final 

consumption expenditure of health care goods and services by residents (Figure 2.1) of which 

spending on pharmaceuticals by or on behalf of the resident population forms one category.5 

22. This provides only a partial picture of overall consumption on pharmaceuticals resulting in the need 

to consider other additional mechanisms to track and account pharmaceutical usage across the whole 

health sector. An extension to the core SHA 2011 framework allows the production perspective to be 

examined through the reporting of the value of the inputs into the provision of health care services, namely 

the factors of provision. This opens up the potential to measure the intermediate consumption of 

pharmaceuticals and in turn estimate total pharmaceutical expenditure (TPE). 

                                                
4 There are some general deviations from the SNA concepts notably regarding the accounting of occupational health 

care and household production. Refer to the SHA 2011 manual for further discussion. 

5 Including goods and services purchased abroad. People travel and may buy pharmaceuticals abroad, or may 

specifically travel to countries to buy drugs either because they are cheaper or available without a prescription, where 

a prescription is needed in the resident's country. 

2 Concepts and definitions for the 

measurement of pharmaceutical 

expenditure in the System of Health 

Accounts 



14  DELSA/HEA/WD/HWP(2022)7 

  
For Official Use 

Figure 2.1. The uses of health care goods and services 

 
Source: SHA 2011 (2017). 

23. The concept of consumption should be set against that of acquisition such that only spending on 

those pharmaceuticals that are consumed within the accounting period should be included in final 

consumption and hence current health expenditure. Pharmaceuticals acquired to increase stocks and 

stored for eventual use, export or destruction should be excluded. For example, the acquisition of stocks 

of vaccines to be used in the event of a catastrophic occurrence (e.g. the COVID-19 vaccinations kept in 

stock) should be reported under “changes in inventories” (HK.1.2).6 

Pharmaceutical expenditure as part of the functional classification in A System 

of Health Accounts 

24. Within the SHA boundary of current health expenditure, two categories are associated with the 

spending on pharmaceuticals as part of the classification of Health Care functions (HC) (Box 2.1). Within 

the main classification, the category of HC.5 Medical goods, Pharmaceuticals and other medical non-

durable goods (HC.5.1) refers to expenditure on pharmaceuticals (and other non-durables) destined for 

final consumption - either prescribed by a healthcare professional or ‘self-prescribed’ by individuals. 

Pharmaceuticals reported under HC.5.1 are typically delivered via retail outlets (e.g. pharmacies or other 

multi-purpose retailers) and the associated spending is often termed “retail pharmaceutical expenditure”. 

A further disaggregation of the category HC.5.1 allows the separate identification of spending on 

“Prescribed medicines” (HC.5.1.1) and “Over-the-counter medicines” (HC.5.1.2). 

25. One notable feature of HC.5 (and by consequence its sub-components) is that the category refers 

to “Medical goods (not specified by function)”. By convention, it is taken that for HC.5, the purpose of 

the good is unknown, which is not strictly true since e.g. for the majority there is a curative purpose. Given 

that curative care (HC.1), rehabilitative care (HC.2) etc., are themselves defined as “functions”, any 

pharmaceuticals used in the provision of the service form an integral part of each of those functions. The 

costs of vaccines on the other hand are generally captured under the prevention category (HC.6) - since 

they are typically part of an immunisation programme and not under medical goods. 

                                                
6 According to SHA 2011, change in inventories of health care providers for their ordinary activities (e.g. the value of 

pharmaceuticals stored in hospitals) can be ignored, assuming for simplicity that the value at the beginning of the 

accounting period equals the value at the end of the same period. 

Factors of 

provision

Imports

Financing

Providers

Produced within the economic 

territory 
Health care 

goods and services 

purchased within the economy

and abroad by residents 

Health care goods and 

services

Total uses of health care goods and services

Final Consumption
Gross capital 

formation
 Exports

Functions
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26. The second category of pharmaceutical expenditure lies outside the main classification 

(exclusively referring to final consumption expenditure) and refers to total pharmaceutical expenditure 

(TPE) - HC.RI.1. All pharmaceuticals consumed within the health sector,7 both directly or used as inputs 

to “packages” of care, are accounted for within the boundary of health care (under current health 

expenditure) but are not fully disaggregated as a separate category (Annex B). In recognition of the policy 

relevance, this “reporting item” reports all pharmaceutical expenditure to indicate the overall consumption 

of pharmaceuticals within the health system. 

27. The aggregate HC.RI.1 is in effect the sum of the final consumption expenditure on 

pharmaceuticals (HC.5.1.1 + HC.5.1.2) together with intermediate pharmaceutical consumption used in 

other functions of care. Specifically, the latter component refers to the pharmaceuticals used within 

treatment packages, notably as part of curative care (HC.1), which can be expected to be the largest 

contributor, but also, rehabilitative care (HC.2) and long-term care (HC.3) as indicated explicitly in the 

definition (Box 2.1). However, as will be discussed in the next chapter, this may be extended to include 

pharmaceuticals used up in the delivery of other healthcare functions, such as ancillary services (HC.4) 

and preventive care (HC.6). The latter can be of particular relevance with regard to vaccination whereby 

the cost of the vaccine plus the service delivery cost is accounted for under HC.6.2, as part of an organised 

vaccination programme. 

                                                
7 e.g. pharmaceuticals can be used in other sectors such as agriculture and animal health. 

Box 2.1. Pharmaceutical expenditure categories in the System of Health Accounts 2011 

Expenditure by function of care: 

HC.5.1 Pharmaceuticals and other medical non-durable goods 

Pharmaceutical products and non-durable medical goods intended for use in the diagnosis, cure, 

mitigation or treatment of disease. Includes medicinal preparations, branded and generic medicines, 

patent medicines, serums and vaccines, and oral contraceptives. This category refers to 

pharmaceuticals consumed either as a result of prescription following a health system contact or 

independently in the case of self-prescription. Therefore, dialysis fluids, as well as medical gases, such 

as oxygen, should also be included when purchased directly. This is further divided into the following 

sub-classes:  

HC 5.1.1 Prescribed medicines  

Comprises all pharmaceuticals, including branded and generic pharmaceutical products, which are 

provided in response to a prescription issued by a licensed medical practitioner or pharmacist.  

HC 5.1.2 Over-the-counter medicines  

Comprises all pharmaceuticals, including branded and generic pharmaceutical products which may 

or may not be available without prescription but have been purchased independently.   

HC 5.1.3 Other medical non-durable goods  

Includes adhesive and non-adhesive bandages, hypodermic syringes, first-aid kits, hot-water bottles 

and ice bags, medical hosiery items. (This category does not relate to pharmaceuticals but some 

countries are not able to evaluate it separately.) 

Memorandum items:  

HC.RI.1 Total pharmaceutical expenditure 
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28. A mention should also be made with regard to medical goods falling under the definition of 

Traditional, Complementary and Alternative Medicines.8 In common with other medical goods, these form 

part of HC.5 but similarly can also be used as inputs in other functions of healthcare. As such, they should 

be also considered as part of HC.RI.1 as well as forming the separate Reporting Item: HC.RI.2.  That is to 

say, these two reporting Items are not mutually exclusive with regards TCAM goods that meet the definition 

under HC.5.1.1 or HC.5.1.2. 

Spending on pharmaceuticals as an input cost in the factors of provision 

classification of A System of Health Accounts 

29. As an extension to the core framework in SHA 2011, the factors of provision classification (FP) 

identifies the composition of provider expenditure from the perspective of inputs into the production of 

health care services (Annex B). In addition to labour and capital, inputs include services (both health and 

non-health), for example, from one health provider to another, or goods (both health and non-health), 

including pharmaceuticals, which are considered part of the overall treatment package provided to the 

patient (Box 2.2), and generally refers to the “intermediate consumption” of good and services. 

30. The category “Pharmaceuticals” (FP.3.2.1) provides a measure of the overall input cost to 

domestic health care providers9 on “the totality of use of medicines and other medical goods, regardless 

of their mode of provision”. However, while this category exists theoretically within the SHA framework, 

only very few countries are required to submit data for this category at the moment. 

31.  

                                                
8 HC.RI.2 Traditional, Complementary and Alternative Medicines (TCAM) have been identified as policy relevant in 

many countries due either to its cultural importance or its high growth rate, both in high- and middle-per capita income 

countries. Policies related to TCAM are emerging and need to be monitored. Due to the mix of purposes and practices 

and financing profiles, TCAM systems, therapies and disciplines (including the related medical goods) are a de facto 

sub-class of hospitals, ambulatory care services and retailers.   

9 In theory, ROW providers (HP.9) should be included. However, for practical reasons, it is not possible to have a 

breakdown of costs for foreign providers.  

The total figure for expenditure on pharmaceutical consumption is obtained by adding the explicitly 

reported part (HC.5.1.1 + HC.5.1.2) and the other components of pharmaceutical consumption 

regardless of the consumption path. This is the case of the pharmaceutical component within 

treatment packages, notably as part of the interaction within the contact for curative care (HC.1), 

which is expected to be the largest amount, but also part of rehabilitative care (HC.2) and long-term 

care (HC.3). There may also be amounts incorporated as part of outpatient care from prescribing 

physicians (part of HC.1.3).  

Within health facilities, notably those for inpatient care, part of the service may sometimes involve 

complementary efforts to produce some medicines and to integrate and deliver the “pill boxes”. This 

would imply that the consumption of pharmaceuticals involves not only the cost of the products 

(directly) purchased but also the cost of the complementary distribution services.  

Source: SHA 2011 (2017) 
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Mapping the distribution pathways for pharmaceuticals to SHA accounting in the 

core framework 

32. As indicated above, reported data on pharmaceutical spending under HC.5.1 are limited to the 

purchase of pharmaceuticals either prescribed by a medical professional or ‘self-prescribed’ by individuals 

(i.e. Over-the-Counter [OTC] medicines) and destined for final consumption. They are delivered primarily 

via retail outlets (e.g. pharmacies or other multi-purpose retailers) and self-administered by patients (see 

Figure 2.2, circled in bold).10 However, pharmaceuticals may also be dispensed to patients in ambulatory 

or hospital settings also to be ultimately self-administered by the patient (dashed line). In these cases, the 

value should also be included in the reporting of ‘retail’ pharmaceuticals (HC.5.1). 

                                                
10 In some cases, typically in lower and middle-income countries, pharmaceuticals bought directly could be used 

subsequently as part of an inpatient or outpatient episode (dotted lines), but by convention are still included under 

“retail” pharmaceutical spending. 

Box 2.2. Pharmaceuticals as a factor of provision - FP.3.2.1 

Pharmaceuticals are defined as any chemical compound used in the diagnosis, treatment or prevention 

of a disease or other abnormal condition. They include reactive and other chemical products used in 

laboratory tests.  

In the factors of provision classification, this item is expected to cover the totality of use of medicines 

and other medical goods, regardless of their mode of provision.  

● Includes: all medicines and pharmaceutical products such as vaccines and serum. 

● Excludes: all goods acquired to increase stocks should not be included, such as medicines to be 

stored for future use.  

Source: Selected sections from p.218, SHA 2011 (2017). 
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Figure 2.2. Distribution pathways for pharmaceuticals 

 
Note: The thinly dotted lines indicate that pharmaceuticals bought directly in retail outlets including community pharmacies could potentially be 

used during an inpatient or outpatient episode, but by convention are included under ‘retail” pharmaceutical spending (HC.5.1).  

Source: Adapted from System of Health Accounts (2011) 

33. For the dispensing of pharmaceuticals in the hospital sector, the accounting of the associated 

expenditure will vary depending on the distribution pathway through the health system. Box 2.3 illustrates 

four different pharmaceutical dispensing pathways, with the recommendations for how the associated 

expenditures are accounted under the SHA framework. 

