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Unit 2 Comments on 
Early Draft 
Summary 

Back in October 2009, the IHAT presented a early draft of the second chapter of 
the new SHA manual. Health accountants were invited to answer the following 
questions: 
1) Do you agree with the distinction of: 

a. the current expenditure account of SHA; 
b. the capital formation in SHA; and 
c. the additional accounts? 

2) Do you agree to restrict the current expenditure account on the three 
classifications defined by ICHA? 
3) Do you agree with the borderline of the current expenditure account which 
defines the consumption of health goods and services by individuals and by 
society as a whole? The criteria are 

 Primary intent of the action is to improve health, maintain health or 
prevent deterioration of health status of individuals, groups of the 
population or the population as a whole as well as to mitigate the 
consequences of ill-health; 

 Medical or health knowledge is needed in the execution of the function, 
or it is executed under the supervision those with such knowledge, or 
the function is governance and administration of health care programs 
and health care financing; 

 The consumption is for final use; 

 There is a transaction. 
4) Do you think the boundaries of capital formation need further outlines in this 
unit or in a separate unit? 
5) Do you agree with the approach taken with regard to the boundary of health 
and social care for Longterm 
care? 
6) What are the priorities for the development of boundaries of additional 
accounts in SHA? 
 
This documents includes all comments and answers received up until 31st 
December 2009. 
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Unit 2 Comments on Early Draft 

Ireland  12/10 

Remove word “qualified” from “health knowledge” boundary definition 

Global Boundaries of Health Care 

The paper in relation to the above (DELSA/HEA/HA(2009)13 redefines the boundary of health 
care as ―the sum of activities performed through the application of qualified health knowledge 
(medical, paramedical, and nursing knowledge including technology and TCA5), with the 
primary purpose of improving, maintaining and preventing the deterioration of the health status 
of persons and mitigating the consequences of ill-health. 
 
The inclusion of ―qualified‖ health knowledge is problematic for a number of reasons.  How does 
one define ―qualified‖?  Given the diversity of training globally, this is going to be difficult.  Also 
―health care‖ delivered by households is going to be unqualified.  Also work undertaken by 
nurses’ aids, is more than likely unqualified, particularly in the long-term care setting.   
 
Also Dr Ravi Rannan-Eliya’s comment during the meeting highlighted the fact that in the Asia-
Pacific Region, much health care is delivered by unqualified personnel. 
 

Sri Lanka IPS 21/10 

1) Do you agree with the distinction of: 

a) the current expenditure account of SHA; 

Yes 

b) the capital formation in SHA; 

Yes 

c) the additional accounts?   ―The extensions, including an expanded set of 
transactions, which allow the compilation of additional indicators.‖  

This is an ambiguous expression. This also should be more specific. 

2) Do you agree to restrict the current expenditure account on the three classifications defined 

by ICHA?   

Yes 

3) Do you agree with the borderline of the current expenditure account which defines the 

consumption ofhealth goods and services by individuals and by society as a whole? The 

criteria are  
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 tent of the action is to improve health, maintain health or prevent deterioration 
of health status of individuals, groups of the population or the population as a whole as 
well as to mitigate the consequences of ill-health; 

 Medical or health knowledge is needed in the execution of the function, or it is executed 
under the supervision those with such knowledge, or the function is governance and 
administration of health care programs and health care financing; 

  

  

Agreed with the criteria adopted to define the borderline of the current expenditure 

account. 

4) Do you think the boundaries of capital formation need further outlines in this unit or in a 

separate unit?  

It is good to have a separate unit 

5) Do you agree with the approach taken with regard to the boundary of health and social care 

for Longterm care? 

Not sufficient 

6) What are the priorities for the development of boundaries of additional accounts in SHA? 

This would change from country to country. Is it possible to give a range of option? 

 

USA 03/11 

Keep word “qualified”;  Support LTC proposal; more attention to  boundary of providers and 
financing 
 
In general, we agree with approach to the boundaries of health care outlined in the paper.  One 

concern is that the three approaches—functions, provision and financing—are given equal 

weight in developing the boundaries.  The US can only provide very limited information by 

function and we do not consider developing functional estimates a high priority at this time.  For 

our policy users there is more an emphasis on providing estimates by provider and by who is 

financing health care.  We would be very concerned if boundaries on health care were 

developed only using functions as a guideline.  We would like to see that the guidelines also 

consider providers and financing. 

We agree with the criteria for defining the consumption of health care and social care for Long-

term care.  We also think that it is important that health is provided by (or under the orders of) 

―qualified‖ by a national or state (in the US) standards of accreditation or licensing for health 

care personal or organizations.  
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Uruguay Daniel Aran Mantero (consultant) 07/11 revised 02/12 

My comment is focused in the transactions.  

