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ANNEX 1.  THE SYSTEM OF HEALTH ACCOUNTS AND HEALTH SATELLITE ACCOUNTS

What are health satellite accounts?

1. The System of National Accounts (SNA) provides a comprehensive and consistent picture of the
entire economy.  Its recommendations on classifying activities, transactions, products, and
institutions of the economy are appropriate starting points for health accounting.  Certain
deficiencies with regard to Health Accounting have been identified in the central framework of
the SNA 93.  Health Accounting needs to aim at a more detailed look at medical care industries
and requires a certain degree of flexibility in applying SNA rules.  Important requirements of the
System of Health Accounts (SHA) (not met by the core framework of SNA) are:

• the possibility to split joint products provided by an institutional unit into separate
products (e.g., social services combined with medical services);

• the possibility to separate occupational health that does not enter into final consumption in
the central framework;

• a different treatment of subsidies to medical care providers that go unrecorded in final
consumption in the central framework.

2. To meet these requirements for health and other social fields (e.g. environmental protection,
education, tourism) the authors of the SNA 93 included a Chapter XXI on “Functionally-
Oriented Satellite Accounts” with frequent references to health accounting.

Satellite accounts or systems generally stress the need to expand the analytical capacity of national
accounting for selected areas of social concern in a flexible manner.  Typically, satellite accounts or
systems allow for:

 a) The provision of additional information on particular social concerns of a functional or
cross-sector nature;

 b) The use of complementary or alternative concepts, including the use of complementary and
alternative classifications and accounting frameworks, when needed to introduce additional
dimensions to the conceptual framework of national accounts;

 c) Extended coverage of costs and benefits of human activities;

 d) Further analysis of data by means of relevant indicators and aggregates;

 e) Linkage of physical data to data expressed in monetary terms.

Source:  (SNA 93, para. 21.4)

3. This chapter discussed the conceptual overlap of the System of Health Accounts (SHA) with
health satellite accounts in technical terms of SNA93 recommendations in order to assist
developers of national health satellite accounts with guidelines.  The health care examples given
in the SNA 93 chapter on satellite accounts include various tentative suggestions for drawing
boundary lines of total expenditure on health.  The corresponding decisions in the SHA are
described below.
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Conceptual overlap of the SHA with health satellite accounts

4. The following steps are required when applying concepts of satellite accounting in a flexible
way to the System of Health Accounts (SNA 93, para. 21.53, 21.54):

• A comprehensive listing of goods and services considered specific to the production of
medical services (characteristic and connected);

• The determination of the boundary line of production to define total expenditure on
health;

• The determination of activities for which capital formation will be recorded;

• The identification of specific transactions;

• The detailed analysis of transfers as an integrated part of health accounting;

• The identification of ultimate users and ultimate bearers of health expenses.

5. The starting point of the system of health accounts (SHA) is the definition of goods and services
whose final consumption constitutes the core functions of a country’s health care system.
Analogously, the first step in designing a health satellite account is to define the goods and
services specific to health (SNA, para. 21.61).  Specific goods are further subdivided in the SNA
recommendations into characteristic goods and connected goods.  Characteristic goods and
services are those of which the production side is studied in some detail, at least by cross-
classifying goods and services and the institutions involved.  The fixed capital investment of
these producers, the personnel they employ etc. are to be analysed explicitly.  In both the System
of Health Accounts, and in satellite accounts, these goods and services correspond to total
expenditure on health.

6. Connected goods and services are those for which their conditions of production need not be
monitored in detail.  Corresponding outlays could be considered as expenditure on health in a
wider sense for which the personnel employed is not considered as belonging to medical care
employment, nor is the investment into the producing units considered as investment into
medical facilities.  The corresponding item in the SHA are health-related functions.

7. The SNA 93 gives medical goods as an example of connected goods.  Accordingly, the SHA
does not include pharmaceutical industries in medical care industries.  The distribution (retailer)
of medical goods, however, is included as a core medical function in the SHA and ICHA.  The
proposal to treat medical goods dispensed to out-patients as connected goods is not followed by
the SHA.
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Table 1.  Expenditure on Health in Health Satellite Accounts and in the SHA

Components of uses in satellite
accounts (SNA 93, Table 21.1)

Components in the System of Health Accounts

1 Consumption of specific goods and
services

Total current expenditure on health (minus
occupational health care)

1.1 Actual final consumption

1.1.1 Market products Market production of medical goods and services

1.1.2 Non-market products Government and NPISH non-market production;
household production of health care (quantified by
transfer payments in the SHA)

1.2 Intermediate consumption Occupational health care

1.2.1 Actual intermediate consumption ---

1.2.2 Internal intermediate consumption Occupational health care

2 Capital formation in specific goods
and services

(Human investment:  health status improvements
as a stock variable) (not yet integrated in the SHA)

3 Fixed capital formation of
characteristic activities in non-
specific products

Investment into medical facilities

Sum of items 1 and 3 Total expenditure on health

4 Specific current transfers (other
than a counterpart of 1)

Health related transfer payments (income
maintenance in the form of cash-benefits to
private households)

Total uses of resident units

Total current expenditure on health in health satellite accounts

8. The consumption of specific goods and services corresponds to total current expenditure on
health (minus occupational health care) in the System of Health Accounts.  A separate reporting
on market and non-market products is not of particular interest in the System of Health Accounts
(SHA) and therefore not included in the ICHA classification.  This distinction is mainly required
for estimation purposes.

9. The estimation of non-market products in the System of Health Accounts (SHA) (item 1.1.2 in
Table 1) departs slightly from the treatment in the central framework of the SNA.  In the system
of health accounts, this item should include transfer payments to households with family
members caring for patients at home (e.g. frail elderly people).  These transfers are treated as
quasi-salary and a corresponding “production value” should be calculated and included in total
current health expenditure.  Dependency allowances schemes (e.g. Germany since 1996) provide
transfers to households to cover a sizeable share of the costs of persons with severe functional
mobility or cognitive handicaps.  Sweden, to give another example, provides sickness benefits to
parents taking care of bed-ridden children, a scheme purported to reduce paediatric admissions
in acute care facilities.  Collective non-market services are part of the functions HC.6:  Services
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of prevention and public health and HC.7:  Health programme administration and health
insurance in the SHA, though the overlap may be only partial, with some part of administrative
services (private insurance) produced for the market.

10. The following table provides a list of OECD countries with experiments in Satellite Accounts
(the list is based on a survey of the literature and communications to the OECD Health Policy
Unit and may not be complete).

Table 2.  Health Satellite Accounts in OECD countries

Country Authors Mode of
Reporting

Elements included Years available

Belgium Prototype

Canada Sunga/Swinamer
(1986)

Prototype for
Ontario

Production;  Use of
services and goods;
Financing

Denmark Prototype

France Annual reporting Use of services and
goods

1970-onwards

Germany Krelle/Sarrazin/Weinz
(1992)

Prototype Input, output;  Use of
services and goods;
Financing

1970-1986

Germany Sarrazin/Statistics
Germany (1992)

Prototype Use of services and
goods;  Financing;

1980-1988

Japan Prototype Unpaid household
production of home
care services

Netherlands Groter/Van der Laan
(1989) (Netherlands
Central Bureau of
Statistics)

Conceptual
Framework

Norway Rødstadsand/Fløttum
(1989) (Central
Bureau of Statistics)

Prototype Production (partly);
Use of services and
goods;  Financing

Switzerland Under
study/Prototype

United
Kingdom

Under study

United States Under study
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ANNEX 2.  MEASUREMENT OF HUMAN RESOURCES IN MEDICAL CARE

Introduction

1. Data on Human Resources in Medical Care (HMRC) have on the whole received even less
attention in international comparisons than data on resource utilisation in monetary terms.  Only
a few countries have established and maintain coherent systems for monitoring stocks and flows
of medical care personnel into an integrated system which also includes education of medical
care personnel.

2. Consistent and comparable data on human resources and a system-wide perspective on inflows
and outflows of personnel is necessary, to monitor national health policies as well as to
investigate migrations of medical care personnel and cross-country effects of national
educational and medical care systems.  “Human capital mobility” and “brain-drain” are just two
sides of this discussion.

3. The establishment of defined links between data on personnel and accounts in monetary terms
designed to track the employment effects of medical care industries and productivity trends in
care provision should be considered a fundamental component of the Sytem of Health Accounts.

4. The basic ideas of the following guidelines for the measurement of human resources in medical
care and essential parts of the methodology for the collection, interpretation and analysis of
medical care personnel have been borrowed from relevant manuals, notably the OECD/Eurostat
Canberra Manual on the Measurement of Human Resources Devoted to Science & Technology
(Canberra Manual, 1995) from which excerpts applicable to medical care industries have been
adopted, sometimes with only minor changes to the text.

5. This chapter provides a framework for compiling data on stocks and flows of human resources
in medical care (HRMC), anf for analysing profiles and trends.  It is intended to assemble on
data using both series already available as well as planning future surveys.  Data on HRMC are
also a test-case for the implementation of the proposed ICHA, in particular of the ICHA-
institution component.

Available information about HRMC

6. A number of national and international data sets contain information about HRMC.  Their
coverage and reliability vary both across data sets and over time as commented in the OECD
Health Data sources and methods.  Medical and para-medical personnel (number of physicians,
dentists, and other medical professionals) have been included in several international data bases.
The quality of this data differs substantially.  Unqualified international comparisons of, for
example, physicians per 100 inhabitants, or similar indicators can be misleading.

7. Data sets used in international comparisons were, in many cases, constructed for purposes of
administrative records.  Problems arise because the methodologies and classifications are
frequently incompatible and collection systems differ widely.  Available information on HRMC
can be seriously biased when data is collected from registries of qualified personnel as these do
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not estimate the exact number of persons working in the medical field or available as potential
HRMC.

8. In many cases, the main source are registers according to occupational classifications that vary
in content from country to country.  These registers do not provide information regarding the
number of personnel of a certain practising category, nor do these records indicate the hours
worked etc.  Differences in statistical methods and definitions have been documented by various
organisations, including the WHO, Eurostat, the Nordic Council, the OECD and by several
learned societies.  True comparability and consisency, however, is still an objective, hardly a
solid achievement.

Scope of HRMC:  basic definitions

Human Resources in Medical Care (HRMC) or the equivalent term medical and para-medical
personnel describes the special skilled labour force necessary for providing qualified medical care.
The defining criteria are field of study, educational level, and profession.

