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Presentation 

1. Since its release in 2000, the SHA 1.0 has been implemented in around fifty countries, 

spread across different regions of the world. As a result, knowledge and accountability has 

increased and many national teams have gained experience to carry out the estimation 

process. The pilot implementation has also led to problems and difficulties being expressed, 

including in regard of the functional classification (ICHA-HC). Several HA teams have 

contributed inputs into the revision process, which have inspired this proposal.  

2. This note introduces an alternative functional classification for the purpose of facilitating a 

discussion. Guiding criteria precede the classification and a few questions conclude the 

note. The first annex displays a correspondence table mapping the existing classification to 

the one proposed. 

 

Rationale for the Revision of the ICHA-HC 

3. SHA 2.0 is designed as a refined conceptual framework that includes an expanded version of 

the International Classification for Health Accounts (ICHA) in order to: 

 Improve the comparability of health expenditure data across countries and over 
time; 

 Provide better information for assessing the performance of health systems; and 

 Provide better information on the role of the health system within the national 
economy. 

 

Revising ICHA-HC 

Main Criteria for a revision of ICHA-HC  

4. In defining ICHA-HC some attributes are expected to be satisfied. 
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 Purpose defined: All expenditure made for the primary purpose of restoration of a lost 

health status, maintenance or improvement; moreover, every class and category of 

ICHA-HC should be easily described as a health spending purpose. 

 Final Consumption: the classes retained should correspond to final consumption. 

 Comprehensiveness: all services and programmes whose main purpose is to improve, 

recover or maintain the health status of individuals or population groups should be 

included. 

 Neutral of Mode of Production: categories should reflect the purpose of care, not the 

providers’ preferences on how to deliver the service; otherwise, the classification will 

reflect the provider characteristics more than the function performed. 

 Neutral of Mode of Financing: categories should not be oriented according to the 

institutional or societal arrangements to make services accessible to the public; they 

vary along time and are particular to countries of different regions and income levels. 

 Conceptual model: Both the health system boundaries and functions should be based on 

a conceptual view, for them to be internally consistent and easily interpreted by 

accountants, analysts and other data users. 

 Long-term vision: the classification should address the long term understanding and 

vision of the health system and ensure its implementation.  

 Consistent with health trends: the relative importance of health services is changing due 

to events in demography and epidemiology, which to a varying extent affect all 

countries. Functions must be able to reflect those changes, and provide awareness 

about the necessary provisions of the health system. 

5. Health systems are concerned with improving health status, ensuring fairness in financial 

contributions to health services, and act responsively with respect to people's medical and 

non-medical expectations. The System of Health Accounts should integrally reflect the role 

of the health system through its dimensions of financing, provision and consumption.  

6. A functional classification provides a framework for a standard data collection, organization 

and reporting of expenditure on health by purpose. As grouping categories, functions are 

bundles of final consumption products, homogeneous inside a class and heterogeneous 
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from other classes. In this way, the functional classification complies with the requisites of 

the taxonomy: the set of classes must be exhaustive and each class, unambiguous and 

mutually exclusive from the others. 

7. A revised classification must be concerned with the potential availability of data. The 

categories must be defined consistently with the knowledge, the practice and the records of 

the health system, as well as aligned with a shared conceptual framework of the health 

systems' performance. The reported functions should ensure a consistent coverage with the 

health system boundaries agreed. Data availability should not direct the classification. It is 

easier to combine certain items in the classification (items that are not filled because of 

lacking data), than to make additional divisions in an existing classification afterwards.1  

8. The proposed one-digit categories for a revised ICHA-HC are: 

a) HC1 Health Care & Treatment: Services of care and treatment consumed by 

residents comprises the sum of services of medical, paramedical and nursing care 

with the intent of curing illness and reducing premature mortality, caring for and 

treating persons affected by chronic illness, caring for persons with health-related 

impairment, disability and handicaps who require nursing care. 

b) HC2 Public Health & Prevention: It comprises all expenditures in goods and services 

consumed with the purposes “of preventing disease, prolonging life and promoting 

health and efficiency through organized community effort for the sanitation of the 

environment, the control of communicable infections, the education of the 

individual in personal hygiene, the organization of medical and nursing services for 

the early diagnosis and preventive treatment of disease, and for the development of 

the social machinery to insure everyone a standard of living adequate for the 

maintenance of health, so organizing these benefits as to enable every citizen to 

realize his birthright of health and longevity.”2  

c) HC3 Stewardship & Governance refers to services of administering health 

programmes, health insurance and other funding arrangements; they also include a 

valuation of the planning, management, regulation, and collection of funds and 

                                                           
1
 van Mosseveld (2003). p186. 