The subject of the transaction is not developed enough, and it deserves to be better presented 

in the text. e.g. to include the definition and the way transactions are linking to the 6 vectors.  

The transactions allow to track the financial flows between the 6 vectors, and it is the expected 

practical information that health accounting records should provide. 

Adding all transactions allows a better understanding of the health system situation. The flows tracking 

among the various actors, becomes a spider that is difficult to understand in a graphic presentation. 

Adding all transactions, displayed in tables, allow the analysis through the cross-classified 2x2 vectors, 

with a full set of possible information that can then be used based on interest and needs. A 

comprehensive set of tables allows a comprehensive overview of the health system. 

A transaction is a transfer of resources between different economic agents. The transaction is 

the unit of observation to reconstruct the resource flow from origin to its end(s). Central to the 

work of resource tracking is the comprehensive reconstruction of all transactions, following the 

money flows from the financing sources, through buyers and providers to the beneficiaries.  

Providers invest the money in different budgetary items to produce and deliver goods and 

services to beneficiary populations in response to AIDS.  

Therefore, each financial transaction must be recreated to eventually add up to the total national 

(or any sub national unit) and each dimension can be cross-tabulated against any other of the 

dimensions. 

Source: Notebook NASA UNAIDS 2007 

The need for the 6 vectors was made clear in HIV/AIDS  accounts when for example trying to 

identify the target groups, the populations more at risk where investments should have a larger 

effect. 

It is important to know what is acquired to perform these activities.  

This information is currently used to analyse efficiency. We are going to perform a comparative 

analysis of unit cost by intervention in the various countries.  

ON THE OTHER HAND 

I have already mentioned the experience in the DR of Congo where data was collected with the 

same instrument. 

The instrument was developed for NASA following the same principles. 
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 Simplicity  
 to ensure equivalence of the 6 vectors, as we only analyse one total: THE TOTAL 

EXPENDITURE  
 to ensure double control of the strategy on the data collection, ―bottom up top down‖  
 to ease the integration of transactions  
 to promote among stakeholders the inclusion of that information in next records or to 

modify their information systems  
 

Sweden 10/11 

Answers to the Questions 
D1.1, yes we agree. 
D1.2, yes we agree. 
D1.3, yes we agree. 
D2. Yes we do. 
D3.  Yes we do 
D4. Yes, we think the boundaries of capital formation need further outlines in a separate unit.  
D5. Yes we agree. 
D6. At present we don’t  know.  
 

France 20/11 

Support except issues on LTC, TCAM, Capital formation 
 
We are pretty much in line with this paper, except for the Traditional, Complementary and 

Alternative Medicine (TCAM) mentioned in point 9. If the TCAM were included in ICHA-HC, 

there should be a special item for this matter. 

Concerning the list of boundary problems in part 3, we agree with points 32 and 34:  

-    it is desirable to provide information on imports of health care in the core framework, and 

also on export in an extended framework. But by now, we face a problem of lack of data, and 

several other countries seem to have the same problem. 

-   « If these health care activities are paid, then they are included in the current expenditure 

account [and unpaid household health care activities are not included] »: for consistency with 

national accounts, this is the best option. As proposed, non-paid household production of health 

care could be added as a memorandum item. 

In point 40, the borderline problem of long-term care (LTC) is mentioned. That problem has 

already been debated several times. From our point of view, the current treatment of LTC in 

SHA.1 is convenient, and we agree with the approach taken for the boundary of health and 

social care for LTC. From our point of view, two issues are very important: 

 to have somehow information on LTC in SHA.2; 
 to clearly define the border between health and social with the « type of care » approach, as 
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it is done for other borderline issues. This objective is not straight forward and implies some 
preliminary conceptual and methodological work. For instance, distinctions based on mode 
of financing or on the qualification of the persons providing care could possibly not lead to 
internationally comparable data. 

The question whether to include gross capital formation or not is a difficult one. As is said in 

point 42, there is a problem of comparability: in some countries, the price (or value) for services 

does not include consumption of fixed capital (CFC), whereas in other countries (like in France) 

cost of CFC is included in prices and values. The current health expenditure (CHE) is lower in 

the first case. 

We support including the consumption of fixed capital (CFC) within the current health 

expenditure (CHE). In this respect, the question of gross capital formation should be part of this 

unit and the boundaries of capital formation would need further outlines in this unit. In our 

opinion, the SHA objective must remain the measuring of final health consumption and should 

not go beyond. 