HRMC should be distinguished from total employment in medical care industries which is a more
comprehensive concept that includes all persons employed in professional services, as paramedics or
administrative and supporting staff irrespective of whether they belong to medical care professions or
not.  Besides, not all medical and para-medical personnel is employed in medical care (or in the active
labour force).  A breakdown of this national aggregate according to institutions and other
classifications is suggested.

9. HRMC should refer to medical and para-medical personnel actually or potentially performing
the functions HC.1 to HC.7 of the ICHA-function component (for example, provision of medical
and paramedical services, specialised retailers, personnel of public health).  Each one requires
skills obtained through education (which usually gives rise to formal qualifications in the form
of degrees or diplomas, the equivalence of which often raise comparability problems at the
international level due to differing curricula).

10. To become an active member of HRMC often requires additional registration or accreditation.
Before commencing a profession, such as a family doctor, legal procedures are usually required
in medical care.  Registration or accreditation procedures vary substantially across countries.
Different registration procedures may be necessary for the same person and the same job in
order to establish contracts with different funders (e.g. a doctor working in a private practice for
both private insurance and public programmes).

11. As registries do not predominantly serve statistical purposes, their quality as data source has to
be scrutinised.  The criteria applied in accreditation are not uniform across OECD countries and
a doctor loosing his or her accreditation (due to a legal dispute in one country), may opt to go to
another country or take a medical care job of a different qualification (normally lower) which in
both cases allows him or her to stay in HRMC.  For this reason, registration (accreditation) has
not been selected as a statistical criteria when qualifying a person as HRMC in this manual.

12. Not every person actually or potentially engaged in medical care activities or occupations is
monitored by HRMC, only those with higher-level skills.  The chief focus is first on compiling
and analysing data concerning HRMC with university level education, i.e. people actually or
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potentially employed in occupations requiring at least a first university degree, next on HRMC
with non-university level education.  Unlike the definition of total employment in medical care
activities, people of non-medical care profession, such as clerical, technical and administrative
staff, are excluded form HRMC.

13. The following Sections suggest a number of breakdowns for HRMC statistics, and cross-
references them with international classifications and the ICHA.  They deal with the level and
field of study of HRMC, their labour force status, and the occupations, sector and industry of
those in employment.  Some further information (age, gender, national origins, etc.) may be
usefully compiled to supplement the basic HRMC data.

Human resources in medical care (HRMC)

14. Two main systems can be used to identify HRMC:  by occupation (people employed in medical
care activities at the appropriate level), and by qualification (people with the formal education
which allows them to be so employed).  Whether to take occupation or qualification as the
primary dimension of analysis will depend on the question being considered.  Data on
occupation relates to demand-side or utilisation issues such as “How many people are actually
employed as HRMC?”.  Data on qualification is useful when looking at supply-side issues such
as “What is the pool of people potentially available to work in medical care?”.

15. It is important to recognise that not all those with the appropriate qualifications will necessarily
be employed in their corresponding medical care occupations.  Some will be inactive (retired,
unemployed etc.), others will be employed in non-medical care occupations (clerical staff,
policy-makers).  The interest here is to distinguish between occupations which form part of a
“medical care career” and those which do not.  Some may also be employed at higher (or lower)
levels within the system than would be predicted by their formal qualifications.  This Chapter is
thus concerned with data on both qualifications and occupations, perhaps slightly biased towards
qualifications as the data seems to be more readily available and comparable.

16. Perceptions of the skill levels of some broad categories of medical care-relevant personnel such
as qualified nurses or other modern health associates, differ significantly across countries.  This
leads to some doubt as to where to place them.  Given all these differences in cultural
backgrounds and areas of policy interest, the coverage here includes all those with third-level
education or a job requiring similar skills, together with a ranking system which identifies a
common core of occupations/fields of study.  The guidelines should be flexible in order to
include further categories.

17. Some attention has been given to the question of how long people with a medical care
qualification which they are not currently “using” should be included in the medical care pool.
This applies especially to those who have pursued a career outside the medical care system and
those who do not belong to the labour force.  The basic question is “Are their medical care skills
and understanding still retrievable and relevant?”.  There is little concern with including
someone who is temporarily out of the medical care system, e.g. performing military service or
working in a restaurant while looking for an HRMC position.  More difficulties occur with those
who have never entered the medical care system, those who have been out of it for a long period
(e.g. rearing children), and those who are beyond the working age limit.
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18. To obtain a complete picture of both supply and demand for HRMC, the definition is based on
two dimensions, qualification and occupation.  The qualification axis tells us about the supply of
HRMC, i.e. the number of people who are currently or potentially available to work at a certain
level.  The demand for HRMC, i.e. the number of people who are actually required in medical
care activities at a certain level, is related to the occupation dimension.  The following definition
is proposed.

HRMC comprises people who have successfully completed education at the third level in a medical
field of study.

19. Levels of education are defined in the UNESCO International Standard Classification of
Education, (ISCED) (UNESCO, 1996).  Education at the third level covers studies leading to a
first or higher university degree and also other studies at post-secondary level leading to awards
not fully equivalent to a first university degree (formal definitions of these categories are given
below).  Successfully completed education at a given level leads to a formal qualification.

20. Occupation is defined in terms of jobs (or posts).  A job is a defined set of tasks and duties
carried out (or meant to be carried out) by one person.  Jobs require skills which may be
acquired via education or on-the-job training.  In theory, persons may be classified to
occupations in terms of a past, present or future job.  The definition relates to current
employment only.  Employment in turn refers to any kind of work, even as little as one hour, for
pay (paid employment) or profit (self-employment) during the reference period (usually one
week).

21. Should HRMC include persons without a formal qualification who have acquired their
knowledge through training or on-the-job experience or professional practitioners of traditional
medicine without (or with very limited) formal medical education?  These professions do not fit
into the stock-flow model of HRMC presented below and are excluded from the HRMC
definition.  It would, however, be desirable to list this category of personnel separately in a
breakdown of medical care occupations, and also as part of total medical care employment.  The
number of personnel not formally qualified as above, but employed in a medical care occupation
where the above qualifications are normally required should be negligible for most medical
professions (qualified at the first level and above).

22. In accordance with the above definition, people can be HRMC only on the basis of education.
Once people have successfully completed education at the third level they are HRMC for life,
whatever their occupation.

23. Examples of HRMC:

Qualified and employed as HRMC:

• physician working in a hospital;

• qualified nurse working in a community centre;

• dentist practising in his/her own dental office.
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Qualified as HRMC but not so employed:

• unemployed physician;

• qualified nurse staying at home to raise his/her children;

• researcher in the pharmaceutical industry with a university degree in medicine.

24. Accordingly, HRMC will include all individuals who have completed third level education in a
medical field of study regardless of whether they have ever used their education and regardless
of whether or not their knowledge is still up-to-date following a break from their profession.
Taxi drivers with Ph.D.s in medicine are included as are retired people up to a certain age.  This
very broad definition, which seems to refer to virtual or potential personnel rather than actual
stocks, has been adopted partly on practical grounds.  The basic idea is that people educated at
the third level who have never used their education or who have left a medical care job for some
time, still have a fundamental knowledge which can be “polished up”.  They could thus be
employed (or re-employed) in a medical care occupation even if it is at a level far below their
original qualification (e.g. a physician employed in long-term nursing care).  The availability of
retired people for the labour market of course diminishes with age.  HRMC aged 90 or 100 are
of little relevance to the labour market.  Some cut-off point at the age of 75 or ten years after
retirement is desirable.

Health professions by education:  ISCED

25. To obtain internationally compatible data, standard classifications are applied to define
“education at the third level in a medical field of study” and “medical care occupation”.  The
International Standard Classification of Education (ISCED), UNESCO (1996), is the most
relevant source here.  It is a classification both of levels of education and fields of study.

Levels of education

26. The International Standard Classification of Education (ISCED) makes a distinction between
levels of education, and supplies a classification by fields of study.  ISCED distinguishes seven
categories of education (together with a residual category for education not definable by level),
grouped into three broad levels.  For the purpose of defining HRMC, the third level of education
is relevant.  This comprises ISCED categories 5, 6 and 7, which are defined as follows:

ISCED category 5:  “education at the third level, first stage, of the type that leads to an award
not equivalent to a first university degree”;

ISCED category 6:  “education at the third level, first stage, of the type that leads to a first
university degree or equivalent”;

ISCED category 7:  “education at the third level, second stage, of the type that leads to a
postgraduate university degree or equivalent”.

27. The breakdown corresponds to the categories identified above.  Hence attributions should be
made on the basis of the highest qualification that a person holds

• university-level qualifications are defined as covering ISCED levels 6 and 7;

• non-university level qualifications are defined as covering ISCED level 5.
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28. HRMC can hence be split into three major categories according to the level of degree:

• Degrees from paramedical schools (ISCED level 5);

• Undergraduate degrees from medical/paramedical departments of schools and universities
(ISCED level 6);

• Graduate degrees from medical/biomedical departments of universities (ISCED level 7).

Field of study

29. ISCED defines medical sciences as one among twenty-one main fields of study;  (50:  Medical
Sciences):

Medical and health related programmes

“Medicine, surgery and medical specialities, hygiene and public health, physiotherapy and
occupational therapy;  nursing, midwifery, medical X-ray techniques and other programmes in
medical diagnostic and treatment techniques;  medical technology, dentistry, stomatology and
odontology, dental techniques, pharmacy, optometry, other.” (UNESCO, 1996)

Health professions by occupations:  ISCO

Coverage of HRMC in terms of occupation

30. The starting point for classifying occupations is the International Standard Classification of
Occupations (ISCO), (ILO, 1990a).  ISCO-88 distinguishes between ten major professional
groups. Two are of specific interest to HRMC:  “Professionals” (major group 2) and
“Technicians and Associate Professionals” (major group 3).