2
 Bernard J. Turnock, Public Health: What It Is and How It Works, third edition (Sudbury, MA: Jones and 

Bartlett Publishers, 2004), p. 10 
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handling of claims of the delivery system. This excludes administration by health 

care providers which is not treated as a separate function in the ICHA but included 

in the valuation of the service functions. (SHA 44-45) This function does not include 

the administration and operation of social protection programmes providing social 

protection in the form of cash benefits, although this separation may be difficult in 

practice and can only be done by approximation. (SHA 45) 

9. The mode of production (and mode of financing) designations under SHA 1 are to be 

considered under provision (or under financing). 

10. Health care related services. SHA 1.0 comprises as final use services which are actually asset 

build up, increasing the ability to produce health services. Most of these would be shifted in 

a new capital account under production. They are listed below as a reminder of a different 

conceptual approach between 1 and 2. 

d) Resource Formation: This class represent a set of decisions which impact the 

amount of health funding separated for future needs, not current consumption, 

whose purpose is strengthen the national capacity to improve health and confront 

diseases, through investments in three main areas: physical, human and intellectual 

capital. The function can be entirely deployed by individuals and firms, or 

government.  

Functions of Care & Treatment
3
:  

11. The final use approach, when applied to health care and treatment, should be based on a 

type of conceptual framework capable of differentiating specific components of the health 

services. 

12. Population segments, according to health needs,4 can be healthy, acutely ill or living with a 

chronic condition. Such condition can admit a normal condition or living with severe 

disability (often not elderly), but also conditions of dependency on nursing care and support 

for activities of daily living. There is also a segment with a short period of decline, near 

death (Figure 1). 

                                                           
3
 A call for a better nomenclature is made. In vernacular English "treatment" is a process not an output. 

Cure is the purpose, should preferably be "Care and Cure"? 
4
 LYNN J, B M Straube, K M Bell, S F Jencks, and R T Kambic (2007). Using Population Segmentation to 

Provide Better Health Care for All: The “Bridges to Health” Model. The Milbank Quarterly, 85(2) 2007 

(pp. 185–208). 
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Figure 1. Population segmentation according to health conditions and needs 

 

13. The concerns and purposes of each population segment as well as the major components of 

health vary. According to their health condition, they may want to stay healthy, getting well, 

limiting disease progression, avoiding exacerbations, caregiver support, maintaining 

functions, dignity and life closure. 

14. Summary definitions of the content of each functional class follow.  

The proposed primary function health care and treatment is divided into  

a) Acute and Emergency Care,  

b) Chronic Disease Management and  

c) Long-Term Care. 

Healthy Dead
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5
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Dementia
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organ system 
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7
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near death

Source: Author’s elaboration, based on Lynn et al. Using population segmentation to 

provide better health care for all: the “Bridges to Health” Model . The Milbank 

Quarterly, Vol. 85, No. 2, 2007 (pp. 185–208)
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15. HC1.1 Acute and Emergency Care: This item comprises medical and paramedical services, 

(including Traditional, Alternative and Complementary Medicine, TCAM) consumed during 

an acute or emergency or urgent episode of curative care. An episode of curative care is one 

in which the principal medical intent is to relieve symptoms of illness or injury, to reduce the 

severity of an illness or injury or to protect against exacerbation and/or complication of an 

illness and/or injury which could threaten life or normal function. (SHA 1, 115, 119, 130, 

International Classification of Primary Care, ICPC, -Process Sections 2 to7, see SHA Annex A.3 

pp 172-174). 

16. HC1.2 Chronic Disease Management: This item comprises medical and paramedical services 

(including Traditional, Alternative and Complementary Medicine, TCAM) consumed along a 

course of disease management by patients living with a chronic condition but function 

normally. This includes early detection, patient education, monitoring of key markers with 

diagnostic procedures, routine medication and therapeutic procedures. 

17. HC1.3 Long Term Care: A range of services of help with basic activities of daily living for 

persons who are, over an extended period of time, no longer able to perform these tasks 

independently.5 This item comprises ongoing medical and paramedical (nursing) health care 

consumed by patients who need assistance on a continuing basis due to chronic 

impairments and a reduced degree of independence and activities of daily living (SHA 118). 

Table 1. Functional Classification of Health Care & Treatment Expenditures  

Main Function Function Service 

HC1 Care & 
Treatment 
  
  
  
  
  
  
  
  
  
  

HC1.1 Acute & 
Emergency Care 
  

HC1.1.1 Diagnostic support: Clinical laboratory, 
diagnostic imaging services, other diagnostic 
procedures (skin tests, functional tests, etc.) IC-Process-
PC ,Sections 2, 3 and 4.  