Indeed, we disagree with the development of too many additional accounts in SHA since this 

would endanger the consensus on the joint questionnaire.  

 

Germany 20/11 

Comments on the Early Draft to Unit 2: Global Boundaries of Health Care 
 
 We agree with the proposal made in section 2.2 to distinguish in SHA between a Current 
Expenditure Account defined by a tri-axial system of functions, providers and financing which 
defines Current Health Expenditure. The Current Expenditure Account should be considered to 
be central to health accounting. Current Health Expenditure should be the central aggregated 
figure for international comparisons. 
• Capital Formation. A construction of a capital account (including types of assets) should 
remain at the discretion of the countries. 
• possible extensions of SHA (―additional accounts‖) which are interesting ideas for further 
enhancement of the analytical power of health accounts. However the creation of additional 
accounts should remain voluntarily for the countries depending on their needs. They should not 
be simply imposed by OECD, WHO and Eurostat and not be included in the Joint Health 
Accounts Questionnaire. 
 
In general we agree with the criteria developed in section 2.3 to set the boundaries of health 
care activities however the criterion ―medical and health knowledge is needed‖ should be either 
rephrased or amended by a comment that this requirement should be applied with some 
flexibility. 
 
We agree with the general issues set out in section 3.1.1 to define the boundaries of the 
consumption frame. We explicitly approve of bullet point 3 ―to include paid transactions including 
home care and paid services by households [and not to include unpaid household activities].‖ 
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We disagree strongly with the proposed exclusion of personal care services or help with 
activities of daily living (ADL) from Current Health Expenditure and the proposed regrouping of 
help with ADL into the memorandum item ―Long-term social care‖. 
 
In the notion of German public help with ADL (usually accompanied with IADL) is an integral 
part of health care as it prevents worsening of the health status of dependent people. It should 
not be simply reduced to social care. As a consequence of an exclusion of ADL  

• German Current Health Expenditure would be reduced by about 7% and the share of 
THE/GDP would drop by about 0.7%. 
• Germany would have by definition no nursing care facilities any more [Cross-reference 
to IHAT draft to unit 8; the definition of HP1.2* requires a strong medical component]. 
• there would be no need to introduce a provider category named ―private households as 
providers of home health care‖. [Cross-reference to IHAT draft to unit 8 (HP.5)] What kind 
of health services are households qualified to provide apart from help with ADL/IADL? 
• we do not understand why you propose to include ―paid transactions including home 
care and paid services by households‖ in section 3.1.1 if you do not consider help with 
ADL a health care activity. 
• would lead to an inconsistency compared to in-patient treatment of curative care in 
hospitals where help with ADL is a component of HC.1.1. 
• the proposed Cost-of-Illness Accounts (section 4.2.3) would lose very valuable 
information. As you in our view rightly propose the use of Current Health Expenditure as 
the boundary of the construction of Cost-of-Illness Accounts the exclusion of help with 
ADL from this figure would mean that the rise of costs of certain diseases which are 
predominantly linked to help with ADL services like dementia cannot be observed any 
more. 

 
We understand that especially low and middle income countries might have problems in 
estimating the size of ADL services provided and that SHA2.0 is meant to be used as a global 
standard for health accounting. However we are sure that for societies with ageing population 
information on the demand for ADL services is of great interest for the public and policy makers. 
It would be unfortunate if SHA would no longer provide these important pieces of information. 
We suggest therefore the inclusion of ADL in the Current Health Expenditure based on the 
currently valid ―guidelines for estimating long-term care expenditure in the Joint Health Accounts 
Questionnaire‖. 
 
 

OECD Health Accounts expert meeting 7-8 October 2009 

Some countries comments regarding Unit 2 suggested removing the adjective ―qualified‖ from 
―health knowledge‖ in the boundary description in paragraph 9, but one country preferred to 
keep it. The criterion of the ―primary intent‖ was supported. One country said that it would prefer 
that the boundaries of health care should not be wholly determined by functions but that 
providers and financing should also be considered in guidelines. 

The proposed change in the treatment of long-term care was very important and needed careful 
review regarding its implications.  One country, which opposed the change, estimated the 
impact at 10% of current health expenditure. The proposed exclusion of ADL- and IADL-related 
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services from health care leaving nursing care inside the boundary was discussed with a split of 
opinions for and against.  The treatment of traditional, complementary and alternative medicine 
(TCAM) would need some further clarification but was broadly acceptable.  Apart from these 
points the approach to the treatment of boundary issues was considered broadly satisfactory. 

The proposed division between current health expenditure, capital expenditure on health and 
additional measures and accounts with the primary focus on current health expenditure received 
broad support. There was a discussion of capital consumption and its valuation which will need 
to be addressed. 