31. In the ISCO, occupations usually correspond to unique educational levels.  For health and social
services occupations, however, the ISCO states, that

“it became apparent that differences in formal educational requirements were most prominent in
the cases of some of the teaching, health and social services occupations.  In some countries, it
is necessary to have a university degree in order to be able to practise these occupations, while in
other countries lower-level educational certificates are considered sufficient.  In order to
accommodate these differences, parallel occupational groups were created in ISCO-88 Major
groups 2 and 3, - Professionals and Technicians and associate professionals, respectively.”
(ISCO-88, p. 8)  Table 3 provides a comprehensive list of medical professions in ISCO major
groups 2 and 3.
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Table 3.  Health professions in the International Standard Classification of Occupations
(ISCO-88)

ISCO-88 code Label

Major group 2 Professionals

22 Life sciences and health professionals

222 Health professionals (except nursing)

2221 Medical doctors
2222 Dentists
2224 Pharmacists
2229 Health professionals (except nursing) n.e.c

223 Nursing and midwifery professionals

2230 Nursing and midwifery professionals

Major group 3 Technicians and associate professionals

32 Life sciences and health associate professionals

322 Modern health associate professionals (except nursing)

3221 Medical assistants
3222 Sanitarians
3223 Dieticians and nutritionists
3224 Optometrists and opticians
3225 Dental assistants
3226 Physiotherapists and related associate professionals
3228 Pharmaceutical assistants
3229 Modern health associate professionals (except nursing) n.e.c

323 Nursing and midwifery associate professionals

3231 Nursing associate professionals
3232 Midwifery associate professionals

324 Traditional medicine practitioners and faith healers

3241 Traditional medicine practitioners
3242 Faith healers

Source:  ILO (1990a)

32. The Professionals group (major group 2) is defined as follows:

“This major group includes occupations whose main tasks require a high level of professional
knowledge and experience in the fields of physical and life sciences, or social sciences and
humanities.  The main tasks consist of increasing the existing stock of knowledge, applying
scientific and artistic concepts and theories to the solution of problems, and teaching about the
foregoing in a systematic manner.  Most occupations in this major group require skills at the
ISCED categories 6 or 7.”  (ILO, 1990a, p. 6)



STD/NA/RD(98)6

15

33. Using this definition, all people working in ISCO major group 2 can be considered HRMC.  The
reverse is not true;  not all university-level HRMC are employed in ISCO major group 2.  They
may work in other occupations, including groups 0 and 1, be unemployed or no longer part of
the labour force.

34. The Technicians and Associate Professionals group (major group 3) is defined as follows:

“This major group includes occupations whose main tasks require technical knowledge and
experience in one or more fields of physical and life sciences, or social sciences and humanities.
The main tasks consist of carrying out technical work connected with the application of concepts
and operational methods in the above-mentioned fields, and in teaching at certain education
levels.  Most occupations in this major group require skills at the ISCED category 5” .  (ILO,
1990a, p.6)

35. Not all people with qualifications at ISCED category 5 will be in ISCO main group 3
occupations.  They may be employed in any of the ISCO main groups, be unemployed or out of
the labour force.

Boundaries of HRMC and related occupations

36. In addition to ISCO groups 2 and 3, some HRMC-relevant occupations may be identified in
major group 1 (“Legislators, Senior Officials and Managers”), especially among the managers.
The following subgroups seem to be of specific interest:  “Directors and chief executives”
(subgroup 121), “Production and Operations Department Managers” (subgroup 122), and
“General Managers” (subgroup 131).  Managers employed in medical care activities (unit group
122) are either also qualified at the appropriate level in a medical field of study or should be
excluded from HRMC.  This means that members of the management will be HRMC only by
qualification, not on the basis of their occupation.

37. Moreover, Table 3 does not list the unit groups 2113 Chemist, pharmaceutical, and 2212
Pharmacologist, pathologists and related professionals, professions assumed to work mainly in
health R&D.  Professions that are not HRMC according to the definition suggested in this
Annex, include 3443 Government social benefits officials and 2445/2446 Welfare/Social work
professionals, 3460 Social Work Associate Professionals, though some persons of the latter two
categories may perform genuine medical care tasks.  Persons without qualifications at ISCED
and above, employed as personal care workers should be excluded from HRMC.  Corresponding
ISCO categories are 5132 Institution-based personal care workers, 5133 Home-based personal
care workers, and 5139 Personal care and related workers n.e.c.

Total medical services employment

Total medical services employment:  a working definition

38. Total medical services employment is the number of full-time equivalent persons employed in
medical care service industries in the institutional boundaries proposed in Chapter 3 and further
elaborated in Chapter 4.  Besides employment of HRMC personnel, administrative, technical
and other supportive staff are included as are personnel working for profit and non-profit
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medical benefit insurers.  Excluded are health professionals working outside medical services
(e.g. physicians employed in industry).  Also excluded are employees of pharmaceutical and
medical equipment manufacturing (Other medical industries, see Chapters 3 and 4).  Generally
speaking, all employment involved in the intermediate production of medical care service
industries should be excluded.

HRMC by industries of employment

39. It is important to know the industries of employment in order to understand the spread of HRMC
across the medical care system.  This breakdown will be related to HRMC in employment, due
to the difficulties in classifying unemployed and especially those out of the labour force by
industry.  It is recommended that personnel according to institutional categories of the ICHA-
institutional component should be recorded for HRMC employed in all the broad industry
categories of the IHCA-HI.

Head-count or full time equivalence (FTE)?

40. Two approaches are of interest when measuring human resources:  head-count data and full-time
equivalence (FTE) data.  In the head-count series people are, in principle, counted once (at a
given moment in time) and classified once according to relevant criteria.  In the FTE series the
head-counts of persons working part-time or on several jobs or activities are reduced to actual or
normal working time.

41. Head-count data is most commonly used because it is normally easier to collect and compare
while the concept of full-time equivalence may sometimes be more subjective or less easily
understood.  Availability of head-count statistics may be a prerequisite for calculating the
corresponding FTE data.  The final choice between head-counts and FTE depends on what has to
be measured.  The FTE approach is preferable for specific issues, such as measuring medical
care activities, or when there are significant numbers of part-time jobs, as is frequently the case
in medical care.  Measuring FTEs is indispensable for linking data on personnel to value added
series in the SHA and in calculating non-market production and productivity trends

Head-count

42. Head-count data is useful for the measurement of both stocks and flows.  It allows the analysis
to be related to the educational supply data and the flows in the system, as well as to other kinds
of statistics based on the individual as the statistical unit (such as demographic and employment
statistics).  By comparing data for several points in time, this approach makes it possible to
calculate net changes in the HRMC stock and averages growth rates.

43. Three options for measurement in terms of head-count are in principle available:

• the number of HRMC on a given date (for instance, end of year);

• the average number of HRMC during the (calendar) year;

• the total number of HRMC during the (calendar) year.
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44. The first and second options appear to be most relevant for the measurement of HRMC stocks,
and are those generally used for other statistics of human resources (employment, recruitment
etc.) with annual or quarterly survey periodicity.  The third option appears to be more suited for
measuring flows or for deriving flow data from stock series for persons who are HRMC only by
reason of their occupation.  If such a person joins and leaves a medical care occupation several
times within a year, he/she is counted several times in the third option but only once, if at all, in
the others.  Therefore, a comparison between stock figures based on options one or two and
option three gives a rough idea about multiple flows, possibly more at micro levels, for
measuring the HRMC in specific areas with high staff mobility or turnover ( as may be the case
in nursing professions).

Full-time equivalence (FTE)

45. FTE conversions vary across countries but are taken, unless otherwise noted, to be 35 hours or
more per week and a gradual convergence to consensus with rules of SNA 93 (para. 17.14 to
17.18) is desirable.  The FTE approach is appropriate when one wishes to use data on HRMC
employment as a proxy for the amount (or the volume) of activities carried out or services
supplied.

46. For people with one major and one minor occupation, it may be possible to use modified head-
count data by allocating individuals to their main activity.  For example, in the case of a
working student, the ILO specifies that the employment predominates.  In other cases,
calculation in FTE is the only efficient method.

47. The revised System of National Accounts (SNA 93, para. 15.102) suggests two approaches to
measure FTE:

• total hours worked, which are the aggregate number of hours actually worked during the
period in employee and self-employment jobs;

• full-time equivalent jobs, which are total hours worked divided by average annual hours
worked in full-time jobs.

48. The latter approach can be calculated more approximately as “number of jobs on a full-time
basis”.  At present, it is the method most commonly used in national accounts satellite tables, but
it is felt that it no longer deals with part-time employment satisfactorily and the revised SNA
recommends “total hours worked” as the best means for its main use of labour-input data, i.e. the
measurement of productivity.

A basic framework for integrating education and personnel data

A schematic model

49. Stocks can be measured at many levels of detail, but the major policy interest is usually in
national stocks.  International flows of HRMC have long been monitored in connection with
“brain drain” and “brain gain” issues for instance.  Globalisation of medical care and economic
activities and hence of work and residence patterns hinders the measurement of national stocks
of HRMC defined in terms of residence.  The System of National Accounts sets out guidelines
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for dealing with traditional cases such as international organisations, embassies and foreign
military bases.  Furthermore, it is by no means unusual, at least within the EU area, for an
HRMC to be officially resident in one country and work in another.  Special arrangements are
proposed to deal with people whose residence and employment vary, notably for the
measurement and analysis of regional stocks of HRMC.

50. Particular attention is paid to the “pipeline” of flows into the HRMC stock via the education
system.  This is very important for reasons of policy and planning as students, especially foreign
students, receive separate treatment in national accounts and labour force data.

51. It is important when measuring HRMC to distinguish between stocks and flows.  Stocks
generally provide a snapshot picture at a particular point in time.  Flows relate to movements in
or out of a stock (inflows and outflows) over a given period, usually a year.  An example of a
stock figure is the number of Ph.D.s in medicine employed in a given country and sector on a
given date.  An HRMC stock can be defined as the number of people at a particular point in
time who fulfil the conditions of the definition of HRMC.

52. HRMC flows can be defined as the number of people who do not fulfil any of the conditions for
inclusion in HRMC at the beginning of a time period but gain at least one of them during the
period (inflow) as well as the number of people who fulfil one or other of the conditions of the
definition of HRMC at the beginning of a time period and cease to fulfil them during the period
(outflow).  An example of an HRMC inflow is the number of pharmacists graduating from a
country’s universities in a given year.

53. In principle a flow is either into the stock or out of it.  It may also be useful to consider “internal
flows”, which can be defined as flows within a stock over a given time period.  Internal flows
of HRMC can be defined as people who are part of the HRMC stock, some of whose
characteristics change during the time period considered without, however, losing the essential
characteristics for inclusion in HRMC.  Examples of internal flows of HRMC are people who
change their sector of employment, or achieve a qualification at a higher ISCED level.

Figure 1.  National stock and flows of HRCM: a schematic model

National
stock

of
HRMC

HRMC inflows HRMC outflows

Persons qualifying
for the first time as
health professions at
ISCED level 5 or
above

  Qualified immigrants

Emigrants

Retirement and 
Deaths
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54. Figure 1 illustrates the HRMC stocks (of a country, for example) and the inflows and outflows,
but not the internal HRMC flows and is illustrative only.  Further subdivisions of the stocks and
flows can be made showing more disaggregated levels.  It is recalled that the national stock
includes unemployed, inactive and retired people as well as those in work.