HC1.1.2 Consultation: assessment, medical 
examination, counselling and other clinical services (IC-
Process-PC section 6) 

HC1.1.3 Therapeutic Procedures: includes repair, 
immobilisation, several alterations to tissue, body 
fluids, reproductive and urologic systems, physical 
therapies and miscellaneous procedures (IC-Process-PC 
Section 5) It also includes surgical procedures. 

                                                           
5
 Huber, M (2005). The need to improve the comparability of long-term care expenditure data: recent 

estimates from a selection of OECD countries and follow up work. Directorate for Employment, Labour 

and Social Affairs. Presentation in the Workshop: Trends in Disability and Future Costs of Health and 

Long Term Care. Brussels, 21-22 February, 2005. 
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Main Function Function Service 

  
  
  
  
  

HC1.1.4 Medication: This item comprises medicinal 
preparations, branded and generic medicines, drugs, 
patent medicines, serums and vaccines, vitamins and 
minerals and oral contraceptives. (SHA, 120) (IC-
Process-PC Section 6 and 7) 

HC1.1.5 Rescue and Transportation: Ambulance and 
rescue services, either from health providers or fire-
protection services (SHA 119, 130) 

HC1.1.7 Medical hotel services: accommodation of 
patients and their relatives, as part of the hotel 
function of hospitals (SHA, 112) 

HC1.2 Chronic 
Disease 
Management 

HC1.2.1 Monitoring: Clinical laboratory, diagnostic 
imaging services, functional tests, other tests. 

HC1.2.2 Counselling: Routine assessments of condition, 
education to patients and caregivers, dietary 
guidelines, psychosocial interventions 

HC1.2.3 Procedures: physical therapies, surgical or 
medical procedures. 

HC1.2.4 Medication: provision or purchase of routine 
drugs and preparations that help to maintain the health 
status condition and prevent remission, progression or 
exacerbations. 

HC1.2.6 Therapeutic appliances and other medical 
durables: provision or purchase of orthotics, 
prosthetics, hearing and vision aids, wheel chairs and 
other medical durables. (SHA, 120) 

HC1.2.7 Transportation: patient’s mobilization with an 
ambulance or conventional vehicle to and from 
facilities for the purpose of receiving programmed and 
routine visits, procedures and check-ups (SHA, 119) 

HC1.2.8 Hotel & catering services:  accommodation of 
patients as a part or routine observations and check-
ups, or elective procedures programmed as part of the 
disease management. 

HC1.3 Long Term 
Care 
  

HC1.3.1 Medical and nursing care: include activities 
aimed to prevent and treat health problems associated 
to severe impairments, such as pressure ulcer, chronic 
pain, palliative care. 

HC1.3.2 Activities of daily living: include the costs of 
care giving in residential or home settings, to provide 
help with activities of daily living.  
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18. The proposed categories are submitted for consultation and discussion with Member 

Country representatives. The definitions and schedules proposed may be improved during 

the consultative and validation process.  

Functions of Public Health and Prevention 

19. The logic behind this classification is that all preventive expenditure should be aggregated 

for reporting and analytic purposes, but making a distinction between those directed 

primarily to individuals and those directed primarily to the community, is consistent with 

the main public health functions.6 

20. HC2.1 Individual Services:  

20.1. HC2.1.1  Counselling & Diagnosis: This service consist in informing and orienting 

individuals about specific health problems, their conditioning factors and particular 

risks, and in providing a diagnosis to enhance awareness about their health status, 

orienting them on how to remain in good health when the results are negative, and 

orienting and referring them for follow up, when positive.  

20.2. HC.2.1.2 Prophylaxis: Medical procedures designed to prevent the occurrence of 

a disease, before or after exposure to risks, with or without the use of pharmaceutical 

products, such as vaccines, antibiotics, antimalarial, anticoagulants (for immobilised 

patients), etc.  

21. HC2.2 Collective Services:  

21.1. HC2.2.1 Regulation: valuation of the regulations and enforcement to protect 

public health, ensuring the quality of personal and population-based health services. 