Issues of compulsory and optional reporting were mentioned and WHO emphasised that from 
its perspective, these had no place in a conceptual Manual and were a matter for individual 
organisations to consider elsewhere.  

Poland 20/11 

1. Do you agree with the distinction of:  

a) the current expenditure account of SHA;  
b) the capital formation in SHA; and  
c) the additional accounts?  

Yes  

2. Do you agree to restrict the current expenditure account on the three classifications defined 

by ICHA?  

Yes  

3. Do you agree with the borderline of the current expenditure account which defines the 

consumption of health goods and services by individuals and by society as a whole? The 

criteria are  

 Primary intent of the action is to improve health, maintain health or prevent 
deterioration of health status of individuals, groups of the population or the 
population as a whole as well as to mitigate the consequences of ill-health;  
Yes  

 Medical or health knowledge is needed in the execution of the function, or it is 
executed under the supervision those with such knowledge, or the function is 
governance and administration of health care programs and health care 
financing;  
Yes, understanding that households taking care on its ill member acts under the 

supervision of those with health knowledge  

 c) The consumption is for final use;  
Yes  

 d) There is a transaction.  
Yes  
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4. Do you think the boundaries of capital formation need further outlines in this unit or in a 

separate unit?  

The information on capital formation is not sufficient and therefore further outlines are 

needed. However, they could be located in the same unit.  

5. Do you agree with the approach taken with regard to the boundary of health and social care 

for Long term care?  

In our opinion separation between medical and social components of home care is a 

good proposition. We accept presented approach but we think that, it might be difficult to 

make clear division of activities which should be included solely in long-term health care 

or long-term social care  

6. What are the priorities for the development of boundaries of additional accounts in SHA?  

We have no priorities concerning additional accounts in SHA yet.  

Commentary  
We agree on distinction of current expenditure account of SHA, capital formation in SHA 

and additional accounts. There is a need of implementation of central system which 

allows international comparisons and at the same time giving countries some flexibility to 

include additional accounts which may be different among particular countries.  

Separation of current expenditure defined by functions, providers and financing (sufficient 

to describe basic health care expenditures) from additional and optional modules of 

account is also a very good idea so that we don’t lose sight of what is the most important 

in the revision process among the large number of additional classifications.  

We fully agree with the statement: "The general intention of this split is to make a clear 

reference to: the International Classification for Health Accounts (ICHA) as a subject of 

improvement under the revision process, and, the additional accounts that could be 

linked to ICHA as a subject of its extensions." We believe that SHA should be the object 

of a gradual evolution in order to ensure better reflection of health expenditure while 

maintaining overall consistency and comparability with previous versions.  

 

WHO EMRO, Jordan, Pakistan, Tunisia 23/11 

Q Do you agree with the distinction of: current, capital and additional accts? 

EMRO: We believe that it is good distinction that allows integrating country specific 

requirements with the need for international comparability. The only concern that I have 

with regard to this classification is that the additional accounts could include both current 

expenditure and capital formation (may be mainly current expenditures). Having the 

phrases “of SAH” and “in SHA” to make the distinction might be confusing and not 

continue to be systematically used by researchers and decision-makers. A suggestion is 

to use the adjective “Standard” before the first two categories. 
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Jordan: This distinction seems practical at this stage and is very good for international 

comparability and for country specificity 

 

Q Do you agree to restrict the current expenditure account on the three classifications defined 

by ICHA? 

EMRO: financing sources are missing and need to be included.  

Jordan: We recommend adding another dimension, the source of funding to this 

classification 

Tunisia: we agree with Jordan and EMRO colleagues 

Q Do you agree with the borderline criteria of the current expenditure account which defines the 

consumption of health goods and services by individuals and by society as a whole?  

For b)  

EMRO: We agree, but the word “knowledge” is so wide that could include too may levels 

of expertise; [WHO/HQ: we need to specify why we use this word and what it refers to]. 

Talking about “transaction”, it might be helpful to mention that this does not necessarily 

imply financial or in-kind transfer. 

Pakistan: knowledge is not clear, but we understand that it is the only term that allows for 

broad concept to include all countries' possibilities 

GENERAL CONCLUSION: may be some guidelines are necessary to explain what is 

meant, so that each country could help define what health knowledge is in their context? 

Jordan: This criteria is missing in many forms of traditional healers practice, as there is 

no medical or health knowledge ( eg . quacks provide several health services) and their 

services constitute a sizeable portion of healthcare expenditure in certain countries; so 

please advice 

For d) EMRO: Should be clearly explained at first mentioned that it (the transaction) can 

be financial, in kind, or for free. 