34. If the use and dispensing of pharmaceuticals takes place during an inpatient treatment episode, 

then it is clear that the pharmaceuticals are part of the package of inpatient care and should therefore be 

accounted e.g. under HC.1.1. On page 97, the SHA 2011 Manual states that “…medical goods consumed 

or delivered during a health care contact that are prescribed by a health professional” should be excluded 

from HC.5. This can be further qualified such that pharmaceuticals and other medicinal products that are 

consumed during the outpatient (or day case) contact should be considered as HC.1.3 (or HC.1.2). For 

example, this might refer to medical products used during a session of chemotherapy or dialysis as well 

as medication for HIV or Hepatitis C administered during an outpatient visit.  

35. However, in the case of a doctor dispensing prescription medication to outpatients with the 

intention that this is consumed away from the physician's office, then this transaction should merely be 

considered as an alternative dispensing channel. Within this context, it is recommended to categorise this 

transaction under HC.5.1. Finally, if a hospital pharmacy dispenses medication against a prescription to 

an outpatient, the expenditure should be simply considered under HC.5.1 “Pharmaceuticals and other non-

durable goods” in line with other community pharmacies.  
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Box 2.3. Accounting pharmaceutical consumption in the hospital sector 

Scenario 1: Pharmaceuticals consumed during an episode of inpatient care in hospital. 

 

Standard accounting practice: As these expenditures form part of the overall inpatient service spending, they are considered 

as intermediate consumption and part of e.g. curative inpatient care (HC.1.1). 

 

Scenario 2: Pharmaceuticals consumed during an outpatient/day care contact in a hospital (e.g. during a 
session of chemotherapy or dialysis). 

 

Standard accounting practice: They are used as part of a patient contact (i.e. outpatient service), therefore are treated as 

intermediate consumption and part of e.g. curative outpatient care (HC.1.3). 

 

Scenario 3: Pharmaceuticals dispensed in a hospital to outpatients with the intention that they are consumed 
away from the hospital. 

 

Standard accounting practice: These are ultimately self-administered by the patient, so the value should be considered as 

part of ‘retail’ pharmaceutical spending (HC.5.1). 

 

Scenario 4: Pharmaceuticals dispensed by a hospital pharmacy against a prescription to an outpatient. 

 

Standard accounting practice: These should be accounted in the same way as community pharmacies and allocated to 

‘retail’ pharmaceutical expenditure (HC.5.1). 

36. In summary, the main medical goods category of the SHA 2011 functional classification includes 

only the direct purchase of pharmaceuticals by consumers in retail sales (under HC.5). The factors of 

provision classification (FP) identifies the inputs into the production of health care services, including the 

category Pharmaceuticals (FP.3.2.1) measuring the cost on “the totality of use of medicines and other 

medical goods, regardless of their mode of provision”.  

37. Pharmaceutical policies require information on total pharmaceutical consumption expenditure as 

well as the various channels, prices, composition, etc. A comprehensive measurement of pharmaceutical 

consumption is therefore of major relevance in a health care functional approach. The reporting item, Total 



20  DELSA/HEA/WD/HWP(2022)7 

  
For Official Use 

Pharmaceutical Expenditure (TPE), attempts to combine the intermediate consumption with the explicitly 

reported final consumption of pharmaceuticals to respond to this need but this creates some 

inconsistencies in terms of products and associated costs. Guidance regarding the scope and valuation of 

pharmaceutical costs are discussed in the following chapter. 
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38. Chapter 2 has highlighted that the System of Health Accounts framework offers an appropriate 

framework to measure pharmaceutical spending from different perspectives. The category “Total 

Pharmaceutical Expenditure” has the potential to provide a comprehensive overview of all spending on 

medicines throughout the entire health system but there remain some issues concerning the definition of 

the product groups captured under such a category. This chapter attempts to harmonise such a definition 

and clarifies a number of issues related to the overall scope and valuation of total pharmaceutical 

expenditure. 

The boundary of “pharmaceutical” products 

39. The range of medical products to be included within the measure of TPE needs to encompass 

both those used up as intermediate products in addition to those destined for final consumption.  

40. For final consumption, the SHA 2011 definition of HC.5.1.1 and HC.5.1.2 refers to “medicinal 

preparations, branded and generic medicines, pharmaceuticals, patent medicines, serums and vaccines, 

and oral contraceptives.” It also refers to “fluids required for dialysis, as well as gases used in health care, 

such as oxygen ...” when purchased directly.  

41. The definition of pharmaceuticals as a factor of provision (FP.3.2.1) refers to “…any chemical 

compound used in the diagnosis, treatment or prevention of a disease or other abnormal condition. […] 

include reactive and other chemical products used in laboratory tests”. While some of these products will 

not be relevant for direct purchase by patients for final consumption (e.g. the various hospital solutions 

[classified under EphMRA ATC11 K] or the diagnostic imaging agents [classified under EphMRA ATC T]) 

(Annex D) they should in effect be included in the overall measure of TPE.  

42. While not explicitly discussed in the SHA Manual, for the purpose of measuring TPE, it is 

recommended that the measures of final pharmaceutical consumption and intermediate pharmaceutical 

consumption should be based on the same “product” boundary. In summary, HC.RI.1 and HC.5.1.1/5.1.2 

should consider the same universe of pharmaceutical products.12 

                                                
11 The European Pharmaceutical Market Research Association anatomical classification system (referred to as 

‘EphMRA ATC’ or ‘ATC’ in this report) classifies drugs in a hierarchy of three and sometimes four levels mainly 

according to their indications and use. EphMRA ATC has a similar structure with the WHO ATC at the higher levels, 

but is less detailed in many groups.  

12 For practical reasons countries may record products as pharmaceuticals depending on what is registered and 

licensed as such in their country. 

3 Common boundaries and valuations 

for the estimation of Total 

Pharmaceutical Expenditure 
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The functions of health care included under TPE 

43. Current reporting of TPE tends to be restricted to the inclusion of additional spending on 

pharmaceuticals in the hospital sector, in addition to “retail” pharmaceuticals. For the most part, 

pharmaceuticals used up in inpatient care are likely to account for the largest share of intermediate 

consumption of pharmaceuticals. However, TPE should include pharmaceuticals used by all providers and 

functions (Figure 2.2). In addition to inpatient care (HC.1.1), the definition of HC.RI.1 explicitly points to a 

broader consideration of curative care (HC.1) to include pharmaceuticals used in outpatient settings 

(HC.1.3), as well as those used in the delivery of rehabilitative care (HC.2) and long-term care (HC.3). This 

means that pharmaceutical expenditure used in other facilities – such as residential long-term care facilities 

(HP.2) and the diverse range of health care facilities captured under Providers of ambulatory health care 

(HP.3) - should also be included under TPE. 

44. The health system-wide boundary of HC.RI.1 also infers that in addition to spending on 

pharmaceuticals used in curative-rehabilitative and long-term care settings, those used up in delivering 

ancillary diagnostic services (HC.4), and prevention (HC.6) should also be included. This may be 

particularly relevant in the case of vaccines (e.g. against COVID-19), whereby the increased spending and 

multiple channels for distribution and use may require specific data sources to capture this expenditure. In 

this case, caution needs to be exercised to ensure the risk of double counting is minimised. 

Pricing and valuation 

45. As goods and services move through the economy from production to final use, the price changes 

due to the impact of taxes, subsidies, transport and trade margins. The 2008 System of National Accounts 

distinguishes three main price concepts for the flows of goods and services: basic prices, purchasers’ 

prices and producers’ prices (Figure 3.1). 

Figure 3.1. Schematic representation of the relationship between different price concepts 

  
Source: Handbook on Supply and Use Tables and Input Output-Tables with Extensions and Applications, accessed February 2022.  

46. According to SHA 2011, the final consumption of health care goods and services measured under 

current health expenditure should be valued at purchasers’ prices including any (non-deductible) value 

https://unstats.un.org/unsd/nationalaccount/docs/SUT_IOT_HB_Final_Cover.pdf
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added tax (VAT).13 This refers to the value of medical goods and services based on what purchasers, as 

in financing schemes, pay. Even if medical services and pharmaceuticals are provided free of charge, it is 

necessary to estimate the values that are equivalent to market prices. Since the aggregate of TPE mixes 

the concepts of final and intermediate consumption, on what price and valuation concept should TPE be 

based on? 

47. In the case of valuing pharmaceuticals, different prices exist at different levels (e.g. manufacturer, 

wholesaler, retailer and patient) but the valuation for intermediate use will typically refer to the purchaser 

price paid by the provider. Additionally, different price types can apply in the hospital sector (e.g. official 

list price and actual price) (Figure 3.2). Price confidentiality means that actual transaction prices are 

becoming increasingly disconnected from list prices, in part as a result of the proliferation of confidential 

agreements between manufacturers and health care payers (Wenzl and Chapman, 2019[2]). These 

agreements are generally intended to mitigate either financial risks or those arising from uncertainty around 

clinical effectiveness. Payers frequently negotiate undisclosed up-front (or ex-post) discounts from list 

prices initially offered by companies. 

48. These arrangements are often called rebates, claw-backs, refunds or discounts and can involve 

suppliers and purchasers of health goods at different levels in both the hospital and the retail 

pharmaceutical sector. There are many different ways by which a price reduction can be achieved, e.g. 

reducing the mark-up of manufacturers/wholesalers/pharmacies at the point of delivery or reducing the 

price of a pharmaceutical once a pre-defined volume is passed. It can take different forms, e.g. a fixed or 

a percentage reduction. Rebates can be decreed by law or can be negotiated directly between purchasers 

and manufacturers.  

Figure 3.2. Pharmaceutical prices in the inpatient sector compared to the outpatient sector 

 
Note: ‘Out-patient sector’ refers to ‘non-hospital’ or ‘retail’ sector in the PHIS report. 

Source: Pharmaceutical Health Information System Hospital Pharma Report accessed February 2022. 

49. SHA 2011 does not cover the issue of rebates specifically, but additional guidance as to their 

treatment in health accounts was agreed in 2016 and included in the notes accompanying the annual data 

                                                
13 VAT applies to retail pharmaceuticals in most European countries, although typically this will be less than the 

standard rate in the country and different rates can apply to prescribed and OTC medicines 

(https://www.efpia.eu/publications/data-center/the-pharma-industry-in-figures-economy/vat-rates/). 

https://webgate.ec.europa.eu/chafea_pdb/assets/files/pdb/2007333/2007333_phis_hospital_pharma_report_deliverable_5__received__12_07_2010.pdf
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collection (Box 3.1). In summary, pharmaceutical spending should be valued at the final purchaser’s price, 

net of rebate (e.g. gross prices minus rebates). The principle treatment of rebates in SHA should not differ 

between both public and private payers. 
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Box 3.1. How to account for pharmaceutical rebates? 

• Mechanisms to lower the purchase price of pharmaceuticals are called rebates (but also claw-

backs, refunds or discounts) and can involve suppliers and purchasers of health goods at different 

stages of the delivery chain. Generally, rebates aim to shift some of the burden of pharmaceutical 

consumption along the supply chain (i.e. the manufacturers, wholesalers and pharmacies). 

• There are different ways by which a price reduction can be achieved, e.g. reducing the mark-

up of manufacturers/wholesalers/pharmacies at the point of delivery or reducing the price of a 

pharmaceutical once a pre-defined volume is passed. The basis of the rebate can differ: it may refer to 

a “list price”, “manufacturer price” or other price concept and can take different forms, e.g. a fixed or a 

percentage reduction. Rebates can be decreed by law or can be negotiated directly between purchasers 

and manufacturers. They can exist in both the hospital and the pharmacy (retail) sector. 