21.2. HC2.2.2 Disease Surveillance & Control: Valuation of the epidemiological 

surveillance of outbreaks and patterns of communicable and non communicable 

diseases, injuries and exposure to environmental agents harmful to health, control of 

                                                           
6
 This classification is based on three sets of WHO classifications in this domain. Similar instruments are 

developed in other regions of the world as well as in many countries. These experiences could be 

instrumental in improving the suggested classification and its coherence. See WHO-EURO 

http://www.euro.who.int/publichealth/. PAHO-WHO (2002) Public Health in the Americas. Conceptual 

renewal, performance assessment, and basis for action. Washington D.C., 2002. WHO-WPRO (2002) 

Essential Public Health Functions: The Role of Ministries of Health. WPR/RC53/10. 
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risks and threats to public health, investigation, rapid response, case tracking, diagnosis 

and treatment of diseases of public health relevance.  

21.3. HC2.2.3 Information and awareness: Valuation of advocacy for health and 

empowerment through access to information, coalitions building to promote health, 

healthy lifestyles promotion through social marketing and targeted media 

communications. 

HC.3 Stewardship and governance 

22. HC3.1 Health Programmes' Administration: The strategic management of health systems 

and services for population health gain, development of policies and planning in public 

health. In the short run valued as the sum of the costs recorded in public finance data. 

23. HC3.2 System’s Financial Administration: A valuation of health administration and health 

insurance including those performed by private insurers and by central, regional and local 

authorities social security funds: the planning, management, regulation, and collection of 

funds and handling of claims of the delivery system. This excludes the administration of 

health care providers which is not treated as a separate function in the ICHA but included in 

the valuation of the service functions. (SHA, 44-45). 

24. Flexible and evolving classifications. The initial proposal for SHA.2 is mainly one that 

restructures the classes adopted for SHA 1.0. The Member States are increasingly concerned 

to develop more outcome oriented classifications and to adapt the classifications to an 

evolving knowledge base. The classification is thus designed to permit a more detailed 2 and 

3 digit classification for reporting purposes.  

4 Questions for discussion  
25. The proposed breakdown is submitted for consultation to ensure a widely agreed 

structure and agreed definitions. 

26. Preventive-curative split. A demand expressed by HA teams is a better organized partition 

between curative and preventive expenditure, instead of the individual/collective 

breakdown. Attending such a request, there are two purpose-defined and final consumption 

functions which result of the healthcare provision: a) healthcare and treatment, and b) 

public health and prevention. This distribution solves the fragmentation of preventive 
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services produced by dividing functions between individual and collective services. It 

maintains, however, the challenge in recording the personal prevention, to be disaggregated 

from other components. 

27.  Resource formation is a questionable entry in a purpose defined and final consumption 

oriented classification. It includes investment in fixed capital, in health education and in 

research and development. The questions for consultation involve:  

Should these be part of the functions (above the line) 

Should these be part of below the line classes 

Should these be part of a separate account under provision 

28. Administration of Health Programmes and Health Financing has been questioned as 

legitimate final consumption as some consider it to be part of cost of service. It is essentially 

different from health providers' administration, which should be part of the valuation of 

final goods and services delivered to end-up users. However, administration services within 

health services have also been requested to be made transparent. It is also included in ISIC 

as classes O-8412, O-8430 and K-6512. 

29. Conditional cash transfers are emerging as a way to break into the inter-generational cycle 

of poverty-related health problems, creating incentives to households to attend health 

services. It essentially differs from social support provided as cash and in-kind benefits, but 

directly relates to the health service provided.  

30. Health care related classes. Should administration and provision of social services in-kind to 

assist living with disease and impairment, and administration and provision of health-related 

cash-benefits remain as HCR in the revised classification? 
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Annex 1. Transition path from ICHA-HC.1 to ICHA-HC.2. 

ICHA-HC 2000  The proposed functions  ICHA HC > 2010 

HC1.1 & HC2 
Inpatient & rehabilitative 
(acute & medium stay) 
  
  
  

  Diagnostic & monitoring services   Acute care,  
Chronic disease 
management 
  
  
  
  

  Therapeutic procedures   

  Medicines & appliances   

  Rescue and transportation   

  Hotel & catering services   

  Nursing care   

HC3 LTC  

  Rehabilitation,    LTC Chronic disease 
management   Nursing care   

HC1.2 Day care 
  
  

  Therapeutic procedures   

Acute care  
 

  Medicines & appliances   

  Transportation   

  Nursing care   

HC1.3/HC2 Outpatient & 
rehabilitative 
  
  
  
  

  Diagnostic support and monitoring   
 
Acute care  
  
  
  
  

  Counseling   

  Therapeutic procedures   

  Medicines & appliances   

  Transportation   

  Nursing & paramedical services   

HC1.4/HC2 Home care 
  
  
  
  