Q Do you think the boundaries of capital formation need further outlines in this unit or in a 

separate unit? 

EMRO: Given its novelty, I believe reserving a specific unit for its discussion would be of 

help to many users. 

Pakistan: extra unit; the note is a good basis to become a unit. 
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Jordan: Although the notes given here are clear and good as quick reference, it is better 

to give the reader more details in a separate chapter 

Q Do you agree with the approach taken with regard to the boundary of health and social care 

for Long term care? 

EMRO: We find it clear enough, mainly given that more details are available ion Unit 7 

Q What are the priorities for the development of boundaries of additional accounts in SHA?  

EMRO: Additional accounts are introduced to respond to the particular needs of various 

countries and hence the general definition of health expenditure as it appears for now 

would be sufficient. These should be left to the discretion of countries to play around as 

per their own policy needs. [WHO/HQ: But the question is really what is key and 

important; anything that is key should be part of the current and capital, not additional. 

Additional may be on non health expenditures.] 

Pakistan: interest payments should be kept outside, and financial assets as well. 

Financial in SNA means something else than financing. Financial = distributive 

transactions, which is referred to as Financing in SHA. 

Jordan: Different countries will give different priorities, we suggest consulting different 

countries, then prioritizing accordingly 

Q Other?  

• Figure two is too complicated, not comprehensible. The idea is good, but did not come up 
very well.  
 

Detailed editing comments from WHO EMRO: 

(Comments by: Health Economics Unit – Division of Health Systems and Services Development – World 

Health Organization-Eastern-Mediterranean Regional Office (HEC/DHS/WHO-EMRO) ) 

Questions: 

1. Do you agree with the distinction of: 
o the current expenditure account of SHA; 
o the capital formation in SHA; and 
o the additional accounts? 

We believe that it is good distinction that allows integrating country specific requirements with the need 

for international comparability. The only concern that I have with regard to this classification is that the 

additional accounts could include both current expenditure and capital formation (may be mainly current 

expenditures). Having the phrases “of SAH” and “in SHA” to make the distinction might be confusing and 

not continue to be systematically used by researchers and decision-makers. A suggestion is to use the 

adjective “Standard” before the first two categories. 
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2. Do you agree to restrict the current expenditure account on the three classifications defined by 
ICHA? 

Having FS be mentioned and included in one of the Tables would be helpful for the case of LMIC. 

 

3. Do you agree with the borderline of the current expenditure account which defines the 
consumption of health goods and services by individuals and by society as a whole? The criteria 
are  

o Primary intent of the action is to improve health, maintain health or prevent 
deterioration of health status of individuals, groups of the population or the population 
as a whole as well as to mitigate the consequences of ill-health; 

o Medical or health knowledge is needed in the execution of the function, or it is executed 
under the supervision those with such knowledge, or the function is governance and 
administration of health care programs and health care financing; 

o The consumption is for final use; 
o There is a transaction. 

We agree, but the word “knowledge” is so wide that could include too may levels of expertise; and 

talking about “transaction”, it might be helpful to mention that this does not necessarily imply financial 

or in-kind transfer. 

4. Do you think the boundaries of capital formation need further outlines in this unit or in a 
separate unit? 

Given its novelty, I believe reserving a specific unit for its discussion would be of help to many users. 

5. Do you agree with the approach taken with regard to the boundary of health and social care for 
Long-term care? 

We find it clear enough, mainly given that more details are available ion Unit 7. 

6. What are the priorities for the development of boundaries of additional accounts in SHA? 
Additional accounts are introduced to respond to the particular needs of various countries and hence the 

general definition of health expenditure as it appears for now would be sufficient. These should be left to 

the discretion of countries to play around as per their own policy needs. 

Specific Comments: 

1. Para 7: who would be included in ‘others’ in the first bullet point? 
2. Para 7: what would be the difference between bullet point 3 and “administration” mentioned in 

bullet point 2. 
3. Page 6, Footnote 2: R&D is too wide and should be qualified as with what to include. 
4. Footnote 2: close the bracket after the word “professionals”. 
5. Para 9: the term “qualified” needs to be specified, as it could be context-specific. 
6. Para 9: one can add “or the population” after “persons”. 
7. Para 10: would it be appropriate to add: “reinsertions” meaning “professional rehabilitation” in 

conjunction with bullets 3 and 5? 
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8. Para 11: this paragraph could contradict, in certain contexts, with TCAM, as mentioned in 
paragraph 9. 