How are pharmaceutical rebates defined in SHA 2011? 

 SHA 2011 does not cover this issue specifically. The way in which rebates should be treated 

needs to be deduced implicitly: 

 The manual states clearly “…[c]onsumption is valued at purchasers’ prices including any (non-

deductible) value added tax (VAT). This means that the value of medical goods and services is 

based on what purchasers pay” (p. 59).  

 To the extent to which health care goods and services are provided by market producers this 

price can be considered as the market price. Regarding the valuation of transactions, System 

of National Accounts (SNA) 2008 stipulates that “[a] market price is the price payable by the 

buyer after taking into account any rebates, refunds, adjustments, etc. from the seller” (SNA 

2008, 3.121) 

Recommended treatment of pharmaceutical rebates in SHA 

 Pharmaceutical spending should be valued at the purchaser’s price, net of rebate (e.g. gross 

prices minus rebates). This price refers to the price the purchaser (ultimately) has to pay and 

includes taxes on products like VAT. 

 Example: The gross price of pharmaceutical A in country Z is 20 NCU. The costs are covered 

by Public Health Insurance. By law, pharmacies are required to give a rebate of 10% of the 

gross price to the payer when dispensing the pharmaceutical to the patient. The transaction 

should be valued at 18 NCU (HF.1.2 x HC.5.1 x HP.5.1) 

 Rebates should be considered even if the financial transaction involves actors that are not part 

of the health provider universe (e.g. manufacturers) but should be attributed to the provider 

where final consumption takes place. In most cases, pharmaceutical rebates will affect the 

spending in pharmacies (HP.5). 

Example: The gross price of pharmaceutical B in country Y is 30 NCU. Costs are covered by 

the Public Health Insurance. By law, manufacturers are required to give a rebate of 20% of the 

gross price to the payer one month after the pharmacy dispenses the pharmaceutical. The 

pharmacy dispenses pharmaceutical B to the patient and the Public Health Insurance makes a 

payment of 30 NCU to the pharmacy. Later, the manufacturer reimburses 6 NCU to Public 

Health Insurance. The transaction should be valued at 24 NCU (HF.1.2 x HC.5.1 x HP.5.1). 

 Only rebates benefiting the purchaser (financing scheme) should be considered. If a wholesaler 

receives a rebate from a manufacturer for a bulk purchase, which increases his profit, this would 

be outside of the SHA framework since it does not affect the purchaser price. 



26  DELSA/HEA/WD/HWP(2022)7 

  
For Official Use 

 SHA recommends the accrual method in accounting health care consumption. Rebates should 

be attributed to the year in which the transaction took place, which may not be the year that the 

payment of the rebate is made. As a consequence, SHA compilers might have to recalculate 

pharmaceutical spending and revise earlier estimates if information on total rebates referring to 

year t only becomes available later. The adjustment could be estimated through information on 

existing contracts, and/or the actual rebates made in t+1. 

Example: The gross price of pharmaceutical C in country X is 30 NCU. The costs are completely 

covered by Public Health Insurance. By law, manufacturers are required to give a rebate of 20% 

of the gross price to the payer six months after the pharmacy dispensed the pharmaceutical. In 

November of year t, the pharmacy dispenses pharmaceutical C to the patient and Public Health 

Insurance makes a payment of 30 NCU to the pharmacy. In May of year t+1, the manufacturer 

reimburses 6 NCU to Public Health Insurance. The transaction should be valued at 24 NCU 

(HF.1.2 x HC.5.1 x HP.5.1) in year t 

 Taking the lead from SNA 2008 on valuation of transaction and market prices, rebates must be 

known before the transactions take place: “When a price is agreed by both parties in advance 

of a transaction taking place, this agreed, or contractual, price is the market price for that 

transaction regardless of the prices that prevail when the transaction takes place” (SNA 2008, 

3.120). Thus, a unilateral decision by a purchaser to pay less than the agreed price should not 

be considered a rebate unless it is based on legislation, which comes into effect retrospectively. 

 There is also a need to distinguish between a rebate and a tax. A rebate reduces the purchaser’s 

price whereas a tax is part of the purchaser’s price. The aim of a rebate is to reduce the price 

of a product or service whereas taxes are tools to raise revenues for the government. As a rule 

to distinguish between the two we suggest the following guiding principle: 

 A rebate must be payable directly or indirectly to the purchaser which should have discretion in 

the use of these funds. If a rebate payment is made to the tax authority and part of general tax 

collection than it is a tax and part of the purchaser price. In this case, the payment should not 

be treated as a rebate. 

 Although rebates in the pharmaceutical sector are the most common form of rebates in the 

health sector, the same accounting principle should be applicable to other health care goods 

and services. 

Source: Explanatory Notes to the Joint OECD, Eurostat and WHO Health Accounts Questionnaire (JHAQ) 

Costs related to procurement, delivery and distribution of pharmaceuticals 

50. The total value of the factor of provision, “Pharmaceuticals” (FP.3.2.1), across all providers in 

theory provides a measure of the overall input cost to domestic health care providers14 on ‘the totality of 

use of medicines and other medical goods, regardless of their mode of provision’. However, the value of 

final consumption equals the sum of the value of all the inputs used, which equals the value of all the goods 

and services consumed. Thus, other inputs, such as labour involved in the delivery and distribution, capital 

and overhead costs, and any taxes on production and/or the product are also accounted (Annex B).  

51. Therefore, the total FP.3.2.1 differs from what is ultimately spent in an economy on 

pharmaceuticals by or on behalf of patients, i.e. it does not take into account the various mark-ups, 

overheads and sales tax (and rebates) that are included, for example, in the price of pharmaceuticals 

purchased in a pharmacy (and to a much lesser extent some other providers).  

                                                
14 Excluding HP.9. 
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52. Therefore, there is not a direct overall equivalence between TPE (HC.RI.1) and FP.3.2.1. Rather, 

TPE is conventionally understood to be the sum of final consumption (i.e. HC.5.1.1 and HC.5.1.2) and 

intermediate consumption of pharmaceuticals for all health providers. Some providers, especially in 

relation to hospital pharmacies but also physicians’ offices in some countries, dispense pharmaceuticals 

to outpatients as well as use pharmaceuticals in delivering on-site care. In such cases, caution should be 

exercised in distributing between intermediate and final consumption and avoiding any double counting. 

53. A question for further consideration is whether the costs of any additional inputs over and above 

FP.3.2.1 should be included in a measure of intermediate consumption. Comparability might be 

compromised by differences in how a health system distributes pharmaceuticals; where TPE is heavily 

influenced by intermediate consumption (and limited to the input cost of pharmaceuticals), compared to a 

system where most consumption is valued through market prices through pharmacies and itemised billing. 

54. At a healthcare facility level, notably those providing inpatient care, part of the service may also 

involve complementary efforts to derive other medicines and to deliver the “pill boxes” to patients. This 

would imply that the consumption of pharmaceuticals involves not only the cost of the products (directly) 

purchased but also the cost of these complementary production and distribution services. Indeed, 

pharmaceuticals can be distinguished into “ready-made”/“off-the-shelf” as produced by manufacturers, as 

well as derived products produced by pharmacists and hospital pharmacies. In the latter case, this may 

contribute significant value to the service.  

55. Experience from countries reporting TPE (Annex A) suggests that in estimating the expenditures 

on pharmaceuticals used in hospitals, the associated costs of various the processes within the facility prior 

to the patient receiving the medicines (e.g. preparation, storage, measurement, delivery, etc.) are generally 

not included.15 This may be due to an interpretation of the definition, or to the practicality of separately 

identifying and including such costs. The SHA Manual is ambiguous by referring to difficulties of 

measurement, but also inferring that these “complementary” in-house costs should be included in TPE.  

56. Therefore, conceptually, these complementary costs including the operating costs of hospital 

pharmacies should be estimated and included, so that the price of in-hospital pharmaceuticals are 

comparable to that of pharmaceuticals purchased from a pharmacy, super market etc., which takes into 

account overhead cost. However, in practice, it is recognised that it is challenging to separate and report 

those operational/overhead costs in a standard manner across countries. The accompanying metadata 

should clearly specify which additional costs, if any, are added to the input costs of pharmaceuticals in the 

calculation of non-retail spending on pharmaceuticals.    

57. There are also further costs upstream, depending on the organisational arrangements for 

purchasing within the health system, linked to procurement, storage and distribution. Indeed, the CPM 

pharmaceutical financing framework referred to in Chapter 1 makes reference to the core functions of 

pharmaceutical supply systems and the associated costs along the supply chain: 

 procurement, which encompasses a range of functions, among them selection of medicines; 

quantification of pharmaceutical requirements; preparation of product specifications and quality 

standards; approval of suppliers (pre-qualification or post-qualification); adjudication; award of 

tender 

 quality assurance functions, including the cost of sampling, transportation of samples, and 

laboratory analysis 

 pre-storage distribution activities, including functions such as port clearing (for imported products), 

receipt and inspection 

                                                
15 Only one country explicitly indicated that costs for pharmacy staff are included in the calculation of pharmaceutical 

expenditure in hospitals. 
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 other associated distribution-related functions, such as warehousing and storage; inventory 

control; and information systems and reporting.   

58. Many of these costs may seem far removed from an understanding of what should be included 

along with the costs of pharmaceuticals; and whether some of these costs are indeed recorded under 

current health expenditure. While this does create some anomaly given that for prescribed and OTC 

medicines they are de facto included in the price, it is not recommended that these centralised costs are 

added to the pharmaceutical and complementary costs. Some of these costs may be included under health 

system administration (HC.7.1), but it is not recommended to estimate the share of HC.7.1 to include under 

TPE.   

59. In summary, it is recommended that: 

 Total Pharmaceutical Expenditure (TPE) which combines final consumption and intermediate 

consumption of pharmaceuticals should refer to the same universe of products. In general, the 

boundary should include all products that are licensed as pharmaceuticals in a country. 

 In measuring the intermediate consumption of pharmaceutical products, all functions of care in all 

health care facilities should potentially be included in the overall measure of TPE; it should not only 

be restricted to inpatient care in hospitals. 

 In determining the value of pharmaceuticals used in intermediate consumption, in addition to the 

input costs of pharmaceuticals, directly associated costs in the preparation, storage, management 

and delivery of pharmaceuticals to the patient in the healthcare facility should be included. It is 

acknowledged, however, that this is challenging and that, in the first instance, may not be possible. 

 Overall costs in the procurement, storage and distribution of pharmaceuticals by central 

procurement agencies to the health facilities should not be included in intermediate consumption 

estimates. Normally, such central costs are included under HC.7.1, as they are associated with 

governments’ management functions aiming to control resources in the health system and maintain 

the whole system’s effectiveness and efficiency.  

 The valuation of total pharmaceutical expenditures should approach the ‘final price’ and therefore 

take into account taxes, rebates and any other adjustments. This applies to both sets of 

pharmaceuticals, those used for final consumption and those used in intermediate consumption. 
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60. Country reporting of final consumption expenditure on pharmaceuticals is generally robust - based 

on solid data and methodologies. Therefore, the emphasis is on improving the measurement of 

intermediate consumption of pharmaceuticals. A range of approaches and associated data sources are 

identified – their appropriateness often driven by the specific organisation and financing of the health care 

services in a country. This chapter assesses the advantages and disadvantages of the various 

methodologies to estimate the intermediate consumption with the objective to expand the current reporting 

of TPE. While the focus is often on measuring the use in hospitals, there is a need also to estimate 

consumption in other facilities outside of the hospital sector (e.g. ambulatory care, residential long-term 

care homes, etc.).  