55. It is worth describing the inflows and outflows from the HRMC stock of a country in more
detail.  On the day they successfully complete third-level education in a medical field of study,
people enter the HRMC stock regardless of their other characteristics, such as employment
status or nationality.  A country’s HRMC stock can also increase through immigrants who are
already qualified on entry.  The outflows from the HRMC stock of a country are deaths,
emigrants and people beyond an appropriately defined age limit (75 years or ten years after
retirement).  Qualified persons do not leave the national HRMC stock because of unemployment
or retirement.  The coverage of some of these external flows is described further in the following
sections, dealing with the “pipeline” from the higher education sector, and defining the
“national” aspect of national stocks and associated flows.

56. The HRMC stock can be split according to a number of characteristics into many subsets within
a country or a region, for example:

• the stock of HRMC employed in key medical care occupations, in total or by kind of
occupation;  examples:  number of physicians, pharmacists, qualified nurses;

• the stock of HRMC at a given educational level, in total or by field of study;  examples:
number of Ph.D. holders, number of pharmacists with a Ph.D.;

• the stock of HRMC split according to gender, age, or other personal characteristics;
examples:  number of female physicians aged under forty, number of female dentists.

57. Flows, like stocks, can be subdivided in many different ways, according to personal
characteristics, geographical characteristics (place of departure or arrival), or type of flow.
Three main categories of flows have already been identified -- inflows, outflows and internal
flows -- and types of inflows and outflows were illustrated in Figure 1.

58. Examples of internal flows are:

• previously inactive people, entering a medical care occupation; for example: a medical
doctor returning to work after taking care of his or her children for some years;

• qualified persons becoming inactive; for example: family doctor retiring at the age of 60;

• qualified persons who were employed in a medical care occupation and who move to a
non-medical care activity; for example: a physician becoming a consultant in the
pharmaceutical industry;

• flows between different fields of medical care activities, different sectors of employment,
or different status of employment;

• flows between ISCED levels 5, 6 and 7; for example: a medical assistant successfully
completing university with a Ph.D.;  flows between regions within countries; for example:
nurses leaving the new Bundesländer in Germany to work in the old Bundesländer.
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Figure 2.  The major flows in the pipeline
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59. A leading inflow to a country’s stock of HRMC is the output of its higher education system.
The flow into, through and out of higher education has been called the pipeline.  There are a
series of key flows and critical points in the pipeline, all of which can be relevant.  The inflows
and outflows are illustrated in Figure 2.

60. Again, each of these flows can be considered separately by field of medical care study, level of
qualification, and in relation to personal characteristics, such as age, gender and nationality.

61. Flows of foreign students have been shown separately in Figure 2 for three reasons.  First,
removing them from the HRMC figures may give a very different picture of trends in the
“national” system.  Second, they may be dealt with by different policy agencies (e.g.
development aid) and subject to different regimes (i.e. fees) within universities or colleges, and
often have visas which preclude them staying on once they have graduated.  The third reason is
that, for the revised System of National Accounts, they are not resident in their country of study
and thus, unless they become resident upon completing their studies, do not enter the host’s
stock.

62. Note that people entering third-level education (“inputs”) or already in the pipeline
(“throughputs”) are not HRMC until they graduate (“outputs”).  All the same, information on
these first two categories (student enrolments) is important since these numbers are one of the
principal statistical elements for predicting the future supply of HRMC.
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Figure 3.  Concepts of residence, employment and study applied to HRMC
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63. The main focus tends to be on HRMC personnel with full-time, permanent jobs.  Given
developments in the medical care labour market it is also important to identify part-time workers
and, if possible, people with short-term contracts plus the number of unemployed.  Similarly,
HRMC out of the labour force must be divided between those who are still “in the pipeline”
(notably postgraduate students), those who have left the system (the retired) and the rest.

64. The categorisation shown in the list below is recommended.  With the exception of the
breakdown of “employees”, the categories are those proposed by the ILO Manual (ILO, 1990b).
In line with ILO recommendations, students and retired people who undertake any economic
activity, however small, during the reference period are to be treated as economically active
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(employed or unemployed).  Only those with no economic activity at all should be treated as out
of the labour force (SNA 96, 6.19 - 6.22, Domestic and personal services for own final
consumption within households).  Accordingly, the numbers of HRMC out of the labour force
and attending educational institutions will not be the same as the number of HRMC enrolled for
full-time (let alone part-time) studies -- a point to be remembered when data are being compiled
from multiple sources.

65. The dividing line (20 hours per week) between “full-time” and “part-time” refers to “usual hours
of work”, i.e. the modal value of “time actually worked” over a long period.  In principle this
breakdown should be applied to the national (or regional) stock in terms of residence.  In order
to do so it is necessary to ensure that the numbers in the labour force include persons resident in
the country but employed or registered as unemployed in another, and exclude persons
employed (or registered unemployed) in the country but not resident there.

66. The following breakdown shows types of data needed to build up the breakdown of national
stocks.

In the labour force:

Employed:

− Armed forces

− Civilian employment;

 • Employees

 • Full-time, permanent staff

 • Part-time, permanent staff (normally defined as under 20 hours per week)

 • Short-term contract staff (defined as contracts having a duration of less than 3 years)

 • Self-employed

Unemployed (and available for work)

Out of the labour force:

− Attending educational institutions (for example postgraduate students not elsewhere
classified)

− Engaged in household duties (not elsewhere classified)

− Retired or old age n.e.c.

− Other inactive (infirmity, disablement, etc.) n.e.c.
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ANNEX 3. INTERNATIONAL CLASSIFICATION OF PROCEDURES IN MEDICINE (ICPM)

1. The International Classification of Procedures in Medicine (ICPM) had been published by WHO
in 1978 for trial purposes, in accordance with the recommendations of the 1975 Revision
Conference.  The classification had been adopted by a few countries and was used as a basis for
national classifications of surgical operations by a number of other countries.

2. The Heads of WHO Collaboration Centres for Classification of Diseases had recognised that the
process of drafting proposals, obtaining comments, redrafting and soliciting further comments,
which WHO necessarily had to go through before finalisation and publication, was inappropriate
in such a rapidly advancing field as that of procedures.  The Centre Heads had therefore
recommended that there should be no revision of the ICPM in conjunction with the Tenth
Revision of the ICD (ICD-10, 1992).

Table 4. ICPM-Chapters and Divisions

ICPM-Chapters ICPM codes (two-
digit level)

1. Procedures for medical diagnosis
2. Laboratory procedures
3. Radiology and certain other applications of physics in medicine
4. Preventive procedures
5. Surgical procedures
6./7. Drugs, medicaments and biological agents
8. Other therapeutical procedures
9. Ancillary procedures

1. Procedures for medical diagnosis

1 Initial medical attention 1.10 - 1.12
2 Subsequent medical attention 1.13 - 1.15
3 Consultation 1.16 - 1.18
4 New-born services 1.19
5 Examination of special systems 1.20 - 1.27
6 Examination of other special systems 1.30 - 1.37
7 Biopsy 1.40 - 1.49
8 Surgical biopsy 1.50 - 1.59
9 Endoscopy 1.60 - 1.69

10 Physiological function tests 1.70 - 1.76
11 Exploratory diagnostic procedures 1.80 - 1.89
12 Other procedures for diagnosis 1.90 - 1.99
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2. Laboratory procedures

1 Clinical chemistry of blood 2.10 - 2.18
2 Clinical chemistry of other body fluids 2.20 - 2.28
3 Chemical function tests 2.30 - 2.36
4 Endocrine function tests and enzymes 2.40 - 2.49
5 Microbiology 2.50 - 2.57
6 Seriology and immunology 2.60 - 2.68
7 Mycology and parasitology 2.70 - 2.75
8 Haematology 2.80 - 2.88
9 General pathology 2.90 - 2.97

3. Radiology and certain other applications of physics in medicine

4. Preventive procedures

1 Certain health examinations 4.10 - 4.19
2 Screening examination 4.20 - 4.27
3 Prevention and control of infectious diseases 4.30 - 4.38
4 Prophylaxis and control of other general diseases 4.40 - 4.48
5 Control of local conditions 4.50 - 4.55
6 Maternal and child health care 4.60 - 4.79

5. Surgical procedures

6./7. Pharmaceuticals and biological substances

8. Other therapeutical procedures

1 Removal of unwanted material 8.10 - 8.19
2 Correction of misplacement 8.20 - 8.29
3 Immobilisation and support 8.30 - 8.38
4 Skeletal and other traction 8.40 - 8.48
5 Other mechanical procedures 8.50 - 8.58
6 Other therapy by physical agents 8.60 - 8.69
7 Respiratory procedures 8-70 - 8.78
8 Procedures affecting circulatory system 8.80 - 8.88
9 Pre- and postoperative procedures 8.89

10 Monitoring of patient 8.90 - 8.99

9. Auxiliary procedures

1 Other therapy 9.10 - 9.19
2 Other care 9.20 - 9.29
3 Anatomo-physiological assistance 9.30 - 9.37
4 Physiotherapeutic and related techniques 9.40 - 5.49
5 Other rehabilitation 9.50 - 9.59
6 Psychotherapy 9.60 - 9.68
7 Socio-psychological and other specialised therapy 9.70 - 9.77
8 Long-term and follow-up procedures 9.80 - 9.82

Source:  WHO (1978) International Classification of Procedures in Medicine, Vol.  1.
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ANNEX 4.  International Classification of Process in Primary care (IC-Process-pc)

1. The International Classification of Process in Primary Care (IC-Process-PC) was developed by
the World Organisation of National Colleges, Academies, and Academic Associations of
General Practitioners/Family physicians) in collaboration with the North American Primary Care
Research Group (NAPCRG).  Explanatory notes on the general construction of the classification
are reproduced below (IC-Process-PC, 1986, p. 7).