9. Footnote 4: this is problematic as who is supposed to set the rules for these comparisons and 
what about aggregate and summary data reported by individual countries? Would we request 
countries to report in two formats: using their own definitions and using SHA requirements? 

10. Para 13: there is an extra “other at the end of the second line. 
11. Para 14: with regard to the mentioned “extensions” those indeed might include current 

expenditures however which do not correspond to the standard SHA definition. A suggestion 
therefore is to call the component of “current health expenditures” the “standard current 
health expenditures” or something in this line. This is because people would not continue to use 
the phrase “of SHA” when talking about health expenditures in general. 

12. Para 15: would like to add “and utilization” after “consumption”? 
13. Para 15: may be it would be helpful to mention that a “transaction” does not necessarily imply 

financial or in-kind transfer. 
14. Para 15: third-party payers are not always a composing part of the health care market. 
15. Footnote 7: a point of clarification: are all “paid” and “unpaid” household activities not included 

in the SNA? 
16. Footnote 8: it might be good to add “in the SNA” after “medical goods”. 
17. Para 17: second to last line, it might be better to replace “current health expenditure account” 

with SHA. 
18. Para 20: the paragraph distinguishes between consumption and provision which were however 

mentioned to be the same – for what concern SHA – in Para 17. 
19. Para 21: mention what is COFOG. 
20. Footnote 14: why to mention “across Europe”? 
21. Para 24: second bullet, the word “knowledge” is so wide that could include too may levels of 

expertise. 
22. Para 27: last bullet point: what does “not to distinguish” mean? To include or not? 
23. Para 28: A coma is also needed before “occupational health services”. 
24. Para 29, second to last statement is incomplete. 
25. Footnote 18: JHAQ is defined later in the paper (Para 42). 
26. Need to high light the sub-headings using italic or bold fonts. 
27. Para 37: the paragraph says four areas of borderline and mentions three. 
28. Para 42: typo - “better linked” should be “better links”. 
29. Para 43: typo - change “merge” to “merged” 

 

WHO AFRO Francophone, Burkina Faso, Niger and Senegal 23/11 

Q Do you agree with the distinction of: current, capital and additional accts? 

Niger:  Yes, it will allow a  greater clarification of the contents of each.   

Burkina Faso: I agree with the separation of capital and current expenditure, but in the 

french translation, instead of final consumption expenditure would it not be preferable to 

speak of current or recurrent expenditure.  In fact this definition is more familiar to 

accountants and could avoid confusion.  Very often the criticism of expenditure data on 
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curative health care or on prevention is underestimated  as capital formation is not taken 

into account. This is one of the consequences of separation.  What does it mean exactly 

“additional accounts”?    

Q Do you agree to restrict the current expenditure account on the three classifications defined 

by ICHA? 

Niger : Yes 

Q Do you agree with the borderline (criteria) of the current expenditure account which defines 

the consumption of health goods and services by individuals and by society as a whole? 

Niger : Yes 

Sénégal: It is equally necessary to propose criteria delimiting consumption of health 

goods and services by establishments (intermediate consumption) as they are a part of 

current expenditure on health.  

Criterion: The consumption is for final use; 

Niger: Yes 

Criterion: There is a transaction? 

Niger: Yes 

Sénégal: It is important to be clear that the transaction does not need to be made directly 

between consumer and provider – such as in the case services supplied free to 

households and paid for by public bodies. There is in this case a transaction that is 

indirect.  

Q Do you think the boundaries of capital formation need further outlines in this unit or in a 

separate unit? 

Niger: Keep it in this unit.  

Sénégal: Any aggregate which represents a use of health goods and services should be 

addressed in this chapter. 

Q Do you agree with the approach taken with regard to the boundary of health and social care 

for Long term care? 

Niger: Yes, as it enables the compiler to only take into account health expenditures.  

Q What are the priorities for the development of boundaries of additional accounts in SHA? 

Niger: To take into account the needs of specific to particular countries  

i) Taking account of compartive advantages 
ii) Taking account of the actual capacity of countries 
iii) Taking account of costs  
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Iceland 25/11 

1) Do you agree with the distinction of: 

a) the current expenditure account of SHA 

Yes 

b) the capital formation in SHA; and 

Yes, as long as it is in accordance with SNA and ESA95.  In our opinion non health care 

goods should not be included here. 

c) the additional accounts? 

In our opinion the focus should be on health care and people should be careful not to lose 

themselves in too much detail.  Care should be taken so as SHA is in congruence with 

SNA and ESA95.  We think that by asking for the additional accounts things are taken too 

far at this stage, there is the question of resources and if it is even possible to get 

information for the additional accounts. 