  Diagnostic support and monitoring   
Chronic Disease 
management (non LTC) 
  
  
  
  

  Counseling   

  Therapeutic procedures   

  Medicines & appliances   

  Rescue and transportation   

  Nursing care   

HC4 Ancillary services 

  Diagnostic & monitoring services   
Acute care,  
Chronic disease 
management   Transportation   

HC5 Medical goods 

  Prescription     
Acute care,  
Chronic disease 
management   Prescription    

HC6 Prevention and public 
health         

Maternal &child health, 
family planning & 
counseling 
  

  
Antenatal & postnatal surveillance 
(diagnostic services, vaccines)   Individual services 

  Information & Awareness   Collective services 

School health services 
    Information & Awareness   Collective services 
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    Prophylaxis   Individual services 

  Disease Surveillance & Control   Collective services 

  emergency & personal treatment   Individual services/acute 

Prevention of 
communicable diseases 
  
  

  Disease Surveillance & Control   Collective services 

  Prophylaxis   Individual services 

  Information & Awareness   Collective services 

Prevention of non-
communicable diseases 
  
  

  Disease Surveillance & Control   Collective services 

  Prophylaxis   Individual services 

  Information & Awareness   Collective services 

Occupational health care 
  
  

  Information & Awareness   Collective services 

  Surveillance & Control   Collective services 

  emergency & personal treatment   Individual services/acute 

All other community   Regulation   Collective services 

Health administration and 
health insurance   Stewardship and governance   Collective services 

** Double count to be avoided 
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Annex 2. Selected list of problems identified by HA teams about the 

current ICHA HC 

Problem Issues identified about current ICHA -HC 
31. Conceptual Framework: The functional classification in SHA 1.0 is drawn from a family of 

classifications such as expenditure according to purpose, including a group of healthcare 

goods and services, as well as parts of other groups, notably retail sale of pharmaceuticals, 

social security administration, health insurance, and general government administration of 

health.7  However, as expressed in SHA 1.0,  

“The definition of basic categories of […] functions of health care is largely uncharted 

territory. […] Accounting systems provide categories of health services that are defined 

in broad terms of health care service industries. […] Internationally comparable functions 

can hardly be derived from these largely circular definitions of care services by 

industries” (SHA 8.17, p104) 

32. Nomenclature: A set of rules must be in play when developing any taxonomy. The functional 

classification’s basic structure in SHA 1.0 is made of personal versus public health services, 

which are called “basic purposes of care” (curative, rehabilitative and long-term care), and 

modes of production (in-patient, out-patient, etc.).8 The description is only valid for services 

of personal healthcare: inpatient, outpatient, long-term and homecare services. For durable 

and non durable medical goods, other criteria are in place; for prevention and public health 

services, as well as health administration and health insurance, the elements of coding are a 

mixture of modes of financing, users by age-groups, type of disease, among others.  

33. Comparability: The analysis on international comparability of health care expenditure 

reporting9 has identified that several principles of taxonomy are followed by the SHA 1.0 

functional classification. Mixing parts of functions induce a lack of comprehensiveness 

because not all programmes influencing health status are included; overlapping or 

ambiguity between categories in personal health and public health/prevention. In order to 

                                                           
7
 UNSD (2008) Classifications of Expenditure According to Purpose: COFOG, COICOP, COPNI, COPP. 

Available online: http://unstats.un.org/unsd/cr/registry/regct.asp?Lg=1. Accessed 9-09-2008. 
8
 OECD (2000) A System of Health Accounts, pp 25, 45. 

9
 van MOSSEVELD, Cornelis (2003) International Comparison of Health Care Expenditure.  

http://unstats.un.org/unsd/cr/registry/regct.asp?Lg=1
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overcome the issues in the ICHA-HC, the classification must be defined, whenever possible, 

as purpose of final consumption. 

34. Linkage to production analysis: The application of a mode-of-production as a classification 

criterion defies the principle of classifying health care by purpose, in that it deals more with 

the provider decisions on how the treatments are offered to patients; and thus, it is more a 

healthcare provider’s characteristic than an attribute of the functions performed in the 

system.10 The nature of the functions that health care systems pursue is more comparable 

across countries than the institutional arrangements to regulate, provide or finance their 

services. 

35. Comprehensiveness: It has been pointed that some of the key interventions for protecting 

and promoting a better health are considered “health related” functions in SHA 1.0. The 

stewardship function was implicit and understood as government health administration. 