General approaches to estimate Total Pharmaceutical Expenditure 

61. As part of developmental work to estimate TPE, a feasibility study by the Office for National 

Statistics in the United Kingdom (ONS) assessed the advantages and disadvantages of various 

approaches and their corresponding data sources according to a set of quality criteria such as availability, 

timeliness and coverage (Annex E). The study identified two general approaches: 

 Estimating TPE as an aggregate figure, either across all financing schemes, or in terms of 

measuring final and intermediate consumption together using the same source. 

 Estimating the individual components of TPE (i.e. intermediate consumption of pharmaceutical 

expenditure and the final consumption reported in HC.5.1.1 and HC.5.1.2) and sum them up. 

62. One of the main drawbacks to an aggregate approach and the use of total supply and use data is 

the inclusion, e.g. in final consumption measures, of a range of non-health uses, including the consumption 

of narcotics. As illustrated in Annex 2, almost all OECD and EU countries are currently able to report 

HC.5.1.1 and HC.5.1.2 (Pharmaceuticals and other medical non-durable goods), based on well-

established data sources and methodologies, providing a generally high level of comparability. Therefore, 

it is recommended to use the second approach, which uses the existing measure of HC.5.1.1 and HC.5.1.2 

for the final consumption component, and separately identifies intermediate consumption component from 

alternative sources. This approach is currently used by a number of OECD countries, and can be illustrated 

as follows: 

𝑇𝑃𝐸 = 𝐻𝐶. 5.1.1 + 𝐻𝐶. 5.1.2 + 𝑖𝑛𝑡𝑒𝑟𝑚𝑒𝑑𝑖𝑎𝑡𝑒 𝑐𝑜𝑛𝑠𝑢𝑚𝑝𝑡𝑖𝑜𝑛 𝑓𝑟𝑜𝑚 𝑎𝑙𝑡𝑒𝑟𝑛𝑎𝑡𝑖𝑣𝑒 𝑠𝑜𝑢𝑟𝑐𝑒𝑠 

4 Data sources and methodologies to 

estimate expenditure on 

pharmaceuticals in hospitals and 

other healthcare settings 
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63. Hence, this chapter focuses on a discussion of the data sources and methodologies needed to 

estimate the intermediate consumption component of pharmaceutical spending (i.e. related to 

pharmaceuticals used in hospitals and other health care settings).  

Data sources and methodologies for estimating intermediate consumption of 

pharmaceuticals  

64. In general, there are four categories of data sources that can be considered for the estimation of 

intermediate consumption of pharmaceuticals, namely: 

 Data from producers/suppliers - e.g. Supply-Use Tables from the National Accounts, International 

Trade Statistics 

 Data from health care provider perspective - e.g. hospital statistics, central pharmacy records 

 Data from health care financing perspective - e.g. insurance funds reports 

 Commercial market data - e.g. data from pharmaceutical market intelligence companies 

65. The strengths, limitations and estimation methodologies of each of the four types of data sources 

are discussed in the following sections. Ideally, different data sources should be triangulated and, if 

needed, adjusted accordingly.  

Data from producers/suppliers 

66. The first approach is to base estimates of intermediate consumption of pharmaceuticals from the 

perspective of supply and demand in the economy, most widely exhibited through the Supply-Use Tables 

(SUT). SUTs are typically developed as part of a country’s national accounts to calculate economy-wide 

gross domestic product (GDP). They trace the production of all products by domestic industries, combined 

with imports, through to their use as intermediate inputs or as final consumption, investment or exports. 

Annual business surveys can also provide detailed information on the supply side of products into the 

economy, but will tend to be limited to the domestic supply and will not include the important import 

component of pharmaceutical supply. 

67. An advantage of the application of SUTs is a whole economy approach, covering all financing 

schemes16 and all suppliers, and rooted in standard National Accounts methodology, using international 

product and industry classifications. This allows for a high degree of consistency between countries in 

regard to definitions and conventions, potentially assuring comparability of data.  

68. The country coverage is generally good and improving with tables available for nearly all OECD/EU 

countries from national statistical agencies and/or international databases (e.g. OECD National Accounts, 

Eurostat). The widespread availability of estimates of intermediate consumption of pharmaceuticals could 

be seen as a relatively easy way to report TPE requiring little additional effort. 

69. However, the use of SUTs does have a number of limitations: 

 SUTs are constructed using a varying and often complex mix of different industry data sources, 

many of which require adjustment. As an economy wide approach, estimates are subject to 

                                                
16 It is worth noting that SNA and SHA report the financing information differently: SHA employs its own specific 

classifications to break down the health expenditure at a high level of detail, and highlights the origin and destination 

of the economic/financial flows through the use of cross-classified tables. SNA, on the other hand, is composed of two 

main sets of tables: the SUT framework and the sequence of integrated economic accounts (IEA) for the institutional 

sectors. 
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balancing to equate the three measures of GDP by adding and deducting expenditure from 

industries and products to achieve a balance.  

 National Accounts classifications are not fully aligned with the SHA provider and function 

categories.  

 The valuation concept of intermediate consumption in the supply table is in purchaser prices but 

does not take into account any additional margins, taxes, as well as the application of rebates, etc.  

 There is also an issue of timeliness, with SUTs typically only available at t-3 or t-2 for many 

countries. However, the more widespread production and dissemination of SUTs is resulting in an 

improvement in timeliness. 

How to use Supply-Use Tables 

70. The product groups adopt the Classification by Product Activity (CPA) while industries are 

classified according to the International Standard Industrial Classification of All Economic Activities (ISIC) 

[or NACE17] classifications to cover human health and residential care activities. It is recommended that, 

for estimating intermediate consumption of pharmaceuticals, the intermediate consumption (IC) of 

pharmaceuticals (CPA 21: Manufacture of Basic Pharmaceuticals and Pharmaceutical Preparations18) for 

industries associated with providing Human health and social work (ISIC/NACE 86/87) activities as well as 

Public administration and defence (ISIC/NACE 84)19 is included. 

71. As illustrated in Table 4.1, using Denmark as an example, the intermediate consumption of 

pharmaceuticals by human health and social work activities makes up 55% total intermediate consumption 

(17,927/32,605 = 55%), and 51% of health-related total pharmaceutical consumption (17,927/(17,927 +

17,253) = 51%).   

Table 4.1 Percentages of intermediate consumption of pharmaceuticals by relevant industry, 
Denmark, 2018 

Basic pharmaceutical products and pharmaceutical 

preparations 

Expenditure 

(Danish Krone, 

Millions) 

% of intermediate 

consumption 

Of which % of total 

pharmaceuticals 

in health 

Intermediate consumption (P2), Total activity 32,605    

Agriculture, forestry and fishing 826 3%   

Manufacturing 8,895 27%   

Manufacture of food products, beverages 

and tobacco products 

1,401  4%  

Manufacture of chemicals and chemical 

products 
814  2%  

Manufacture of basic pharmaceutical 

products and preparations 

6,486  20%  

Professional, scientific and technical activities 2,094 6%   

Public administration and defence, compulsory social 

security 
1,620 5%   

                                                
17 The Statistical classification of economic activities in the European Community, abbreviated as NACE, is the 

classification of economic activities in the European Union (EU); the term NACE is derived from the French 

Nomenclature statistique des activités économiques dans la Communauté européenne. 

18 According to CPA 2008 structure (accessed February 2022). However, there may be variations in interpreting and 

reporting CPA21 across countries.   

19 Public administration and defence is recommended as this includes any intermediate consumption of 

pharmaceuticals consumed by the armed forces.  

https://ec.europa.eu/eurostat/documents/1995700/1995914/CPA-2008-structure-EN.pdf/bed6a577-75ac-4691-a312-6662311a9173
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Education 905 3%   

Human health and social work activities 17,927 55%  51% 

Human health activities 14,433  44%  

Residential care and social work activities 3,494  11%  

Final consumption expenditure 17,253   49% 

Source: OECD National Accounts Database Table 40. 

 

 

 

Box 4.1. Using Supply-Use Tables from National Accounts to estimate intermediate 
consumption of pharmaceuticals – the example of Slovenia 

Slovenia’s estimate of TPE is based on final consumption component from SHA tables, and 

intermediate consumption from SUT from the National Accounts.  

More specifically, intermediate consumption of pharmaceuticals (CPA 21) for industries associated with 

providing human healthcare derived from the SUT, including: 

NACE 86: Human health activities 

NACE 87: Residential care activities 

Pharmaceuticals used e.g. for animal feeds, agriculture and veterinary uses excluded. 

Table 4.2. Estimation of TPE in Slovenia, 2018  

Component Data source Value (current price, million euros) 

Final consumption - HC.5.1.1. SHA 521.6 

Final consumption - HC.5.1.2. SHA 131.7 

Intermediate consumption – NACE 86 SUT 393.1 

Intermediate consumption – NACE 87 SUT 2.4 

TPE  1048.9 

Source: Slovenia presentation at OECD Working Party on Health Statistics 2021. 

Comparison between SUT and existing SHA estimates of intermediate consumption 

72. A preliminary assessment in 2019 looked at the availability and comparability of estimates of 

intermediate pharmaceutical consumption within Human health and social work activities. Data on 

intermediate consumption by industry, final consumption and exports with corresponding breakdowns by 

comparable product class were extracted from the OECD SNA Supply-Use database.20 Data are reported 

to the OECD by countries in submissions to the National Accounts Supply and Use questionnaire. 

73. Figure 4.1 shows the estimates of the share of pharmaceutical spending in hospitals (and other 

health care settings) for available countries based on the above SUT approach, compared to then available 

figures from health accounts. The chart compares the calculated share noting that there may also be 

important differences in the actual levels of intermediate and final consumption of pharmaceutical products 

compared with expenditure on pharmaceuticals (HC.5.1) and total expenditure on pharmaceuticals 

(HC.RI.1). 

                                                
20 Use tables at purchaser prices at the 2-digit ISIC Rev 4 level, containing 89 industries. 
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Figure 4.1. ‘Non-retail’ spending on pharmaceuticals as a share of total expenditure on 
pharmaceuticals, 2019 (or nearest year) 

 

1. Including medical non-durables. 

Notes: SHA (JHAQ): Pharmaceutical expenditure in hospital and other institutional settings (calculated as the difference between total 

pharmaceutical expenditure (HC.RI.1) and Pharmaceuticals and other non-durables (HC.5.1)) as a share of HC.RI.1. 

National Accounts (SUT): Intermediate consumption of Basic pharmaceutical products and pharmaceutical preparations in the Human health 

and social work activities as a share of the sum of the former and Final consumption. 

Estimates for Korea and Costa Rica are excluded from the chart due to the significant difference in the figures from the two approaches; 

estimates for Australia are excluded due to methodology difference in its reported HC.RI.1. 

Source: OECD National Accounts Database Table 40; OECD Health Statistics 2021. 

74. In summary, the use of SUTs could potentially expand the estimates of total pharmaceutical 

spending with estimates of intermediate consumption readily available for the vast majority of OECD/EU 

countries. Estimates using SUTs corroborate existing evidence that there is a significant variation in the 

share of intermediate consumption in total pharmaceutical consumption across countries. However, for 

some countries using alternative data sources to compile estimates, the difference from the SUT values 

can be significant and further examination of the reasons would be required to ensure confidence in either 

existing or SUT-based estimates. 

Data from health care provider perspective 

75. Data collected from the healthcare providers as the principal purchasers of pharmaceuticals is 

another potential method to estimate the intermediate consumption of pharmaceuticals. Hospitals, for 

example, as one of the main purchasers and user of inpatient pharmaceuticals, may regularly record 

activities and/or expenditures associated with pharmaceutical procurement. While the monitoring of 

pharmaceutical consumption expenditure is often done at a hospital level, the information is typically 

collated and maintained by a national agency or institute. 