2. The rubrics contained in this classification were selected because of frequency of uses as
determined by the North American and International Field Trials.  The several sections of the
classification are numbered from 1 to 9 as follows:

1. Site and duration of service

2. Clinical laboratory

3. Diagnostic imaging (including X-ray, nuclear scanning, ultra-sound, etc.)

4. Diagnostic procedures other than clinical laboratory and imaging

5. Therapeutic procedures

6./7. Therapeutic:  drugs and pharmaceuticals

8. Clinical and administrative services

9. Disposition (follow-up).

3. The arrangement of the sections of the classification are consistent with a logical progression of
the patient’s encounter with a provider, beginning with the site and duration of services,
progressing through diagnostic and therapeutic procedures, and concluding with plans for
disposition (follow-up).  Section 6 and 7 “Therapeutic:  drugs and pharmaceuticals” occupies
two sections because of the large number of rubrics required.  The contents of Sections 1 and 9
are not listed in the following table, as they are not relevant to the construction of the ICHA-
functional component.
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SECTION 2 CLINICAL LABORATORY

20 Urine, physical and chemical tests

21 Blood chemistry (including tests on whole blood, plasma, or serum)

22 Automated blood chemistry profiles

23 Haematology

24 Immunology

25 Faeces

26 Microbiology:  cultures

27 Microscopic examination

28 Specialised cytology and tissue pathology

29 Laboratory tests n.e.c.

SECTION 3 DIAGNOSTIC IMAGING

30 Plain X-ray, bone

31 Soft tissue imaging, plain (excluding nuclear scanning, nuclear magnetic
resonance, ultrasound)

32 Contrast X-rays or photo-imaging

33 Computerised tomography and nuclear magnetic imaging

34 Nuclear scanning

35 Diagnostic ultrasound

39 Diagnostic imaging N.E.C.

SECTION 4 DIAGNOSTIC PROCEDURES OTHER THAN CLINICAL LABORATORY AND
IMAGING

40 Diagnostic skin testing and allergy testing

41 Electrical tracings

42 Endoscopy

43 Ocular testing

44 Hearing and vestibular testing

45 Pulmonary function tests

46 Assessment of foetal status

49 Diagnostic procedures other than clinical laboratory and imaging N.E.C.
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SECTION 5 THERAPEUTIC PROCEDURES

50 Repair or immobilisation

51 Excision, incision, biopsy, aspiration, or removal of tissue or body fluids

52 Destruction or cauterisation

53 Injection

54 Pressure, compression, dilation, tamponade or dressing

55 Physical therapies

56 Reproductive and urologic system procedures (including pregnancy termination),
(excluding all other obstetrical procedures:  section 57)

57 Obstetrical procedure (excluding pregnancy termination:  560)

58 Miscellaneous procedures

59 Procedures n.e.c

SECTION 6 & 7 THERAPEUTIC:  DRUGS AND PHARMACEUTICALS

60 Alimentary tract

61 Metabolism

62 Blood and blood-forming organs

63 Cardiovascular system

64-65 Dermatologicals

66 Genito urinary system and sex hormones

67 Systemic hormonal preparations (excluding sex hormones)

68 General anti-infectives, systemic

70 Musculo-skeletal system

71 Central nervous system

72 Parasitology

73 Respiratory system

74 Sensory organs

79 Various
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SECTION 8 CLINICAL AND ADMINISTRATIVE SERVICES

80 Complete medical assessment/health examination

81 Limited medical assessment/health examination

82 Psychological counselling/assessment and health education

83 Psychological counselling/assessment and health education:

84 Counselling/assessment and health education:  sexuality and pregnancy

85 Service without assessment, examination, or counselling

89 Clinical and administrative services n.e.c
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ANNEX 5.  CENTRAL PRODUCT CLASSIFICATION, VERSION 1

Table 5.  Medical and health-related commodities in the CPC, Version 1

Group Class Subclass Title ISIC

SECTION 6 DISTRIBUTIVE TRADE SERVICES:  LODGING;
FOOD AND BEVERAGE SERVING SERVICES;
TRANSPORT SERVICES;  AND UTILITIES
DISTRIBUTION SERVICES

DIVISION 62 RETAIL TRADE SERVICES

621 Non-specialised store retail trade services

622 Specialised store retail trade services

623 Mail order retail trade services

624 Other non-store retail trade services

625 Retail trade services on a fee or contract basis

6257 Chemical and pharmaceutical products

62571 Pharmaceutical and medical goods

62574 Surgical and orthopaedic instruments and devices

SECTION 7 FINANCIAL AND RELATED SERVICES;  REAL
RESTATE SERVICES:  AND RENTAL AND
LEASING SERVICES

DIVISION 7 FINANCIAL INTERMEDIATION, INSURANCE
AND AUXILIARY SERVICES

713 Insurance and pension services (excluding reinsurance
services), except compulsory social security services

7132 71320 Accident and health insurance services 6603
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Table 5.  (continued) Medical and health-related commodities in the CPC, Version 1

Group Class Subclass Title ISIC

SECTION 9 COMMUNITY, SOCIAL AND PERSONAL
SERVICES

Group Class Subclass Title ISIC

DIVISION 91 PUBLIC ADMINISTRATION AND OTHER
SERVICES TO THE COMMUNITY AS A WHOLE,
COMPULSORY SOCIAL SECURITY SERVICES

911 Administrative services of the government

9112 Administrative services of agencies that provide
educational, health care, cultural and other social
services excluding social security services

91122 Administrative health care services 7512

DIVISION 93 HEALTH AND SOCIAL SERVICES

931 Human health services

9311 93110 Hospital services 8511

9312 Medical and dental services

93121 General medical services 8512

93122 Specialised medical services 8512

93123 Dental services 8512

9319 Other human health services

93191 Deliveries and related services, nursing services,
physiotherapeutic and para-medical services

8519

93192 Ambulance services 8519

93193 Residential health facilities services other than hospital
services

8519

93199 Other human health services n.e.c. 8519
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Table 5.  (continued) Medical and health-related commodities in the CPC, Version 1

Group Class Subclass Title ISIC

933 Social services

9331 Social services with accommodation

93311 Welfare services delivered through residential
institutions to elderly persons and persons with
disabilities

8531

93319 Other social services with accommodation 8351

9332 Social services without accommodation

93321 Child day-care services 8532

93322 Guidance and counselling services n.e.c. related to
children

8532

93323 Welfare services without accommodation 8532

93324 Vocational rehabilitation services 8532

93329 Other social services without accommodation 8532

Explanatory notes to Table 5

71320 Accident and health insurance services

This subclass includes:

− underwriting services of insurance policies which provide protection for hospital and medical
expenses not covered by government programs and usually, other health care expenses such as
prescribed drugs, medical appliances, ambulance, private duty nursing etc.

− underwriting services of insurance policies which provide protection for dental expenses
− underwriting services of insurance policies which provide protection for medical expenses incurred

when travelling outside a certain geographic area
− underwriting services of insurance policies which provide periodic payments when the insured is

unable to work as a result of a disability due to illness or injury
− underwriting services of insurance policies which provide accidental death and dismemberment

insurance, that is payment in the event that an accident results in death or loss of one or more bodily
members (such as hands or feet) or the sight of one or both eyes.
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91122 Administrative health care services

This subclass includes:

− public administrative services for all kinds of health and social services
− management, operation, inspection and support services for general and specialised medical or

dental hospitals and clinics, plus nursing and convalescent home services
− administration, management, operation and support services in public health matters, such as blood-

bank operation services, disease detection services, prevention services, management of drug
quality programmes, birth control services, etc.  These services are frequently provided by special
teams or individual health professionals not connected with a hospital, clinic or practitioner.

This subclass does not include:

− sickness benefit services, cfr. 91310
− social work services, cf. 933.

93110 Hospital services

This subclass includes:

− surgical services delivered under the direction of medical doctors chiefly to in-patients, aimed at
curing, restoring and/or maintaining the health or a patient

− medical services delivered under the direction of medical doctors chiefly to in-patients, aimed at
curing, restoring and/or maintaining the health of a patient

− gynaecological and obstetrical services delivered under the direction of medical doctors chiefly to
in-patients, aimed at curing, restoring and/or maintaining the health of a patient

− rehabilitation services delivered under the direction of medical doctors chiefly to in-patients, aimed
at curing, restoring and/or maintaining the health of a patient

− psychiatric services delivered under the direction of medical doctors chiefly to in-patients, aimed at
curing, restoring and/or maintaining the health of a patient

− other hospital services delivered under the direction of medical doctors chiefly to in-patients, aimed
at curing, restoring and/or maintaining the health of a patient.  These services comprise medical,
pharmaceutical and paramedical services, nursing services, laboratory and technical services
including radiological and anaesthesiological services, etc.

− military hospital services
− prison hospital services.

This subclass does not include:

− services delivered by hospital out-patient clinics, cf. 9312
− dental services, cf., 93123
− ambulance services, cf., 93192.

93121 General medical services

This subclass includes:

− services consisting of the prevention, diagnosis and treatment by doctors of medicine of physical
and/or mental diseased of a general nature, such as:
− consultations
− injections
− (limited and/or periodical) physical check-ups, etc.  These services are not limited to specified or

particular conditions, diseases or anatomical regions.  They can be provided in general
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practitioners’ practices and also delivered by out-patient clinics, clinics attached to firms,
schools, etc.

93122 Specialised medical services

This subclass includes:

− consultation services in paediatrics, gynaecology-obstetrics, neurology and psychiatry, and various
medical services

− surgical consultation services
− treatment services in out-patients clinics, such as dialysis, chemotherapy, insulin therapy, respirator

treatment, X-ray treatment and the like
− functional exploration and interpreting of medical images (X-ray photographs, electrocardiograms,

endoscopies and the like).

This subclass does not include:

− services of medical laboratories, cf. 93199

93123 Dental services

This subclass includes:

− orthodontic services, e.g. treatment of protruding teeth, crossbite, overbite, etc., including dental
surgery even when given in hospitals to in-patients

− services in the field of oral surgery

− other specialised dental services, e.g. in the field of periodontics, paedondontics, endodontics and
reconstruction

− diagnosis and treatment services of diseases affecting the patient or aberrations in the cavity of the
mouth, and services aimed at the prevention of dental diseases.

Note: These dental services can be delivered in health clinics, such as those attached to schools, firms,
homes for the aged, etc., as well as in own consulting rooms.  They cover services in the field of
general dentistry, such as routine dental examinations, preventive dental care, treatment of
caries, etc.

93191 Deliveries and related services, nursing services, physiotherapeutic and para-medical services

This subclass includes:

− services such as supervision during pregnancy and childbirth
− supervision of the mother after birth
− services in a field of nursing care (without admission), advice and prevention for patients at home,

the provision of maternity care, children’s hygiene, etc.
− services provided by physiotherapists and other para-medical persons (include. homeopathological

and similar services
− physiotherapy and para-medical services are services in the field of physiotherapy, ergo therapy,

occupational therapy, speech therapy, homeopathy, acupuncture, nutrition, etc.  These services are
provided by authorised persons, other than medical doctors.

93192 Ambulance services

This subclass includes:

− services involving transport of patients by ambulance, with or without resuscitation equipment or
medical personnel.
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93193 Residential health facilities services other than hospital services

This subclass includes:

− combined lodging and medical services provided without the supervision of a medical doctor
located on the premises.