36. Some of the important difficulties to comply with exhaustiveness are those of the so-called 

Non directly Observed Economy (NOE), namely the informal sector, underground economy 

and illegal activities, which in the health field are represented, among others, by traditional 

practitioners, practitioners without a licence, smuggled or fake medicines and other 

products, dangerous or fraudulent practices supposedly therapeutic in purpose. The 

comprehensiveness of classifications means that all the health services "or a substantial 

amount of health status enhancement by medical means should be included” (SHA, p17, 

1.28). In that, a classification complies with the taxonomic requisite of exhaustiveness. 

37. Mutual Exclusiveness: Due to the division between personal and collective services, and the 

distribution of preventive services along different parts of the classification, there are 

special cases where expenditures can be assigned to one or another class.. The problem also 

emerges with medical goods such as pharmaceuticals or medical appliances, which can be 

an implicit consumption when the mode-of-production is inpatient care, rehabilitation or 

long-term care, while it is an explicit consumption in outpatient care. A general criterion 

should rule these cases. Some national teams advocate for a clear division between curative 

and preventive expenditures. There is also increasing awareness about the importance of 

accounting productive factors separately, not as functions per se. 

                                                           
10

 Op. cit. 184 - 185 
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38. Boundaries: In SHA 1.0, the boundaries of health expenditures emerge implicitly from the 

set of functions included in ICHA-HC. Some functions pose a problem, as they are borderline 

cases, where social services are merged with health care services. The most relevant case 

for OECD countries is about the differences in estimating Long Term Care, because in many 

countries it is difficult to separate long term care from social care.11 The same has been said 

about the gray zones of personal preventive services, such as diagnostic procedures, which 

often are recorded as curative care. 

  

                                                           
11

 Orosz E and D Morgan (2004) SHA-based National Health Accounts in Thirteen OECD Countries: A 

Comparative Analysis. DELSA/ELSA/WD/HEA(2004)7. OECD Health Working Papers No. 16. París.  Pp 

21-23, 33. 



19 

 

 

Annex 3. Definition of the Resource formation classes 
 

Resource Formation 

39. Gross Capital Formation: Gross capital formation in health care industries are those 

expenditure that add to the stock of resources of the health care system and last more than 

an annual accounting period (SHA, 57). In the frame of this function, fixed capital 

investments are treated as strategic interventions to equate the resources availability and 

promote access to health services. 

40. Human Resource: Assess, perform and maintain an inventory of human resource base, 

project workforce requirements, ensure adequate quantity and quality of the human 

resource base (EPHF No. 6). 

41. Research and Development: developing and implementing of a public health agenda for 

research, development and implementation of innovative public health solutions.  
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Annex 4 Description of the Essential Public Health Functions   

Public health domains and functions (taken from http://www.euro.who.int/publichealth/) 

The goal of public health services is first and foremost to protect and promote the 
health of the public, across three essential domains: 

 health protection  
 disease prevention  
 health promotion  

These three domains entail a diverse and wide-ranging set of activities and services, 
including: 

 surveillance and assessment of the population's health and well-being;  
 identification of health problems and health hazards in the community;  
 health protection: technical assessment of needs and actions required to ensure 

health protection and development and enforcement of laws and regulations 
that protect health and ensure safety; also includes areas such as environmental 
health, food safety, occupational health, injury prevention;  

 preparedness for and management of public health emergencies;  
 disease prevention: applying interventions for primary and secondary prevention 

such as vaccination programmes and screening programmes for chronic 
diseases;  

 health promotion and health education;  
 initiation, support and carrying out of health-related research;  
 evaluation of the quality and effectiveness of personal and community health 

services;  
 assuring a competent public health and personal health care workforce; and  
 initiation, development and planning of public health policy.  

Securing the delivery of public health services and activities involves a variety of 
institutions, infrastructures and activities responsible for delivering specific individual 
and population-based public health services at national and subnational levels, which 
differ from country to country. Despite differing institutional set-ups between countries, 
the public health functions need to be secured and implemented across all areas of 
public health to ensure the same level of coverage, quality and performance of public 
health services 

This description of public health and prevention has been complemented in the various regions 

of the world by additional entries that notably focus on equity considerations and 
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empowerment considerations as effectiveness is not the only objective pursued under this 

heading. 

  

THE NINE Essential Public Health Functions (taken from WHO WPR/RC53/10) 

 

The following nine essential public health functions were developed after considering studies  

and work conducted by WHO
12

; the US Department of Health and Human Services
13

; the Centers for 

Disease Control and Prevention (CDC), United States of America; Centro Latino Americano de 

Investigacion en Sistemas de Salud; the Pan American Health Organization (PAHO)
14

 and the National 

Public Health Partnership Group in Australia
15

. The US Department of Health and Human Services and CDC 

frameworks were similar, and were supported by a series of measurement instruments in various stages 

of development
16

. These were therefore considered to be the most appropriate to draw on when 

developing EPHFs suitable for countries in the Region.  