76. The existence of reliable data sources is very much dependant on the organisation of the health 

system and may be quite heterogeneous in their coverage. Quality dimensions such as timeliness and 

accessibility may also depend on a number of factors, such as the quality management practice of the 

collecting organisations, and the compliance of hospitals/reporting organisations. This will in turn be linked 

to the structure of the health system and the governance of any data collection.  

77. If hospital pharmacies produce pharmaceutical themselves or derive products based on other 

pharmaceuticals e.g. for cancer care, there should be value added to the primary pharmaceutical 

ingredients that should be reflected in the value and which has not been captured in the buy-in price. 
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78. One important issue is coverage: data from some administrative regions and non-hospital health 

services may not be included.  In addition, collections by national agencies may be restricted to public 

health providers, thus excluding the non-governmental sector, which is some cases could be a significant 

component. All these exclusions would require complementary data sources (and approaches) to fill these 

gaps, to avoid underestimates of pharmaceutical consumption by other health care providers. 

79. Additionally, the use of national standards and definitions in data collection, as well as the data 

collection/reporting cycle may affect international comparability. It is also possible that using data from 

providers increases the risk of double counting where a provider is procuring pharmaceuticals destined for 

both final and intermediate consumption (e.g. a hospital with on-site pharmacy). 

Examples of the use of data from health care providers 

80. For example, the Canadian Management Information System Database (CMDB), managed by the 

Canadian Institute for Health Information (CIHI), houses financial and statistical data from approximately 

600 public hospitals and 2,000 non-hospital health service organizations and regional health authorities 

across Canada. 

81. Data in the CMDB are submitted by provinces and territories through their ministries of health,21 

for all hospitals and other health services under their jurisdictions. This information is used to form the 

basis of management reporting for health service organizations, including:  

 Annual general purpose financial statements 

 Financial ratio analysis 

 Operational budgeting. 

82. CMDB data are collected according to the Standards for Management Information Systems in 

Canadian Health Service Organizations (MIS Standards), and the key variables in the CMDB include 

expense and revenue accounts, as well as a broad range of statistics, such as Earned Hours, Inpatient 

Days, Beds Staffed and In Operation, Procedures, Exams and Visits. Box 4.2 details the methodology that 

Canada uses CMDB to estimate their hospital-based pharmaceutical spending. 

83. In Estonia, the State Agency of Medicines collects data from hospital pharmacies concerning their 

range of activities via quarterly reports, which are then used to estimate the intermediate consumption of 

pharmaceuticals. However, the reported data do not include information on the quantity or value of each 

product separately, but only give aggregated data on the total turnover of the hospital pharmacies.  

84. The data are collected according to national standards and based on uniform definitions; there are 

also quality measures taken during the data collection and/or processing phases. The main limitation 

therefore relates to the consistency and comparability between countries due to different collection 

framework and standards used.  

                                                
21 Data are submitted from all jurisdictions except Quebec and Nunavut. Quebec data are collected using a different 

standard than that used for the CMDB.  

Box 4.2.  Using data from health care providers to estimate intermediate consumption of 

pharmaceuticals – the example of Canada  

Data sources used to compile TPE 

Total pharmaceutical expenditure in Canada is calculated by adding pharmaceutical expenditure borne 

by hospitals as reported in the Canadian MIS Database (CMDB) to the estimate for HC.5.1. 
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Data from health care financing perspective 

85. Data on the spending of pharmaceuticals across the health sector might also be sourced from the 

perspective of the financing schemes such as the financial reporting or administrative data of government 

agencies (and social insurance fund(s)) or the reimbursement mechanisms for providers. These financing 

sources cover a large proportion of the health care activity in turn covering the intermediate consumption 

of pharmaceuticals. For example, on average across OECD countries, 87% of inpatient costs are covered 

by government or compulsory health insurance schemes. It might be assumed that government and 

compulsory health insurance schemes finance a similar proportion of the pharmaceuticals used in inpatient 

care.  

86. In many countries, the costs of pharmaceuticals used in hospitals are implicitly included in DRG-

systems, which serve as the reimbursement payment system for hospital activities. Among a group of 12 

European countries, typically more than 70% of hospital costs were reimbursed through a DRG-type 

payment system (Tan et al., 2014[3]).  However, while each activity is paid according to a DRG-code, which 

is calculated from an accounting of the various inputs used up, the individual components (including the 

pharmaceuticals) are not listed.  

87. On the other hand, a number of countries have introduced separate funding arrangements for 

some of the high-cost pharmaceuticals administered in hospitals, and which are not funded via DRGs.  

88. However, where privately financed healthcare is significant, this would require additional sources 

or approaches to capture the pharmaceutical use. Any access to information on the input cost of 

pharmaceuticals in inpatient treatments to private insurers, for example, is likely to be more difficult to 

obtain in the absence of any regulatory reporting, although they may have certain obligations to report 

CMDB contains financial and statistical information on hospitals across Canada, collected according to 

a standardized framework known as the Standards for Management Information Systems in Canadian 

Health Service Organizations (MIS Standards). 

The MIS Standards include two financial accounts (4 63 and 5 63) covering pharmaceutical 

expenditures: 

 Account 4 63 Supplies-Drugs is used to report ‘low-cost’ ward stock drugs.  This account records 

the expense of pharmacological and therapeutic products, as defined in the American Hospital 

Formulary System (AHFS) Drug Information.  

 Account 5 63 Supplies-Drugs-Traceable is used to report prescription and all ‘high-cost’ drugs 

in case costing facilities,  This account records the expense of all drugs, as defined in the AHFS 

Drug Information that can be uniquely identified as being prescribed and used in the treatment 

of specific service recipients. 

Pricing concepts of ‘expenditures’ for pharmaceuticals consumed in hospitals 

The expenditure for pharmaceuticals consumed in hospitals is based on the cost paid by the hospitals 

for the drugs. It does not net out any cash discounts, but should be net of volume or trade discounts. It 

only accounts for the drugs that were consumed or expired by patients while in hospitals. It does not 

account for the drugs remaining in the stock inventory. 

Methodology used to obtain the estimates of TPE  

The expenditure for pharmaceuticals in hospitals does not include associated costs of delivery. The 

operating cost of the dispensaries are usually captured separately as a cost of operating the MIS 

functional centre 714 40 (Pharmacy) which includes clinical pharmacy services as well as drug 

procurement and information. 
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costs for internal accounting purposes. One clear gap from a financing perspective may be the intermediate 

use of pharmaceuticals linked to direct household financed care.   

89. For countries where hospital services are funded based on activity, detailed hospital cost data are 

regularly collected in order to produce a national price/cost, which determines the funding amount. For 

example, the National Hospital Cost Data Collection (NHCDC) is an annual collection of public hospital 

cost data in Australia. PBS22 pharmaceuticals and non-PBS pharmaceuticals are two line items (i.e. types 

of costs incurred in hospitals) that hospitals submit cost data according to. These data collections are 

guided by national reporting standards, and could be a potential data source about pharmaceutical 

expenditure from a financing perspective.       

90. In terms of availability, the regular data collection and reporting cycles for the principal government 

or compulsory insurance schemes will typically apply. Most government reports will include audited values 

with a “line item” approach frequently found for the governmental sector of the health system. Specific 

expenditures items (for example, vaccines and immunisation programmes, or high-cost drugs) can be part 

of the public reporting system, and is a standard tool of analysis for government finance statistics (GFS) 

at the international level. However, again, national standards and definitions may also be in use, affecting 

the comparability. 

91. Finally, it should be reiterated that only spending on pharmaceuticals consumed within the 

accounting period should be included. Pharmaceuticals acquired to increase stocks and stored for eventual 

use, exported or destroyed should be excluded. This can be of particular relevance with regards, for 

example, the acquisition of vaccines. 

Examples of the use of data from health care financing schemes 

92. The main data source for the compilation of TPE in Lithuania is the Compulsory Health Insurance 

Fund (CHIF) database. The State Patient Fund (operator of the CHIF) provides information on the 

expenditure on centrally purchased medicines, which are then distributed to hospitals having contracts 

with the CHIF regarding the provision of services reimbursed by the CHIF. The CHIF is the main financing 

scheme in health system of Lithuania, however, it has a number of limitations: 

 Available data does not cover the whole range of expenditure on medicines.  

 The data on medicines that are purchased by health care facilities (inpatient and outpatient) on a 

bilateral basis from the wholesalers are not covered due to the lack of data sources.  

 Information from private health care providers about pharmaceutical expenditure as internal 

production of care is also not available. 

Commercial market data 

93. Another potentially detailed and timely source is the pharmaceutical sales and purchasing data 

collected and made available via private audits carried out by commercial pharmaceutical intelligence 

companies, such as IQVIA. Surveys of wholesalers and healthcare providers (e.g. pharmacies, hospitals, 

etc.) yield comprehensive data at a detailed level based on various pricing concepts along the distribution 

chain (Figure 4.2).  

94. Depending on the type of national audit, data labelled as ‘sell-in’ refers to data acquired from the 

seller, usually a wholesaler. ‘Consumption’ or ‘sell-out’ refers to data supplied by the healthcare provider(s). 

Typically, consumption audits are based on a sample of hospitals in the country, which are then projected 

to cover the total market. 

                                                
22 Pharmaceutical Benefits Scheme is the Australian Government’s programme of providing subsidised medicines. 



DELSA/HEA/WD/HWP(2022)7  37 

  
For Official Use 

95. Estimates at the different price levels can also be made with overall market adjustment factors. 

This can be useful to approach closer to the final purchaser price concept of the health accounts. The 

source and basis of the factors is usually based on research done by trade associations, governments, 

and IQVIA itself.  

96. A clear benefit of such data is that coverage is good across nearly all countries with estimates 

available shortly after the end of the reference period, and on a monthly basis if required e.g. for nowcasting 

or monitoring purposes. On the other hand, acquisition of the data has a cost attached. 

Figure 4.2. IQVIA framework for country audits of pharmaceutical spending 

 
Source: IQVIA MIDAS 

97. Data collection methods can vary but often separate the type of price used or reported. Typically, 

for each country, data are collected from both wholesalers and hospitals. Default prices in most cases 

relate to the ex-manufacturer price (although importantly this does not account for rebates). However, price 

information can also cover trade prices (i.e. between wholesalers and their pharmacy or hospital 

customers), and “public” prices (between pharmacies and the final payer(s)). For example, some 

consumption audits reflect list prices; others may indicate the official reimbursement prices. In countries 

like Japan, for example, the public price is equivalent to the NHI price from the government. Information 

on the sales audits for a selected group of OECD countries is included in Annex F. The coverage rate of 

IQVIA samples also varies between countries. For example, IQVIA sample covers more than 95% of both 

hospital and retail channels in Australia, but only covers 27% of hospital channel and 56% of retail channel 

in France.  

Examples of the use of commercial sales/purchaser data 

98. Box 4.3 illustrates the key attributes and channels distribution of IQVIA data, using Australia as an 

example. For Australia’s retail pharmaceuticals, audited data are obtained from wholesalers and covers 

approximately 96% of total wholesaler and manufacturer direct sales, and supplemented by data from a 

panel of retail pharmacies. The sample panels vary slightly each month.  