93199 Other human health services n.e.c.

This subclass includes

− services provided by medical laboratories
− services provided by blood, sperm and transplant organ banks
− dental testing services.

93311 Welfare services delivered through residential institutions to elderly persons and persons with
disabilities

This subclass includes:

− social assistance services involving round-the-clock care services by residential institutions for
elderly persons

− social assistance services involving round-the-clock care services by residential institutions for
persons with physical or intellectual disabilities, including those having disabilities in seeing,
hearing or speaking.

This subclass does not include:

− education services, cf. 92
− combined lodging and medical services, cf. 9311 (Hospital services) if under the direction of

medical doctors, and 93193 if without supervision by a medical doctor.

93319 Other social services with accommodation

This subclass includes:

− residential social assistance services involving round-the-clock care services to children e.g. social
services for orphanages, homes for children in need of protection, homes for children with
emotional impairments

− residential social assistance services involving round-the-clock care services to other clients  e.g.:
− homes for single mothers
− juvenile correction homes
− rehabilitation services (not including medical treatment) for persons with impairments such as

alcohol or drug dependence
− other social rehabilitation services.

93321 Child day-care services

This subclass includes:

− non-residential social services consisting of the provision of day-time shelter and elementary play-
related teaching to small children (day-care services) in nursery school

− non-residential social services consisting of the provision of day-time shelter and elementary play-
related teaching to children and young people with disabilities.
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93322 Guidance and counselling services n.e.c. related to children

This subclass includes:

− guidance and counselling services not elsewhere classified delivered to individuals and Families,
generally the children’s parents, in their homes or elsewhere.  Such services may deal with
behavioural, educational and other problems related to children, e.g. broken-home problems, school
problems, development problems, prevention of cruelty to children, crisis intervention services,
adoption services etc.

93323 Welfare services without accommodation

This subclass includes:

− welfare services not including lodging services, e.g. eligibility - determination services in
connection with welfare aid, rent supplements and food stamps

− old-age visiting services, household budget counselling services
− other community and neighbourhood services.

93324 Vocational rehabilitation services

This subclass includes:

− vocational rehabilitation services for persons with disabilities or who are unemployed, where the social
assistance component is predominant.

This subclass does not include:

− vocational rehabilitation services where the education component is predominant, cf. 92.

93329 Other social services without accommodation

This subclass includes:

− other social services not including lodging services, e.g. marriage guidance services, guidance services
delivered to persons on parole or probation, social assistance services to disaster victims, refugees and
immigrants, including shelter services.
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ANNEX 6.  INTERNATIONAL STANDARD INDUSTRIAL CLASSIFICATION OF ALL
ECONOMIC ACTIVITIES (ISIC, THIRD REVISION)

1. The ISIC is intended to be a standard classification of productive economic activities.  Its main
purpose is to provide a set of activity categories that can be utilised when dissecting statistics
according to such activities.  Since many statistics are aimed at studying the behaviour of economic
entities, the data required for these statistics are to be collected for actors in the economy.
Therefore, the derived purpose of ISIC is to present this set of activity categories in such a way that
entities can be classified according to the economic activity they carry out;  defining the categories
of ISIC is as much as possible linked with the way the economic process is organised in units and
the way in which this process is described in economic statistics.
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Table 6.  Medical care and related industries according to ISIC

Tabulation
categories

Group Class Description

G WHOLESALE AND RETAIL TRADE;  REPAIR OF MOTOR VEHICLES,
MOTORCYCLES AND PERSONAL AND HOUSEHOLD GOODS

DIVISION 52 RETAIL TRADE, EXCEPT OF MOTOR VEHICLES AND
MOTORCYCLES;  REPAIR OF PERSONAL AND HOUSEHOLD
GOODS

523 5231 Retail sale of pharmaceutical and medical goods, cosmetic and
toilet articles

J FINANCIAL INTERMEDIATION

DIVISION 66 INSURANCE AND PENSION FUNDING, EXCEPT
COMPULSORY SOCIAL SECURITY

660 Insurance and pension funding, except compulsory social
security

6603 Non-life insurance

L PUBLIC ADMINISTRATION AND DEFENCE;  COMPULSORY SOCIAL
SECURITY

DIVISION 75 PUBLIC ADMINISTRATION AND DEFENCE;  COMPULSORY
SOCIAL SECURITY

751 Administration of the State and economic and social policy of
the community

7512 Regulation of the activities of agencies that provide health care
education, cultural services and other social services excluding
social security

753 7530 Compulsory social security activities

N HEALTH AND SOCIAL WORK

DIVISION 85 HEALTH AND SOCIAL WORK

851 Human health activities

8511
8512
8519

Hospital activities
Medical and dental practice activities
Other human health activities
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Table 7.  Pharmaceutical and Medical-Technical Industries

Tabulation
categories

Group Class Description

D MANUFACTURING

DIVISION 24 MANUFACTURE OF CHEMICALS AND CHEMICAL PRODUCTS

242 Manufacture of other chemical products

2423 Manufacture of pharmaceuticals, medicinal chemicals and
botanical products

DIVISION 33 MANUFACTURE OF MEDICAL, PRECISION AND OPTICAL
INSTRUMENTS, WATCHES AND CLOCKS

331 Manufacture of medical appliances and instruments and
appliances for measuring, checking, testing, navigating and
other purposes, except optical instruments

3311 Manufacture of medical and surgical equipment and orthopaedic
appliances

Explanatory notes to Table 29.  Medical Care and related Industries according to ISIC

523 Other retail trade of new goods in specialised stores

5231 Retail sale of pharmaceutical and medical goods, cosmetic and toilet articles

This class includes the specialised retail trade of pharmaceutical, medical and orthopaedic goods;
perfumery articles, cosmetic articles and toilet soaps.

660 Insurance and pension funding, except compulsory social security

6603 Non-life insurance

This class includes insurance (including reinsurance) of non-life business (e.g. accident, fire, health,
property, motor, marine, aviation, transport, pecuniary loss and liability insurance).

751 Administration of the State and the economic and social policy of the community

7512 Regulation of the activities of agencies that provide health care, education, cultural services and
other social services, excluding social security

This class includes public administration of programmes and administration of R&D policies and
associated funds intended to increase personal well-being.  Administration of health care, promotion and
protection programmes.  Administration of primary, secondary, post-secondary and special retraining
programmes.  Administration of programmes to provide recreational and cultural services, such as
performing arts or fitness and amateur sport programmes.  Sponsoring of recreational and cultural
activities.  Distribution of grants to artists.  Administration of potable water supply programmes.
Administration of refuse collection and disposal operations.  Administration of environment protection
programmes, such as water purification and pollution control.  Administration of housing programme.
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753 7530 Compulsory social security activities

This class includes the funding and administration of government-provided social security programmes.
Social Security services may be defined as chiefly transfer payment to compensate for reduction or loss of
income or inadequate earning capacity.  Compulsory social security normally covers sickness, accident
and unemployment insurance and retirement pensions.  Also more specific risks leading to loss of income
may be covered:  maternity, temporary disablement, widowhood, family increase.

Exclusions:  Direct provision of welfare services and other social work with accommodation is classified
in class 8531, and without accommodation in class 8532, respectively.

851 Human health activities

8511 Hospital activities

This class includes the activities of general and specialised hospitals, sanatoria, preventoria, asylums,
rehabilitation centres, leprosaria, dental centres and other health institutions that have accommodation
facilities, including military base and prison hospitals.  The activities are chiefly directed to in-patients
and carried out under the direct supervision of medical doctors.  They comprise the services of medical
and paramedical staff, laboratory and technical facilities, including radiological and anaesthesiological
services, food and other hospital facilities and resources such as emergency room services.

Exclusions:  Health activities for military personnel in the field are classified in class 7522 (Defence
activities).  Dental activities without accommodation are classified in class 8512 (Medical and dental
practice activities).  Activities carried out predominantly for out-patients are classified in class 8519
(Other human health activities), as are activities of ambulances.

Veterinary activities are classified in class 8520.

8512 Medical and dental practice activities

This class includes consultation and treatment activities of general physicians and medical specialists
including dentists.  It involves activities of doctors of general medicine or medical specialists or surgeons
in health institutions (including hospital out-patient clinics and departments of pre-paid groups of
physicians) or private practice.  Included are activities carried out in clinics such as those attached to
firms, schools, houses for the aged, labour organisations and fraternal organisations as well as in patients’
homes.  Patients are usually ambulatory and can be referred to specialists by general practitioners.  Dental
activities may be of general or specialised nature and can be carried out in a private practice or in out-
patient clinics including clinics attached to firms, schools, etc., as well as in operating rooms.

Exclusions:  In-patient hospital activities are classified in class 8511 (Hospital activities).  Para-medical
activities such as those of midwives, nurses and physiotherapists are classified in class 8519 (Other human
health activities).

8519 Other human health activities

This class includes all activities for human health not performed by hospitals or by medical doctors or
dentists.  This involves activities or, or under the supervision of, nurses, midwives, physiotherapists or
other para-medical practitioners in the field of optometry, hydrotherapy, medical massage, occupational
therapy, speech therapy, chiropody, homeopathy, chiropractice, acupuncture etc.  These activities may be
carried out in health clinics such as those attached to firms, schools, homes for the aged, labour
organisations and fraternal organisations, in residential health facilities other than hospitals, as well as in
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own consulting rooms, patients’ homes or elsewhere.  Included are the activities of dental auxiliaries such
as dental therapists, school dental nurses and dental hygienists, who may work remote from the dentist but
who are supervised periodically by the dentist.  Also included are clinics pathological and other diagnostic
activities carried out by independent laboratories, of any kind, activities of blood banks, ambulance and
air-ambulance activities, residential health facilities except hospitals etc.

Exclusions:  Production of artificial teeth, dentures and prosthetic appliances by dental laboratories are
classified in class 3311 (Manufacture of medical and surgical equipment and orthopaedic appliances).
Testing activities in the field of food hygiene are classified in class 7422 (Technical testing and analysis).

Explanatory notes to Table 30.  Pharmaceutical and Medical-Technical Industries

242 Manufacture of other chemical products

2423 Manufacture of pharmaceuticals, medicinal chemicals and botanical products

This class includes manufacture of:

• pharmaceutical preparations for human or veterinary use:  generic or proprietary preparations;
preparations available to the general public or controlled by the health system;  ampoules, tablets,
capsules, vials, ointments, powders or solutions;  botanical products ground, graded, milled or
otherwise prepared.

• surgical dressings, medicated wadding, fracture bandages, catgut, and other prepared sutures.