2) Do you agree to restrict the current expenditure account on the three classifications defined 

by ICHA? 

Yes 

3) Do you agree with the borderline of the current expenditure account which defines the 

consumption of health goods and services by individuals and by society as a whole’  The 

criteria are 

Á Primary intent of the action is to improve health, maintain health or prevent deterioration of 

health status of individuals, groups of the population or the population as a whole as well as 

to mitigate the consequences of ill-health;  

Á Medical or health knowledge is needed in the execution of the function, or it is executed 

under the supervision those with such knowledge, or the function is governance and 

administration of health care programs and health care financing;  

Á The consumption is for final use;  

Á There is a transaction.  
Yes to all of the 4 criteria 

4) Do you think the boundaries of capital formation need further outlines in this unit or in a 

separate unit? 

Yes 

5) Do you agree with the approach taken with regard to the boundary of health and social care 

for Long-term care? 

We do not agree to the following: “boundaries should be flexible to accommodate the 

considerable difference in LTC organization and also changes in the organizations over 
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time”.  In our opinion the social interface should be excluded and that for international 

reporting there should be a fixed boundary for the compilation of total current health 

expenditures 

There is a need for better examples and guidelines for the boundaries of health and 

social care for LTC. 

6) What are the priorities for the development of boundaries of additional accounts in SHA? 

We refer to our answer to question 1.3.  In our opinion this can wait.  

Portugal 02/12 

1) Do you agree with the distinction of: 

a) The current expenditure account of SHA; 

b) The capital formation in SHA; and 

c) The additional accounts? 

We agree with the proposal of global boundaries of health care. By reading unit 2 we 

have understood that the boundary of the total expenditure on health considered in the 

current manual was excluded in SHA 2.  

In fact in the present SHA the concept total expenditure was conceptually wrong. In 

practice in this proposal there is no difference between total and current. Total would 

cover current expenditure plus expenditure in health goods and services that are used as 

Gross Capital Formation. In practice no function is considered as Gross Capital formation 

except for inventories of health goods which may be irrelevant and therefore total 

expenditure is equal or a little higher than current expenditure. 

We agree that the purpose of international comparability should be guaranteed at the 

level of current expenditure and capital formation. The implementation of the additional 

accounts allows Member States to develop health accounts in fields in which they have 

more interest at national level under a harmonized approach with the aggregate of the 

current expenditure. 

2) Do you agree to restrict the current expenditure account on the three classifications defined 

by ICHA? 

Yes, we agree. 

3) Do you agree with the borderline of the current expenditure account which defines the 

consumption of health goods and services by individuals and by society as a whole? The 

criteria are 

 Primary intent of the action is to improve health, maintain health or prevent 

deterioration of health status of individuals, groups of the population or the 

population as a whole as well as to mitigate the consequences of ill-health; 
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 Medical or health knowledge is needed in the execution of the function, or it is 

executed under the supervision those with such knowledge, or the function is 

governance and administration of health care programs and health care 

financing; 

 The consumption is for final use; 

 There is a transaction. 

The characteristic “there is a transaction” is not clearly explained. We totally disagree with 

this item as a criterion for the borderline. Some flows are not real and require an 

imputation such as a doctor that provides a health service for free and where it is 

necessary to impute a value for money. Therefore in our opinion the criterion “there is a 

transaction” should be removed unless the transactions also cover imputed flows.  

4) Do you think the boundaries of capital formation need further outlines in this unit or in a 

separate unit? 

In our opinion the boundaries of capital formation should be developed on a separate unit 

providing more detailed guidelines. 

5) Do you agree with the approach taken with regard to the boundary of health and social care 

for Long-term care? 

It seems that there is an inconsistency in the definition of the boundary: on the one hand, 

it includes the value of care provided by households in the total of current heath 

expenditure, which are usually under IADL and ADL care. On the other hand, the 

methodological guidelines for the treatment of LTC in SHA 2 recommend the exclusion of 

personal services (ADL) or domiciliary care help (help with IADL) and the accounting in 

long-term care expenditure. This area seems to be treated in a very superficial and 

confusing way considering its growing importance. 

6) What are the priorities for the development of boundaries of additional accounts in SHA? 

The priorities for development of boundaries of additional accounts in SHA depend on the 

priorities of the health policy analysis in each Member State. In our case are: the 

expenditure by diseases, gender and sex, Human capital development and innovation 

and capital formation. 

Croatia 27/11 

Regarding Unit 2. Global boundaries, part 4.4.3 Capital accounts we consider that capital 

accounts clearly depicts structure of capital account and rationale for its implementation. 