99. Australia’s hospital audits records of purchases made through hospital pharmacy departments, 

and as such are restricted to “pharmaceutical products” i.e. purchases made through the hospital supplies 

departments are not included. 
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100. For the NHS in England, data for hospital use of medicines is also provided by IQVIA and taken 

from most of the NHS Trusts. However, these are based on standard price lists, so these costs are not 

necessarily truly reflective of what the NHS actually paid. 
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Box 4.3. The possibility of using commercial market data to estimate intermediate consumption 
of pharmaceuticals – the example of Australia 

Key elements of IQVIA data for Australia  

 Retail Hospital 

Audit type Sell-in Sell-in 

Market segment 82% 15% 

Data source Wholesaler data covering 96% of wholesalers, plus 

panel of retail pharmacies 

Wholesaler & direct manufacturer data covering 96% 

Universe 6,182 Pharmacies, buying groups, dispensing 

doctors 

971 hospitals (674 Public, 297 Private) 

Projection Wholesaler & manufacturer direct sales are not 

projected; pharmacy panel sales are projected1 
Not projected 

Frequency Monthly Monthly 

Backdata 24-60 months 24-60 months 

1. Wholesaler and manufacturer direct sales are unprojected. Pharmacy panel sales are projected. Projection factors are the 
reciprocal of the sampling fraction of Retail Stores in each state multiplied by a national correction factor. Sampling fraction varies 
slightly month by month to reflect actual participation. 

Source: IQVIA Institute. 

 

Channels of distribution of IQVIA data for Australia  

 
Note: The ‘Other Outlets’ audits captures audit captures sales for defined ATCs in prisons, day surgeries, veterinary clinics and suppliers, 

government, aged and community healthcare, dentists, clinics and medical centers and ambulance.  

Source: IQVIA Institute. 

Comparison of IQVIA and SHA estimates of intermediate consumption 

101. Figure 4.3 compares the shares of non-retail pharmaceutical over total pharmaceutical spending, 

as reported in OECD SHA-data based and provided by IQVIA. For more than half of the countries, the 

share of non-retail pharmaceutical spending are relatively consistent across both data sources. However, 

for countries like Mexico, Greece, Korea and Switzerland, there are noticeable differences with the non-

retail share reported by OECD being lower. The differences may highlight potential issues in the current 
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reporting through the JHAQ, or the coverage and pricing assumptions in the sales audits. In each case, it 

can act as a useful validation tool to crosscheck estimates based on different sources and methodologies. 

Some countries, such as Switzerland use data from commercial suppliers to feed into their estimation 

process. 

Figure 4.3. Comparing non-retail pharmaceutical share of total pharmaceutical spending  

 
1. Based on hospital consumption rather than sell-in prices. 2. Including medical non-durables.  

Note: ‘Non-retail - OECD’ refers to the difference between HCR.RI and the sum of HC.5.1.1+HC.5.1.2. ‘Non-retail - IQVIA’ refers to the non-

hospital market segment from the 2019 IQVIA MIDAS audit reports.  

Source: OECD Health Statistics 2021; IQVIA MIDAS. 

Summary of data sources  

102. Table 4.3 summarises the key attributes of above groups of data sources. In prioritising which data 

sources to use, countries should base the decisions on an assessment of the underlying data quality and 

availability, and importantly, while trying to ensure that the boundary of pharmaceuticals covered by the 

data source is consistent with the SHA definition. 

103. In order to cover different providers and functions, it may be necessary to mix approaches ensure 

a comprehensive measure of the use of pharmaceuticals across the health sector. Different data sources 

covering the same market segment are advisable to cross-validate estimates. 

104. Some providers, especially in relation to hospital pharmacies but also physicians’ offices in some 

countries, will dispense pharmaceuticals to outpatients as well as use pharmaceuticals in delivering on-

site care. In such cases, caution should be exercised in analysing the data sources and correctly 

distributing spending between intermediate and final consumption to avoid any double counting. 

105. The difference between the costs of consumption and acquisition should also be reiterated such 

that only spending on pharmaceuticals that are consumed in the accounting period should be included in 

the measures. Pharmaceuticals that have been procured to increase stocks and stored, either centrally or 

at a facility level, for use in a subsequent accounting period, export or destruction should be excluded. This 

can be of particular relevance with regards, for example, the acquisition of large stocks of vaccines for a 

later period, become unusable or are exported. 
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Table 4.3. Potential data sources for intermediate pharmaceutical spending estimation 
 

Data from producers/suppliers  Data from purchasers (health care 
providers)  

Data from purchasers (financing 
schemes) 

Commercial market data 

Accuracy  National accounts are produced using a 
complex mix of data from many sources, 

many of which require adjustment. 
Therefore, national accounts data are 
approximations. National accounts’ quality is 

also highly dependent on the quality of the 
statistical system existing in a given country. 

Data quality and accuracy depend on a few 
factors, e.g. quality management practice 

of the collecting organisations, and the 
compliance of hospitals/reporting 
organisations.   

In general, year-end financial reports are 
subject to independent external control or 

audit, therefore, have relatively high level 
of accuracy and quality.   

Data are collected from pharmaceutical 
manufacturers, wholesalers, and 

hospitals of individual countries, so the 
accuracy is likely to vary depending on 
the provider.  

Coverage SUT in national accounts are produced at 

national level and across all sectors. 

It depends on the structure of health system 

and the governance of data collection, for 
example, data from some administrative 
regions, private hospitals, non-hospital 

health services may not be included.  

Across OECD countries, nearly 90% of 

inpatient services are covered by 
government/compulsory health 
insurance schemes,23 so it’s reasonable 

to assume that data from public financing 
reports cover most of the hospital 
pharmaceutical expenditure.  

Coverage is high (>90%) for majority 

OECD countries. 

Timeliness It is typically available for t-3 or t-2. It depends on the data collection/reporting 
cycle.  

It depends on the data 
collection/reporting cycle 

Monthly data are available around one 
month after the reporting period finishes. 

Comparability As national accounts are established based 
on a standard national accounts 

methodology, there is a high degree of 
comparability between OECD countries 

There may be issues with international 
comparability due to different 

standards/collection methods used across 
countries.  

Data are less comparable due to different 
standards/collection framework used 

across countries 

IQVIA’s MIDAS platform standardises 
data that are collected locally and 

enables cross-country comparison.  

Accessibility Data are publicly available from national 

statistical agencies 

Data may not be published publicly. Data may not be published publicly. Data are available through IQVIA.  

Example Slovenia uses SUT to derive intermediate 

consumption of pharmaceuticals, for which 
NACE 86 (Human health activities), and 
NACE 87 (Residential care activities (without 

NACE 88 – Social work activities without 
accommodation) are included.  

Canada uses the Canadian IMS Database 

(CMDB) to estimate pharmaceutical 
spending in hospitals, which contains 
financial and statistical information on the 

day-to-day operations of hospitals across 
Canada 

The main data source for the compilation 

of TPE in Lithuania is the Compulsory 
Health Insurance Fund (CHIF) database, 
which includes information on the 

expenditure on centrally purchased 
medicines. 

IQVIA has hospital pharmaceutical sales 

data for most OECD countries. 

Main 

reference 
Understanding National Accounts: 

Second Edition (oecd.org)  

Canadian MIS Database (CMDB) User 

Guide, 2019–2020 (cihi.ca)  

https://atvira.sodra.lt/en-eur/ Information provided by IQVIA Institute 

                                                
23 Extent of health care coverage, Health at a Glance 2021, accessed February 2022. 

https://www.oecd.org/sdd/UNA-2014.pdf
https://www.oecd.org/sdd/UNA-2014.pdf
https://secure.cihi.ca/free_products/cmdb-user-guide-2019-2020-en.pdf
https://secure.cihi.ca/free_products/cmdb-user-guide-2019-2020-en.pdf
https://www.oecd-ilibrary.org/sites/ae3016b9-en/1/3/5/3/index.html?itemId=/content/publication/ae3016b9-en&_csp_=ca413da5d44587bc56446341952c275e&itemIGO=oecd&itemContentType=book
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106. There is an ongoing and growing need for policymakers and analysts to acquire accurate, timely 

and comprehensive estimates of the level of financial resources directed towards the use of 

pharmaceuticals in the health sector. To reach this objective, any measure should not only include the 

spending on “retail” pharmaceuticals, typically dispensed through pharmacies, but also importantly cover 

pharmaceuticals used up in other health facilities during patient contacts. 

107. This report concludes that the indicator Total Pharmaceutical Expenditure (TPE) defined under the 

global health System of Health Accounts 2011 framework aligns to this need and therefore encourages 

countries to estimate the indicator in a comparable, regular and timely manner as part of the regular health 

accounts production and submission cycle.  

108. To help move this forward, this report has reviewed the status and limitations of international 

reporting of pharmaceutical expenditure, assessed the potential data sources and methodologies, and 

clarified a number of the conceptual issues regarding the measurement of expenditure on pharmaceutical 

products. As a result, compilers are presented with a recommended framework, along with a set of 

definitions, concepts and guidelines for estimating TPE. 

109. Given that the reporting of retail pharmaceutical spending is already relatively robust and 

comparable, the focus of the report in terms of sources and methods lies in developing or improving 

estimates of intermediate consumption across the health sector. This can be seen as a step-wise and 

iterative process to ultimately improve the coverage and comparability of estimates and further the 

understanding of resource allocations across the health sector and the economy. 

110. While there are a number of documented limitations in applying the Supply- and Use tables from 

National Accounts, such as timeliness and methodology, this may have the advantage of providing ‘off-

the-shelf’ estimates of intermediate consumption derived in a generally comparable and statistically robust 

way. As with some other areas of health accounts, this may also provide an area for mutual benefit as 

expertise in health sector data sources can feedback to improve National Accounts estimates. 

111. As more preferable sources and methodologies are developed, it will however be important to 

cover the whole sector and not be limited to pharmaceutical use in hospitals or public purchasing but also 

to cover private consumption and other healthcare facilities and activities.  In this endeavour, it is always 

recommended to triangulate and corroborate estimates with other data sources and using different 

methodological approaches, where possible.  

 

5 Next steps 
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Annex A. Current international reporting 

of pharmaceutical spending 

112. As part of the activities overseen by the Working Party on Health Statistics, OECD in collaboration 

with the European Commission (Eurostat) and WHO, collects and publishes health expenditure data via 

the annual Joint Health Accounts Questionnaire (JHAQ). The JHAQ is based on the System of Health 

Accounts 2011 (SHA 2011) framework, and applied by almost all OECD and European Union countries 

for reporting comparable measures of health expenditure and financing. 

113. While almost all OECD/EU countries provide regular estimates of HC.5.1 Pharmaceuticals and 

other medical non-durable goods as part of the annual data collection, currently less than half report an 

estimate for Total Pharmaceutical Expenditure (HC.RI.1).24 The separate accounting of spending on 

pharmaceuticals used in the context of a health care contact, such as an inpatient episode of care, is not 

widely conducted, and, as a consequence, overall estimates are not reported. Moreover, any reporting of 

TPE can be subject to different accounting practices and methodologies with the subsequent impact on 

the comparability of any overall estimates. 

114. This overall measure of the financial resources allocated to medical goods across the health 

system is of particular importance because, in the countries where data are available, it has been observed 

that the growth of expenditure on medicines used in hospitals and other health care settings has tended 

to outpace growth in the outpatient or ‘retail’ setting and therefore accounts for a growing share of overall 

pharmaceutical spending. 

115. Spending on pharmaceuticals used as intermediate inputs during a medical intervention, e.g. 

during an episode of treatment in a hospital or administered during an outpatient appointment, is included 

in HC.RI.1. Depending on the mode of provision in certain therapeutic areas, the associated costs of 

pharmaceuticals are not consistently dispersed between countries. In some therapeutic areas, hospitals 

can constitute an important share of the spending on pharmaceuticals, as well as in pharmaceutical 

spending overall. Data made available from IQVIA Institute suggest that, for example, the share of overall 

spending on oncological drugs attributed to hospitals in Germany is around 24% compared with more than 

95% in the UK (Figure A.1) . 