• cements used in dentistry.

• chemical substances used in the manufacture of pharmaceuticals:  antibiotics, endocrine products,
basic vitamins;  opium derivatives;  sulpha drugs;  serums and plasmas;  salicylic acid, its salts and
esters;  glycosides and vegetable alkaloids;  chemically pure sugar etc.

Exclusions:  Packaging of pharmaceuticals for own account is classified in class 5139 (Wholesale of other
household goods) or 5231 (Retail sale of pharmaceutical and medical goods, cosmetic and toilet articles)
and packaging on a fee or contract basis in class 7495 (Packaging activities).

331 Manufacture of medical appliances and instruments and appliances for measuring, checking,
testing, navigating and other purposes, except optical instruments.

3311 Manufacture of medical and surgical equipment and orthopaedic appliances

This class includes manufacture of:

• instruments and appliances used in medical, surgical, dental or veterinary practice or science
including electro-diagnostic apparatus such as electro-cardiographs, dental drill engines, opthalmic
instruments including sight testing sets, syringes, with or without needles, needles used in medicine
and other instruments and appliances, including optical instruments such as mirrors and reflectors,
endoscopes, etc.

• apparatus based on the use of X-rays or alpha, beta or gamma radiations, whether or not for use in
human or animal medicine.  Included is manufacture of X-ray tubes, high-tension generators,
control panels, desks, screens and the like.

• sterilizers.
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• mechano-therapy appliances;  massage apparatus;  psychological testing apparatus;  ozone therapy,
oxygen therapy, artificial respiration or other therapeutic respiratory apparatus;  other breathing
appliances and gas masks other than simple protective masks.

• orthopaedic appliances including crutches, surgical belts and trusses, orthopaedic corsets and shoes;
splints and other fracture appliances;  appliances worn, carried or implanted (e.g. hearing aids or
pace-makers).

• artificial teeth, artificial limbs and other artificial parts of the body.

• medical, surgical, dental or veterinary furniture such as operating tables, hospital beds with
mechanical fittings, dentists’ chairs and barbers’ chairs with the same or similar movement
capability.

Exclusions:  Manufacture of surgical dressings, medicated wadding, fracture bandages, catgut, and other
prepared sutures is classified in class 2423 (Manufacture of pharmaceuticals, medicinal chemicals and
botanical products).  Manufacture of cements used in dentistry is also classified in class 2324.
Manufacture of thermometers is classified in class 3312 (Manufacture of instruments and appliances for
measuring, checking, testing, navigating and other purposes, except industrial process control equipment).
Manufacture of corrective spectacle lenses and of their frames or of compound optical microscopes is
classified in class 3320 (Manufacture of optical instruments and photographic equipment).

The activity of denture fitting by dentists or spectacles fitting by optometrists is classified in the
appropriate class of group 851 (Human health activities).
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ANNEX 7. HEALTH AND SOCIAL PROTECTION IN THE DRAFT CLASSIFICATION OF THE
FUNCTIONS OF GOVERNMENT (COFOG)

1. COFOG (Classification of the Functions of Government) was published by the United Nations in
1980.  It is one of four functional classifications of the 1993 System of National Accounts.  It is
currently being revised.  The revision of COFOG is being undertaken by the OECD at the request of
the Inter Secretarial Working Group on National Accounts.  The excerpts provided in this Annex
were taken from the draft by the OECD Secretariat, as presented at the joint
OECD/Eurostat/UNECE Meeting of National Accounts Experts, held in Paris in September 1998
(OECD, 1998h).

2. The following short description of the purpose and scope of COFOG is provided in the Draft
Introduction to Functional Classifications (OECD, 1997e).

COFOG permits trends in government outlays on particular functions to be examined over time.  It
should be noted that conventional government accounts are not usually suitable for this purpose since
they reflect the organisational structure of government; time series may therefore be distorted by
organisational changes. For example, a government may establish a new department that brings
together some of the activities previously administered by several departments or at several levels of
government.

COFOG is also useful for making inter-country comparisons of the extent to which governments are
involved in economic and social functions.  Just as they help to neutralise organisational changes in
government within a country, so they are also indifferent to organisational differences between
countries.  In one country, for example, all functions connected with water supply may be undertaken
by a single government agency, while elsewhere they may be distributed among departments dealing
with environment, housing and industrial development.  In a functional classification these various
units can all be brought together in a “water-supply” function.

Finally, COFOG is used to identify consumption expenditures which benefit individual households
and which are transferred to Division 14 of COICOP in order to derive actual final consumption of
households.
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07.  HEALTH

Government outlays on health include expenditures on services provided to individual persons and
services provided on a collective basis.  Expenditures on individual services are allocated to groups (07.1)
through (07.4);  expenditures on collective services are assigned to groups (07.5) and (07.6).

Collective health services are concerned with matters such as the formulation and administration of
government policy;  setting and enforcement of standards for medical and para-medical personnel and for
hospitals, clinics, medical cabinets, etc., regulation and licensing of providers of health services;  and
applied research and experimental development into medical and health-related matters.  However,
overhead expenses connected with administration or functioning of a group of hospitals, clinics, medical
cabinets, etc. are considered to be individual expenditures and are classified to groups (07.1) through
(07.4) as appropriate.

07.1  Prescribed Medical Products, Equipment and Appliances

This group covers medicaments, prostheses, medical appliances and equipment and other health-related
products obtained by individuals with a prescription usually from dispensing chemists, pharmacists or
medical equipment suppliers.

The group does not cover medicaments, prostheses, medical appliances and equipment and other health-
related products supplied to in-patients by hospitals, medical and maternity centres, nursing and
convalescent homes (07.1) or to out-patients by medical, dental and paramedical practitioners (07.2).

07.1.1  Prescribed medical products, equipment and appliances

− Provision of medicaments, prostheses, medical equipment and appliances or other prescribed
health-related products intended for consumption or use by a single individual or household outside
a health facility or institution;

− Administration, operation or support of the provision of prescribed medical products, equipment
and appliances.

07.2  Out-Patient Services

This group covers medical, dental and paramedical services delivered to out-patients by medical, dental
and paramedical practitioners and auxiliaries.  The services may be delivered at home or in individual or
group consulting facilities or dispensaries or the out-patient clinics of hospitals and the like.  The group
includes the medicaments, prostheses, medical appliances and equipment and other health-related
products supplied to out-patients by such practitioners and auxiliaries.

Medical, dental and paramedical services provided to in-patients by hospitals, medical and maternity
centres, nursing and convalescent homes are covered by (07.3).

07.2.1  General medical services

This group covers the services provided by general medical clinics and general medical practitioners.

General medical clinics are defined as institutions which provide chiefly out-patient services which are
not limited to a particular medical speciality and which are chiefly delivered by qualified medical doctors.
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The general medical practitioners referred to here do not specialise in a particular medical speciality and
treat patients in their consulting rooms or visit patients at home or in non-medical institutions.

− Provision of general medical services to out-patients;

− Administration, inspection, operation or support of general medical services delivered by general
medical clinics and general medical practitioners.

Includes:  out-patient clinics of general hospitals.

07.2.2  Specialised medical services

This group covers the services of specialised medical clinics and specialist medial practitioners.

Specialised medical clinics and specialist medical practitioners differ from general medical clinics and
general medical practitioners in that their services are limited to treatment of a particular condition,
disease, medical procedure or class of patient.

− Provision of specialised medical services to out-patients;

− Administration, inspection, operation or support of specialised medical services delivered by
specialised medical clinics and specialist medical practitioners.

Includes:  out-patient clinics of specialist hospitals.

Excludes:  dental clinics and dentists (07.2.3).

07.2.3  Dental services

This group covers the services of general or specialist dental clinics and dentists, oral hygienists or other
dental operating auxiliaries.

Dental clinics provide out-patient services.  They are not necessarily supervised or staffed by dentists,
they may be supervised or staffed by oral hygienists or by dental auxiliaries.  The dentists, oral hygienists
or dental auxiliaries referred to here treat patients in their consulting rooms or in non-medical institutions.

− Provision of dental services to out-patients;

− Administration, inspection, operation and support of dental services delivered by general or
specialist dental clinics and by dentists, oral hygienists or other dental auxiliaries.

07.2.4  Paramedical services

− Provision of paramedical health services to out-patients;

− Administration, inspection, operation or support of health services delivered by clinics supervised
by nurses, midwives, physiotherapists, occupational therapists, speech therapists or other
paramedical personnel and of health services delivered by nurses, midwives and paramedical
personnel in non-consulting rooms, in patients’ homes or other non-medical institutions.

Includes:  acupuncturists, pedicures, chiropodists, chiropractors, optometrists, practitioners of traditional
medicine, etc.;  medical analysis laboratories and X-ray centres;  hire of therapeutic equipment;
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medically-prescribed corrective-gymnastic therapy;  out-patient thermal bath or seawater treatments;
ambulance services other than ambulance services operated by hospitals.

Excludes:  public health service laboratories (07.4.1);  laboratories engaged in determining the causes of
disease (07.5.1).

07.3  Hospital Services

Hospitalisation is here defined to apply when the patient is accommodated for the duration of the
treatment.  Hospital day care and home-based hospital treatment are included as are hospices for
terminally-ill persons.

This group covers general and specialist hospitals as well as medical and maternity centres and nursing
and convalescence homes which chiefly provide in-patient services.  It also covers institutions serving old
people in which medical monitoring is an essential component and rehabilitation centres providing in-
patient health care and rehabilitative therapy where the objective is to treat the patient rather than to
provide long-term support.

Hospitals are defined as institutions which offer in-patient care under direct supervision of qualified
medical doctors.  Medical and maternity centres and nursing and convalescent homes also provide in-
patient care but their services are supervised and frequently delivered by staff of lower qualification than
medical doctors.

The group does not cover facilities, such as medical cabinets, clinics and dispensaries, devoted exclusively
to out-patient care (07.2), institutions for disabled persons and rehabilitation centres providing primarily
long-term support (10.1.2), retirement homes for elderly persons (10.2.1).  Neither does it cover payments
to patients for loss of income due to hospitalisation (10.1.1).

The group includes medicaments, prostheses, medical appliances and equipment and other health-related
products supplied to hospital patients.  It also includes non-medical expenditure of hospitals on
administration, non-medical staff, food and drink, accommodation (including staff accommodation), etc.

07.3.1  General hospital services

− Provision of general hospital services;

− Administration, inspection, operation or support of hospitals that do not limit their services to a
particular medical speciality.

Excludes:  medical centres not under the direct supervision of a qualified medical doctor (07.3.3).