The nine EPHFs, the associated outcome statements, and tasks are as follows.  

 

FUNCTION 1: Health situation monitoring and analysis  

Outcomes  

The outcomes of this function are the measurement, monitoring and analysis of changes in health status, 

including quality of life and health inequalities, and the acute and chronic disease burden. The function 

results in confidence that safeguards exist for the protection of the public’s health and provides early 

warning of problems.  

Tasks  

1.1 Assess health status of the country, accurately and continuously, for larger administrative units within 

the country, and for specific groups that at higher risk than the general population.  

                                                           
12

 Bettcher, D.W., Sapirie, S., Goon, E.H.T. Essential public health functions: results of the international 

Delphi study. World health statistics quarterly. 1998; 51: 44 -55. 
13

 US Department of Health and Human Services. The public health workforce: an agenda for the 21st 

century. Washington, US Department of Health and Human Services Public Health Service, 1997. 
14

 Centers for Disease Control and Prevention, Centre Latino Americano de Investigación en Sistemas de 

Salud, Pan American Health Organization/World Health Organization. Public health in the Americas: 

national level instrument for measuring essential public health functions. Washington, Pan American 

Health Organization, 2000, pilot test version 
15

 National Public Health Partnership Group. National Delphi study on public health functions in Australia. 

Victoria, National Public Health Partnership Group, 2000. 
16

 Centers for Disease Control and Prevention. State public health system performance assessment 

instrument. Version STATE_7.5 ed, Atlanta. Public Health Practice Program Office, Centers for Disease 

Control and Prevention, 1999. Centers for Disease Control and Prevention. The draft local public health 

performance assessment tool. Atlanta, Public Health Practice Program Office, Centers for Disease Control 

and Prevention, 1999. 
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1.2 Analyse trends in socio-demographic variables, mortality, morbidity, risks and hazards (personal and 

environmental), barriers to access to personal preventive services and personal treatment services of 

public health significance
17

 and coverage of population-based public health services.  

1.3 Identify current and potential threats to health.  

1.4 Periodically assess health services needs (and/or targeted assessments).  

1.5 Identify resources and assets (in communities and in other sectors) to support public health.  

1.6 Profile health status by producing and distributing a health status profile (including 1.1-1.5 above).  

1.7 Manage information by developing technology and expertise, and methods for management, analysis, 

quality control, and communication of information to all those with responsibilities for improving public 

health.  

1.8 Integrate information systems by collaborating within the public health system, with other parts of the 

health sector, and with other sectors, including the private sector.  

 

FUNCTION 2: Epidemiological surveillance/disease prevention and control  

Outcomes  

The outcomes of this function contribute to improving health status and the quality of life, reducing 

health inequalities, safeguarding the public’s health and reducing the burden of disease.  

Tasks  

2.1 Conduct surveillance of outbreaks and patterns of communicable and noncommunicable diseases, 

injuries, and exposure to environmental agents harmful to health.  

2.2 Investigate disease outbreaks and injury patterns, and the associated risks and hazards.  

2.3 Undertake case finding, diagnosis and treatment of diseases of public health significance, such as 

tuberculosis.  

2.4 Access information and support services for better management of health problems of interest.  

2.5 Respond rapidly to control outbreaks and emerging specific health problems or risks.  

2.6 Implement mechanisms to improve surveillance systems and disease prevention and control.  

 

FUNCTION 3: Development of policies and planning in public health  

Outcomes  

                                                           
17

 Country-specific interpretation permitted for italicized part of function. 
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The outcomes of this function are the development of policies and planning for the improvement of 

health status and quality of life, reducing health inequalities, safeguarding the public’s health, and 

reducing the burden of disease.  

Tasks  

3.1 Develop policy and legislation to guide the practice of public health.  

3.2 Develop and evaluate plans to promote and protect public health.  

3.3 Review and update regulatory frameworks, policy, and their implementation, regularly and 

systematically in the light of health status and assessments of health needs.  

3.4 Advocate for population-based perspectives in health services policy and the development of health 

sector regulation.  

3.5 Develop and track measurable indicators of health.  

3.6 Evaluate jointly with relevant health care systems so as to plan and to define policies regarding 

personal preventive and treatment services.  