                                                
24 Countries report “total pharmaceutical expenditure” (HC.RI.1) as a memorandum item in international reporting. 

Expenditure in hospital and other institutional settings is often assumed to be the difference between total and “retail” 

expenditure. 
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Figure A.1. Hospital share of pharmaceutical spending, by selected therapeutic categories, 
selected countries, 2020 

 

Note: Based on hospital share of audited spending, constant US$, 2020 

Source: IQVIA Institute. 

116. Lack of coverage and quality of data on pharmaceutical spending in hospital and other care 

settings result in several issues when analysing submitted data. Firstly, standard comparisons of spending 

on retail pharmaceuticals25 alone (Figure A.2) obscure the true measure of expenditure on pharmaceutical 

products and can be influenced, among other factors, by differences across countries in the organisational 

structures for dispensing pharmaceuticals. Nevertheless, it also highlights issues in the methodology and 

compilation of estimates. Based on the limited number of countries providing a measure of total 

pharmaceutical spending, the reported share of pharmaceutical expenditure in retail settings gives a range 

from 48% in Denmark to more than 90% in Switzerland (Figure A.3). 

                                                
25 Retail pharmaceuticals are defined here as the sum of HC.5.1.1 and HC.5.1.2. This may include HC.5.1.3 if spending 

on other medical on-durables cannot be separated. 
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Figure A.2. Expenditure on retail pharmaceuticals per capita, 2019 (or nearest year) 

 
1. Includes medical non-durables (resulting in an overestimation of around 5-10%). 2. Only includes private expenditure.  

Source: OECD Health Statistics 2021. 

Figure A.3. Retail pharmaceutical expenditure as a share of reported total expenditure on 
pharmaceuticals, most recent year 

 
1. Including medical non-durables. 

Source: OECD Health Statistics 2021. 

117. In addition, recent years have seen a progression in the number of medicines, especially biologics, 

administered only to patients in hospitals (in both inpatient and day care settings) and ambulatory care 

settings. As such, these categories of pharmaceutical spending have tended to grow at a faster pace than 

retail pharmaceutical spending (Figure A.4). 
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Figure A.4. Annual average growth in retail and hospital pharmaceutical expenditure, in real terms, 
2010-19 (or nearest years) 

 

1. Only includes private expenditure. 2. Excludes expenditure on other medical products from retail spending.  

Source: OECD Health Statistics 2021. 
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Annex B. Classifications of health 

consumption by function and factors of 

provision under SHA 

Table B.1. Classification of health consumption by function (HC) 

Health Functions SHA 2011 

HC.1 Curative care  

HC.1.1 Inpatient curative care  

HC.1.2 Day curative care  
HC.1.3 Outpatient curative care  

HC.1.3.1 General outpatient curative care  

HC.1.3.2 Dental outpatient curative care  

HC.1.3.3 Specialised outpatient curative care  

HC.1.4 Home-based curative care  

HC.2 Rehabilitative care  

HC.2.1 Inpatient rehabilitative care  

HC.2.2 Day rehabilitative care  

HC.2.3 Outpatient rehabilitative care  

HC.2.4 Home-based rehabilitative care  

HC.3 Long-term care (Health) 

HC.3.1 Inpatient Long-term care (health) 

HC.3.2 Day long-term care (health) 

HC.3.3 Outpatient long-term care (health) 

HC.3.4 Home-based long-term care (health) 

HC.4 Ancillary services (non-specified by function)  

HC.4.1 Laboratory services  

HC.4.2 Imaging services  

HC.4.3 Patient transportation  

HC.5 Medical goods (non-specified by function) 

HC.5.1 Pharmaceuticals and other medical non-durable goods  

HC 5.1.1 Prescribed medicines  

HC 5.1.2 Over-the-counter medicines  

HC 5.1.3 Other medical non-durable goods  

HC.5.2 Therapeutic appliances and other medical durable goods  

HC.6 Preventive care 

  HC.6.1 Information, education and counseling programmes  

  HC.6.2 Immunisation programmes 

  HC.6.3 Early disease detection programmes 

  HC.6.4 Healthy condition monitoring programmes 

  HC.6.5 Surveillance of communicable and non-communicable diseases, injuries and exposure to environmental health risks programmes 

  HC.6.6 Preparing for disaster and emergency response programmes 

HC.7 Governance, and Health system and financing administration  

HC.9 Other health care services not elsewhere classified (n.e.c.)  

HC Memorandum Items SHA 2011  
Reporting Items 

HC.RI.1 Total pharmaceutical expenditure (TPE) 
HC.RI.2 Traditional, Complementary and Alternative Medicines (TCAM) 
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HC.RI.3 Prevention and public health services (According to SHA 1.0) 

Health Care-Related 

HCR 1 Long-term care (Social) 
HCR.2 Health promotion with multi-sectoral approach  

Source: SHA 2011 (2017). 

Table B.2. Classification of factors of provision of health care provision 

Code  Description 

FP.1 Compensation of employees  

FP.1.1  Wages and salaries 

   FP.1.2   Social contributions 

   FP.1.3  All other costs related to employees 

FP.2. Self-employed professional remuneration 

FP.3  Materials and services used 

FP.3.1  Health care services  

FP.3.2  Health care goods 

FP.3.2.1   Pharmaceuticals 

FP.3.2.2   Other health care goods 

FP.3.3  Non-health care services 

FP.3.4  Non-health care goods 

FP.4  Consumption of fixed capital 

FP.5 Other items of spending on inputs 

FP.5.1   Taxes  

FP.5.2   Other items of spending 

Source: SHA 2011 (2017). 
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Annex C. Previous OECD work on 

understanding pharmaceutical spending 

118. In recent years, the work of the OECD Health Committee has focused on a number of 

pharmaceutical policy issues, including the analysis of trends in pharmaceutical spending and pricing 

policies. In June 2018, the OECD Health Committee approved two projects to improve information on 

pharmaceutical and medical device expenditures. The objective was to develop a better understanding of 

the current reporting of spending on medical goods in the health sector.  

Improving Information on Pharmaceutical and Medical Device Expenditure 

119. In 2018, the OECD Health Committee approved two projects to improve information on 

pharmaceutical and medical device expenditures. The aim of the work was to develop a more complete 

understanding of the delivery of pharmaceuticals through the hospital sector, current accounting practices, 

and the comparability of expenditure estimates related to medical goods across the whole health sector. 

120. Based on reported figures from the annual JHAQ submission, in addition to a previous analysis of 

national accounts’ statistics (DELSA/HEA(2019)14), a large variation in the reported share of 

pharmaceutical spending attributed to the hospital sector across countries can be observed. To understand 

these differences, the study sought to collect information concerning the organisation of procurement and 

dispensing of pharmaceuticals, as well as the accounting rules applied with respect to the various pathways 

for dispensing medicines to patients.26 

121. A survey sent to the OECD Expert Group on Pharmaceutical and Medical Devices sought to 

capture information on the procurement, dispensing, and monitoring of pharmaceuticals in the hospital 

system in an effort to shed light on differences in the costs of hospital pharmaceuticals relative to retail 

pharmaceuticals, and identify potential data sources. A joint workshop was held in October 2019 to discuss 

the preliminary research and country experiences. 

122. Responses from countries show that: 

 The organisation of procurement and provision of hospital medicines varies with a mix of central 

and regional administrative and hospital-level involvement, often with multiple channels within a 

country. A majority of countries indicated that pharmaceuticals can be procured directly by 

hospitals (or groups of hospitals) from manufacturers or wholesalers. Certain categories of 

medicines used in hospitals, typically high cost pharmaceuticals, may be procured in a different 

process linked to their funding mechanism.  

 Most countries allow hospital pharmacies to dispense pharmaceuticals to outpatients. 

 Around half of responding countries have restrictions in place such that certain types of 

pharmaceuticals can only be dispensed or administered in hospitals. The lists of restricted 

medicines are often defined by a central regulatory or procurement agency.  

 Pharmaceuticals usage in hospitals is typically required to be monitored and/or reported to a central 

authority.  

                                                
26 The study also collected information on medical device expenditure, which is not included in the current report. 

https://one.oecd.org/document/DELSA/HEA(2019)14/en/pdf
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 Regarding cost information, half of the countries did not separate pharmaceutical costs in hospitals 

between those dispensed to outpatients (including to those discharged from hospitals) and those 

for internal hospital usage. Where costs are reported separately, this can be due to different 

reimbursement rates for medicines or through explicit reporting requirements. 

123. Of the countries that completed the survey, only Canada, the Czech Republic and Portugal 

regularly report total pharmaceutical expenditure via health accounts. However, most of the responding 

countries indicated some data sources regarding medicine expenditure and/or consumption in hospitals 

that potentially could be exploited in any future estimates of total pharmaceutical expenditure.  

124. As part of the study, a supplementary questionnaire was also sent to health accounting experts 

sought to clarify current accounting practices regarding the dispensing and use of pharmaceuticals in the 

hospital sector.27 Country responses indicated that, in summary, there was little evidence of different 

accounting practices influencing the reported split of pharmaceutical spending between hospital use and 

retail pharmaceuticals, notably: 

 No indication of significant deviation from the accounting guidance with regards to pharmaceuticals 

being used during an episode of inpatient, day or outpatient care (e.g. HC.1.1, HC.1.2 or HC.1.3). 

 Correct allocation of pharmaceuticals dispensed to outpatients from hospital pharmacies (e.g. 

HC.5.1).  

 Some divergence regarding the dispensing of pharmaceuticals to then be consumed away from 

the hospital, and whether this can be separately identified. However, in most cases this is 

considered negligible in terms of spending and unlikely to have a significant bearing on the overall 

allocation. 

125. Therefore, the overall study and discussions at the workshop concluded that the variation 

observed in the share of pharmaceutical expenditure outside the retail sector to a large extent reflects 

underlying variations as a result of, for example, differences in prices, procurement practices and 

distribution channels, rather than an artefact of different accounting or reporting practices.  

126. While the analysis focused on practices about hospital dispensing, there may also be variations in 

accounting across other providers, such as LTC facilities as well as how vaccines are treated between the 

retail sector and total pharmaceutical spending. 

Review of pharmaceutical financing in 23 OECD/EU countries 

127. In 2018, as part of a broader EU study on improving pharmaceutical expenditure projections28, 

the OECD launched a survey to collect information on country practices in pharmaceutical expenditure 

tracking and projections, and on budget and/or expenditure cap setting. Information on tracking and 

budgeting of financial resources for pharmaceuticals may identify potential sources and methodologies to 

estimate pharmaceutical expenditures.  

128. All 23 responding countries track pharmaceutical expenditure to some extent, with most countries 

tracking expenditures at the product or ATC level (but doing so only for medicines dispensed by 

retail/community pharmacies). 

129. Fourteen countries reported setting budgets for public pharmaceutical expenditure. On financing, 

for countries with social insurance schemes covering pharmaceuticals outside of hospitals, 

pharmaceuticals used in hospitals still tend to be financed through national/state government budgets. 

Survey on current country data sources and methodologies 

                                                
27 The explanatory note accompanying the annual JHAQ includes a section ‘Pharmaceuticals dispensed in hospital or 

other health care settings’, which clarifies the guidelines compilers regarding the accounting of the different scenarios. 

28 https://www.oecd.org/health/health-systems/Improving-Forecasting-of-Pharmaceutical-Spending-Report.pdf 
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130. In order to obtain additional information about the sources, concepts and methodology that 

countries currently use to report pharmaceutical spending, in July 2021, a short survey was sent to health 

accounts experts of those OECD countries that regularly report estimates of both retail (within HC.5.1) and 

TPE. Further discussions were held at the Working Party of Health Statistics (WPHS) meeting in October 

2021. 

131. Fourteen countries responded to the survey. In general, countries refer to multiple data sources 

(e.g. hospital statistics, insurance reports) to estimate pharmaceutical spending in hospitals, which are 

combined for the measure of TPE.  