Nevertheless, in Croatia there is firstly task of gathering results and experiences of two 

pilot projects in order to set the scene for further communication with OECD and Eurostat 

regarding widening of our reporting SHA obligations. Should those widening of reporting 

obligations also include capital accounts depends primarly on decisions regarding 



19 

 

implementing Regulation on health care. Also, in the next few years in Croatia there 

should be qualified discussions (CIHI, CIPH, Ministary of Health) regarding demand for 

more precise data on: a)the acquisition of capital goods and b)the consumption of fixed 

capital in order to ensure inputs for capital accounts.  

Finland S Varjonen Consultant 07/12 

15. Figure 1: Should health providers be added under provision? 

17. The description of SNA is odd. There is no need to ―blame‖ SNA that it contains production 

accounts. As turns out later on, there is a lot of information on health in SNA beyond production 

accounts. Note also that national accounts are recommended to base on a supply-use 

framework. Thus, the difference between the systems is more related to the scope, not in 

principles. (Besides, SNA health data are often even easier to find on the use side – production 

accounts for health are rarely available separately).  

19. Figure 2: The figure is very difficult to understand. I hope that it is clear for most health 

experts (but I doubt). For non-experts it is too difficult. 

21. I wonder why function is appropriate to take into account in the product classification. 

Without it the product list would be shorter and function comes out when reporting results by 

function. 

CPC is perhaps too aggregated for SHA but it could be disaggregated when necessary. The 

same concerns COFOG. 

I don’t understand, what the connection between CPC and COFOF means. 

 

The Manual seems to give an impression that the SHA and SNA are fundamentally different. 

They are maybe not. To ensure better comparability between countries, it would be a better 

strategy to bring forward their common features rather than stressing their differences. This 

would also be in line with reports of other units where connections between the systems are 

widely discussed. Scopes of health care in the systems are slightly different but coincidental 

differences between the systems should be kept in minimum.  

27. The second bullet point could be more precise. Better to say e.g. consumption of health care 

services by residents and then possibly describing its contents. (The expression domestic 

consumption normally covers also consumption of foreigners.)  

36 and footnote 21. Again, there is no point to compare the valuation of SHA expenditures with 

the valuation of SNA output? If necessary, reference should be made to household consumption 

expenditure that also belongs to the SNA. I don’t think that the systems differ for products that 

are sold at market prices to households. A potential exception is products delivered free of 
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charge. In SNA market prices are not used but taxes less subsidies (and VAT) on products are 

excluded (if not actually paid) but how is it in SHA? The text is in the paragraph is not very clear 

but the conversion table 1 in the report of unit 3 (par. 35) seems to suggest that there are no 

differences between the systems. 

Finally, it should be noted that, when looking SHA expenditures on the whole, SHA 

expenditures cover also government expenditures including subsidies on products, net. So, in 

the end, total expenditure on health products is not valued at purchaser’s prices in SHA? 

37-40. Does COICOP give any guidance? Is there any strong need to differ from it? At least this 

could be discussed. 

42. Maybe nothing is wrong but… What provider classification means? I’m not against using 

provider as a criterion in the classification because it would give possibilities for various kinds of 

analysis but a classification based on type of asset sounds more natural as a primary 

classification. This question concerns also Issue paper A1. (Probably it has been discussions of 

this topic that I don’t know.) 

Note also that the sentence starting ―Capital formation…‖ needs fine-tuning to be better 

understandable. 

46. Figure 3. A very small point – why the triangle is shown differently (in terms of the order) 

from Figure 1? 

47. The first sentence: Is it more understandable to refer simply to the state of health of 

population (or its changes) rather than to say ―health enhancements of health outcomes‖ (which 

is not very clear)? Also the last sentence needs some editing. 

48. Unit costs cannot be but a second best solution to be used for price indices. Maybe better to 

say at least may be important rather than are important. 

 

54. I find the paragraph difficult. If I understand correctly, the second sentence tries to make a 

distinction between use of health care products (although only services are mentioned) and 

SNA output of providers of health care products (delete ―as a process that relates inputs to 

outputs‖). If this is the case, also output of health products as secondary production should be 

mentioned. What about health care services provided by households and occupational health? 

Whether there are any differences in the valuation, depends on the treatment of other taxes less 

subsidies on production (see my comment later on). If they are not taken into account in 

government expenditures on health (as table 1 in the report of unit 3 suggests), the valuation is 

the same. (I assume here that trade doesn’t make any difference in valuation because it is 

included in output.) 
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The issue is complicated and easily raises further questions. Should it be considered to delete 

the paragraph?  

58. The first box is incomprehensive to me. Also the last sentence in the second box is not very 

clear. 