 

FUNCTION 4: Strategic management of health systems and services for population health gain  

Outcomes  

The outcomes of this function contribute to implementation of strategies to improve health status and 

the quality of life, reduce health inequalities, safeguard the public’s health, and reduce the burden of 

disease.  

Tasks  

4.1 Promote and evaluate effective access by all citizens to the health services they need.  

4.2 Resolve and reduce inequities in the use of health services by multisectoral collaboration that 

facilitates working with other agencies and institutions.  

4.3 Overcome barriers to access to health services by individuals and communities by population-based 

public health actions.  

4.4 Facilitate the linkage of vulnerable groups to health services  

4.5 Develop competence in evidence-based decision-making that incorporates resource management, 

leadership capacity, and effective communication.  

4.6 Advise on priorities of publicly-funded health services.  

4.7 Use evidence on safety, effectiveness and cost effectiveness to assess the utility of health technology 

and interventions.  
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4.8 Manage public health to build, implement, and evaluate organized initiatives to address public health 

problems.  

4.9 Prepare for disaster and emergency response by the health system.  

 

FUNCTION 5: Regulation and enforcement to protect public health  

Outcomes  

The outcomes of this function contribute to the development and compliance with regulation that 

improves health status and the quality of life, reduces health inequalities, safeguards and protects the 

public’s health, and reduces the burden of disease.  

Tasks  

5.1 Promulgate and implement laws and regulations in public health.  

5.2 Review, develop and update regulations in public health and develop capacity to regulate.  

5.3 Ensure enforcement of regulations and develop capacity for enforcement.  

5.4 Assess and promote compliance  

 

FUNCTION 6: Human resources development and planning in public health  

Outcomes  

The outcome of this function is a workforce that can contribute to improving health status and the quality 

of life, reducing health inequalities, safeguarding the public’s health, and reducing the burden of disease.  

Tasks  

6.1 Assess, perform and maintain an inventory of the human resource base including the professional 

attributes and distribution.  

6.2 Project workforce requirements in terms of quantity and quality.  

6.3 Ensure an adequate human resource base for public health activities.  

6.4 Ensure workers are adequately educated and trained with demonstrable certification and re-

certification.  

6.5 Coordinate between educational institutions and the workforce, with employers and employees, in 

the design and delivery of training programmes.  

6.6 Promote continuing professional education.  

6.7 Monitor and evaluate education and training programmes.  
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FUNCTION 7: Health promotion, social participation and empowerment  

Outcomes  

The outcomes of this function make communities healthier by advocating health and empowering citizens 

through access to relevant, high-quality and effective information.  

Tasks  

7.1 Contribute to improving the capacity and capability of communities and decreasing their vulnerability 

to risks and damages to health.  

7.2 Create supportive environments to make healthy choices easy choices, by building coalitions, 

promoting relevant laws and policies, working intersectorally to make health promotion programmes 

more effective, and advocating with government authorities in relation to health priorities.  

7.3 Empower citizens to change lifestyles and play an active role in changing community norms about 

particular behaviours to achieve permanent, large-scale behaviour change.  

7.4 Facilitate and convene partnerships among groups and organizations to promote health.  

7.5 Communicate through social marketing and targeted media communications.  

7.6 Provide accessible health information resources at community levels.  

 

FUNCTION 8: Ensuring the quality of personal
18

 and population-based health services  

Outcomes  

The outcomes of this function ensure the quality of personal7 and population-based health services to 

improve health status and the quality of life, reduce health inequalities, safeguard the public’s health, and 

reduce the burden of disease.  

Tasks  

8.1 Define appropriate standards for the quality of both personal and population-based health services.  

8.2 Develop models of quality evaluation.  

8.3 Identify valid and reliable measurement instruments to monitor quality.  

8.4 Monitor and ensure safety and ongoing improvements in quality.  

 

FUNCTION 9: Research, development and implementation of innovative public health solutions  

                                                           
18

 Country-specific interpretation permitted for italicized part of function. 
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Outcomes  

The outcomes of this function contribute to innovative ways to improve health status and the quality of 

life, reduce health inequalities, safeguard the public’s health, and reduce the burden of disease.  

Tasks  

9.1 Develop a public health research agenda.  

9.2 Identify adequate sources of research funding.  

9.3 Encourage cooperation and joint approaches between public health agencies and organizations to 

address funding and the conduct of research for the research agenda.  

9.4 Ensure appropriate ethical safeguards for public health research.  

9.5 Develop processes for dissemination of research findings.  

9.6 Encourage participation of public health workers in research at all levels.  

9.7 Develop innovative programmes to address the identified problem.  