132. Regarding the hierarchy of the data sources, countries prefer to use national official and/or audited 

datasets whenever available; in particular, the National Accounts and data from providers (e.g., hospital 

statistics) are considered as the most appropriate sources.   

133. Country responses generally confirm that different price concepts are applied for pharmaceuticals 

consumed in retail channels from those in hospitals. Most countries stated that they do not take account 

of associated costs of delivery in hospital (pharmacy costs, procurement, etc.) in their estimates of TPE, 

except for Germany, who indicated that costs for the pharmacy staff are included in the calculation of the 

pharmaceutical expenditure in hospitals.  

134. After the meeting, further comments were sought from countries, and the responses are 

summarised below:  

 The boundary of “pharmaceutical” products: Countries generally agree that the boundary of 

TPE should cover all classes of medical products, but some consider that including intermediate 

consumption under FP.3.2.1 (i.e. any chemical compound used in the diagnosis, treatment or 

prevention of a disease or other abnormal condition) may not be appropriate or practical. 

 The functions of health care included under TPE: All the countries that provided comments 

support the concept that TPE should cover the total spending, irrespective of the function of care. 

 Costs related to procurement, delivery and distribution of pharmaceuticals: Countries 

consider that, conceptually, additional costs of hospital pharmacies should be included, so that the 

price of in-hospital pharmaceuticals are comparable to that of OTC drugs purchased from a 

pharmacy or super market, which takes into account overhead cost. However, in practice, it is 

challenging to separate and report those operational/overhead costs, due to difficulties in 

identifying these costs.  

 Pricing and valuation: Countries generally consider that it is not conceptually correct to mix 

different pricing concepts, and agree in principle to the valuation of pharmaceutical spending net 

of rebates.   
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Annex D. EphMRA Anatomical 

Classification 

135. The Anatomical Classification of Pharmaceutical Products is developed and maintained by the 

European Pharmaceutical Market Research Association (EphMRA).  

136. In EphMRA classification (Figure D.1), pharmaceutical products are classified in a hierarchy of 

three and sometimes four levels, mainly according to their indications and use. This classification has a 

primary objective to satisfy the marketing needs of the pharmaceutical companies. The EphMRA 

classification system is used worldwide by IQVIA in producing marketing research statistics for the 

pharmaceutical industry. 

137. Many of EphMRA classification levels are similar to the WHO ATC structure (where the latter was 

originally based on the same principle as the former), but in many groups, less detailed. The EphMRA 

comprises 16 principal groups and three to four levels, while the WHO ATC comprises 14 principal groups 

and five levels of hierarchy.  

Figure D.1. EphMRA Anatomical Classification System 1st levels 
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Notes: For comparison between the EphMRA ATC Classification and the WHO ATC classification, please see ephmra-who-comparison-booklet-

2020.pdf.   

Source: EphMRA Anatomical Classification, accessed February 2022. 

https://www.ephmra.org/media/4974/ephmra-who-comparison-booklet-2020.pdf
https://www.ephmra.org/media/4974/ephmra-who-comparison-booklet-2020.pdf
https://www.ephmra.org/classification/anatomical-classification/
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Annex E. Data sources for measuring 

Total Pharmaceutical Expenditure (TPE) 

in the UK 

 

NHS Digital data 
Data type: Data from purchasers of pharmaceuticals 

Availability: Annually covering the financial year (April to March) approximately 6 months after the end of the reporting period 

Coverage (geographical): England only 

Coverage (economic 
sector): 

Most government-financed expenditure and a small amount of non-government expenditure. 

Coverage (type of use): Total (Intermediate consumption & final consumption combined) 

Key benefits: Free; timely; includes intermediate and final consumption expenditure components 

Key drawbacks: Coverage – only covers part of pharmaceutical expenditure (most government-financed and a small amount of 

non-government financing) 

 
IQVIA 

Data type: Data from purchasers of pharmaceuticals 

Availability: Financial year (April to March) between 6 months and one year after the end of the reporting period 

Coverage (geographical): England only 

Coverage (economic 
sector): 

Most government-financed expenditure and a small amount of non-government expenditure. 

Coverage (type of use): Total (Intermediate consumption & final consumption combined) 

Key benefits: Timely; includes intermediate and final consumption expenditure 

Key drawbacks: Cost; coverage – similar coverage to NHS Digital data 

 
Annual Business Survey (ABS) 

Data type: Data from suppliers of pharmaceuticals 

Availability: Calendar year published approximately one year after the end of the reference period  

Coverage (geographical): United Kingdom 

Coverage (economic 
sector): 

Whole economy 

Coverage (type of use): Total (Intermediate consumption & final consumption combined) 

Key benefits: Whole domestic economy – including data on private sector purchasers. Covers a large proportion of the market 
and high level of detail for the industry.  

Key drawbacks: Data includes exports. Imports of pharmaceuticals, which are not included, account for approximately half of the 

supply in the United Kingdom.  

 
Supply-Use Tables 

Data type: Based on data from suppliers of pharmaceuticals 

Availability: Calendar year. Published annually by ONS approximately 36 months after the end of the reporting period 

Coverage (geographical): United Kingdom. 

Coverage (economic 
sector): 

Whole economy 

Coverage (type of use): Total (Intermediate consumption & final consumption available) 

Key benefits: Covers pharmaceuticals in the whole economy. Adjusts for imports and exports of pharmaceuticals. 

Key drawbacks: Timeliness. No disaggregation by financing scheme. 
Not consistent with our definitions of health expenditure. For example, includes the consumption of narcotics and 

exclude costs associated with running pharmacies.  

Source: UK ONS 
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Annex F. Country coverage of IQVIA 

sales audits 

Table F.1. Selected country information from IQVIA sales audits 

COUNTRY SECTOR DATA TYPE MIDAS 

PANEL 

NAME 

Notes Notes details Local vs 

MIDAS 

differences 

if relevant 

AUSTRALIA HOSPITAL SELL-IN AUSTRALIA 

HOSPITAL 

   The Australian 

Hospital Index is a 
record  

of purchases made 

through Hospital  
Pharmacy 

Departments, and as 

such is  
restricted to 

‘pharmaceutical 

products’ – 
i.e. purchases made 

through the Hospital  

Supplies 
Departments are not 

included 

  

RETAIL SELL-IN AUSTRALIA 

RETAIL 

      

*OTHER 

OUTLETS 

    Available locally but not 
on MIDAS international 

database; estimated 

3% of total  

The Other Outlets 
audit captures sales  

for defined ATCs in 

prisons, day  

surgeries, veterinary 

clinics and  

suppliers, 
government, aged 

and  

community 
healthcare, dentists, 

clinics  

and medical centers 

and ambulance 

  

DENMARK COMBINED SELL-IN DENMARK 

COMBINED 

Option to report as a 

combined audit or 

separately. 
Denmark data is 

supplied by DLI and  

then subject to 

IQVIA coding & 

product  

reference rules. 
Contract with data 

owner required 

    

RETAIL SELL-IN DENMARK Denmark data is     



56  DELSA/HEA/WD/HWP(2022)7 

  
For Official Use 

RETAIL supplied by DLI and  
then subject to IQVIA 

coding & product  

reference rules. 
Contract with data 

owner required 

HOSPITAL SELL-IN DENMARK 

HOSPITAL 

Denmark data is 

supplied by DLI and  
then subject to IQVIA 

coding & product  

reference rules. 

Contract with data 

owner required 

Hospital pharmacy 

internal production 
of  

pharmaceuticals 

(SAD products) are  

reported once a year 

(all sales placed in  

December). SAD 
products account for  

approximately 

0.85% of total sales 

  

KOREA HOSPITAL SELL-IN KOREA 

CLINIC 

Private doctor clinics 

with less than 30 beds 

 From 1st August 
2000, clinic doctors  

have to issue 

prescriptions to 
patients,  

which are to be filled 

in the pharmacies.  
The clinics are still 

allowed to dispense 

a  

limited range of 

pharmaceuticals, 

e.g.  
vaccines and some 

injections 

Note, rebates 
are not allowed, 

so IQVIA 

reporting 
should reflect 

close 

equivalent of 
MHLW 

reporting 

HOSPITAL SELL-IN KOREA 

HOSPITAL 

 The KHPA is a nation-

wide survey which  
covers the purchases 

of pharmaceutical  

products of hospitals 
(both general and  

specialized) with more 

than 30 beds in  

the Republic of Korea 

Special hospitals 

such as the leprosy  
hospital, 

tuberculosis asylum, 

pediatrics 
and internal 

medicine are 

excluded  

  

RETAIL SELL-IN KOREA 

RETAIL 

 The KPA measures 

sales data relating to  

purchases of 

pharmaceuticals 
(ethicals  

and OTC preparations) 

through  

drugstores 

The sales data 

(purchase  

invoices/records) is 

received from both  
540 panel 

drugstores and 121 

panel  

wholesalers. 

  

    Others* Others: Public Health 

Center, County 

Hospital etc. 

Areas not covered 

are: Raw materials, 

exports, military 

supplies 

  

NORWAY HOSPITAL SELL-IN NORWAY 

HOSPITAL 

 From Q1 1993, export 

sales and strategic  

stockpile figures are 
also included.  The 

panel also covers 

hospitals without  
their own hospital 

pharmacy, but with  

direct purchase (mainly 
infusion  

solutions) from 

 In Norway, all 

registered 

pharmaceutical  
products are sold 

through retail  

pharmacies 
(privately owned 

pharmacies  

or publicly owned 
hospital 

pharmacies).  
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wholesalers, and sales 
of  

blood products to all 

hospital blood banks 

The only exception 
to this is the sale of  

large volume 

hospital solutions, 
which  

goes directly from 

wholesaler to the  

hospitals 

RETAIL SELL-IN NORWAY 

RETAIL 

Retail audit includes 

'others' ~4% of total 

*Others: Nursery 

homes, doctor 

offices, universities, 

schools, institutions 

etc. 

  

PORTUGAL HOSPITAL CONSUMPTION PORTUGAL 

HOSPITAL 

The Hospital Universe 

only includes  
Public Hospitals (SNS) 

with the exclusion  

of central hospitals 
specialized in  

Psychiatry, 

Ophthalmology and  
Alcoholism. 

Portuguese islands 

(Azores and Madeira)  

are not covered 

Also excluded from 

the universe are 
District Level 1 type 

hospitals (hospitals 

of local relevance) 
due to their size and 

contribution in terms 

of consumptions. 
The rule applied is: if 

a District Level 1 

hospital is not part of 
a hospital centre, it 

does not count in the 

Universe; when part 

of a hospital group, 

then it counts 

  

RETAIL SELL-IN PORTUGAL 

RETAIL 

      

SLOVENIA COMBINED SELL-IN SLOVENIA 

COMBINED 

 The Slovenian 

Pharmaceutical Index 
is  

an unprojected 

combined pharmacy 
and  

hospital audit, which 

covers over 98% of  
the pharmaceutical 

market. Includes 

pharmacies, hospitals 

and others. Others : 

Homes for elderly 

people, Public health 
centres, Veterinary 

stations, Health food 

stores, Private doctors 
/ dentists, Companies 

that buy some 

medicine/medicinal 

equipment. The 

remaining 2% of the 

market not covered in 
the audit is understood 

to be imports (by 

patients) 

 Alongside the M01 

2014 data supply, 
out  

of ordinary demand 

sales for products  
which have been 

identified as being  

exported were 
removed 

retroactively  

from M01 2012, 

thereby ensuring  

measurement of true 

domestic  

supply only.  

Sales values 

and prices are 
reported at both 

manufacturer 

and trade levels 
locally, but the 

MIDAS output 

is at trade level.  

Source: IQVIA MIDAS 
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