07.3.2  Specialised hospital services

Specialised hospitals differ from general hospitals in that their services are limited to treatment of a
particular condition, disease, or class of patient, for example, diseases of the chest and tuberculosis,
leprosy, cancer, oto-rhino-laryngology, psychiatry, obstetrics, paediatrics and so forth.

− Provision of specialised hospital services;

− Administration, inspection, operation or support of hospitals that limit their services to a particular
medical speciality.

Excludes:  maternity centres not under the direct supervision of a qualified medical doctor (07.1.3).
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07.3.3  Medical and maternity centre services

− Provision of medical and maternity centre services;

− Administration, inspection, operation or support of medical and maternity centre services.

07.3.4  Nursing and convalescent home services

Nursing and convalescent homes provide in-patient services to persons recovering from surgery or a
debilitating disease or condition that requires chiefly monitoring and administering of medicaments,
physiotherapy and training to compensate for loss of function or rest.

− Provision of nursing and convalescent home services;

− Administration, inspection, operation or support of nursing and convalescent home services.

Includes:  institutions serving old people in which medical monitoring is an essential component;
rehabilitation centres providing in-patient health care and rehabilitative therapy where the objective is to
treat the patient rather than to provide long-term support.

07.4  Public Health Services

07.4.1  Public health services

− Provision of public health services;

− Administration, inspection, operation or support of public health services such as blood-bank
operation (collecting, processing, storing, shipping), disease detection services (cancer,
tuberculosis, venereal disease), prevention services (immunisation, inoculation) and so forth;

− Preparation and dissemination of information on public health matters.

Includes:  public health services delivered by special teams to groups of clients, most of whom are in good
health, at work places, schools or other non-medical settings;  public health services not connected with a
hospital, clinic or practitioner;  public health services not delivered by medically qualified doctors;  public
health service laboratories.

Excludes:  medical analysis laboratories (07.2.4);  laboratories engaged in determining the causes of
disease (07.5.1);  family planning services (10.4.1).

07.5  R&D Health

07.5.1  R&D Health

− Administration and operation of government agencies engaged in applied research and experimental
development related to health;

− Grants, loans and subsidies to support applied research and experimental development related to
health undertaken by non-government bodies such as research institutions and universities.

Excludes:  basic research (01.4.1)
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07.6  Health N.E.C.

07.6.1  Health n.e.c.

Administration, operation or support activities relating to health that cannot be assigned to (07.1), (07.2),
(07.3), (07.4) or (07.5);  activities such as formulation, administration, co-ordination and monitoring of
over-all health policies, plans, programmes and budgets;  preparation and enforcement of legislation and
standards for the provision of health services, including the licensing of medical establishments and
medical and para-medical personnel;  production and dissemination of general information, technical
documentation and statistics on health.

10.  Social Protection

Government outlays on social protection include expenditures on services and transfers provided to
individual persons and households and expenditures on services provided on a collective basis.
Expenditures on individual services and transfers are allocated to groups (10.1) through (10.7);
expenditures on collective services are assigned to groups (10.8) and (10.9).

Collective social protection services are concerned with matters such as the formulation and
administration of government policy;  formulation and enforcement of legislation and standards for
providing social protection;  and applied research and experimental development into social protection
affairs and services.

The social protection functions and their definitions are based on the 1996 European System of integrated
Social Protection Statistics (ESSPROS) of the Statistical Office of the European Communities (Eurostat).
ESSPROS also covers health, but here it is covered in Division 07.

10.1  Sickness and Disability

10.1.1  Sickness

− Provision of social protection in the form of cash benefits or benefits in kind that replace in whole
or in part loss of earnings during a temporary inability to work due to sickness or injury;

− Administration and operation of such social protection schemes;

− Cash benefits, such as flat rate or earnings-related sick leave payments, miscellaneous payments
provided to help persons temporarily unable to work due to sickness or injury;

− Benefits in kind, such as assistance with daily tasks provided to persons temporarily unable to work
due to sickness or injury (home help, transport facilities, etc.).

Excludes:  medical goods and services provided to persons temporarily unable to work due to sickness or
injury (07.1), (07.2) or (07.3).

10.1.2  Disability

− Provision of social protection in the form of cash benefits or benefits in kind to persons who are
fully or partially unable to engage in economic activity or lead a normal life due to a physical or
mental impairment that is either permanent or likely to persist beyond a minimum prescribed
period;
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− Administration, operation or support of such social protection schemes;

− Cash benefits include disability pensions, early retirement benefits due to reduced capacity to work,
care allowances, allowances paid to disabled persons undertaking work adapted to their condition or
undergoing vocational training, other periodic or lump-sum payments paid to disabled persons for
social protection reasons;

− Benefits in kind such as lodging and possibly board provided to disabled persons in appropriate
establishments, assistance provided to disabled persons to help them with daily tasks (home help,
transport facilities etc.), allowances paid to the person who looks after the disabled person,
vocational and other training provided to further the occupational and social rehabilitation of
disabled persons, miscellaneous services and goods provided to disabled persons to enable them to
participate in leisure and cultural activities or to travel or to participate in community life.

Excludes:  medical goods and services provided to disabled persons (07.1), (07.2) or (07.3).

10.2  Old Age

10.2.1  Old age

− Provision of social protection in the form of cash benefits and benefits in kind against the risks
linked to old age (loss of income, inadequate income, lack of independence in carrying out daily
tasks, reduced participation in social and community life, etc.);

− Administration and operation of such social protection schemes;

− Cash benefits such as old age pensions, anticipated old age pensions, partial retirement pensions,
care allowances, other periodic or lump-sum payments paid upon retirement or on account of old
age;

− Benefits in kind such as lodging and sometimes board provided to elderly persons either in
specialised institutions or staying with families in appropriate establishments, assistance provided to
elderly persons to help them with daily tasks (home help, transport facilities etc.), allowances paid
to the person who looks after an elderly person, miscellaneous services and goods provided to
elderly persons to enable them to participate in leisure and cultural activities or to travel or to
participate in community life.

Includes:  pension schemes for military personnel and for government employees.

Excludes:  medical goods and services provided to elderly persons (07.1), (07.2) or (07.3).

10.3  Survivors

10.3.1  Survivors

− Provision of social protection in the form of cash benefits and benefits in kind to persons who are
survivors of a deceased person (such as the person’s spouse, ex-spouse, children, grandchildren,
parents or other relatives);

− Administration and operation of such social protection schemes;

− Cash benefits include survivors’ pensions, death grants, other periodic or lump-sum payments to
survivors;
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− Benefits in kind such as payments towards funeral expenses, miscellaneous services and goods
provided to survivors to enable them to participate in community life.

Excludes:  medical goods and services provided to survivors (07.1), (07.2) or (07.3).

10.4  Family And Children

10.4.1  Family and children

− Provision of social protection in the form of cash benefits and benefits in kind to households with
dependent children;

− Administration, operation or support of such social protection schemes;

− Cash benefits such as maternity allowances, birth grants, parental leave benefits, family or child
allowances, other periodic or lump-sum payments to support households and help them meet the
costs of specific needs such as those of the lone parent families or families with handicapped
children;

− Benefits in kind such as shelter and board provided to pre-school children during the day or part of
the day, financial assistance towards payment of a nurse to look after children during the day,
shelter and board provided to children and families on a permanent basis (orphanages and foster
families etc.), goods and services provided at home to children or to those who care for them,
miscellaneous services and goods provided to families, young people or children (holiday and
leisure centres).

Includes:  family planning services.

Excludes:  medical goods and services provided to mothers, mothers-to-be and children (07.1), (07.2) or
(07.3).

10.5  Unemployment

10.5.1  Unemployment

− Provision of social protection in the form of cash benefits and benefits in kind to persons who are
capable of work, available for work but are unable to find suitable employment;

− Administration, operation or support of such social protection schemes;

− Cash benefits such as full and partial unemployment benefits, early retirement benefits paid to older
workers who retire before reaching standard retirement due to unemployment or job reduction
caused by economic measures, allowances to targeted groups in the labour force who take part in
training schemes intended to develop their potential for employment, redundancy compensation,
other periodic or lump-sum payments to the unemployed, particularly the long-term unemployed;

− Benefits in kind, such as mobility and resettlement payments, vocational training provided to
persons without a job or retraining provided to persons at risk of losing their job, accommodation,
food or clothes provided to unemployed persons and their families.

Excludes:  medical goods and services provided to unemployed persons (07.1), (07.2) or (07.3).
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10.6  Housing

10.6.1  Housing

− Provision of social protection in the form of benefits in kind to help households meet the cost of
housing (recipients of these benefits are means tested);

− Administration, operation or support of such social protection schemes;

− Benefits in kind, such as payments made on a temporary or long-term basis to help tenants with rent
costs, payments to alleviate the current housing costs of owner-occupiers (that is to help with
paying mortgages or interest), provision of low-cost or social housing.

10.7  Social Exclusion N.E.C.

10.7.1  Social exclusion n.e.c.

− Provision of social protection in the form of cash benefits and benefits in kind to persons who are
socially excluded or at risk of social exclusion (such as persons who are destitute, low-income
earners, immigrants, indigenous people, refugees, alcohol and substance abusers, victims of
criminal violence, etc.);

− Administration and operation of such social protection schemes;

− Cash benefits such as income support and other cash payments to the destitute and vulnerable
persons to help alleviate poverty or assist in difficult situations;

− Benefits in kind such as short-term and long-term shelter and board to destitute and vulnerable
persons, rehabilitation of alcohol and substance abusers, services and goods to help vulnerable
persons such as counselling, day shelter, help with carrying out daily tasks, food, clothing, fuel, etc.

Excludes:  medical goods and services provided to persons who are socially included or at risk of social
exclusion (07.1), (07.2) or (07.3).

10.8  R&D Social Protection

10.8.1  R&D Social protection

− Administration and operation of government agencies engaged in applied research and experimental
development related to social protection;

− Grants, loans and subsidies to support applied research and experimental development on subjects
related to social protection undertaken by non-government bodies such as research institutes and
universities.

Excludes:  basic research (01.4.1).

10.9  Social Protection N.E.C.

10.9.1  Social protection n.e.c.

− Administration, operation or support activities relating to social protection affairs and services that
cannot be assigned to (10.1), (10.2), (10.3), (10.4), (10.5), (10.6), (10.7) or (10.8);  activities such as
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formulation, administration, co-ordination and monitoring of over-all social protection policies,
plans, programmes and budgets;  preparation and enforcement of legislation and standards for the
provision of social protection;  production and dissemination of general information, technical
documentation and statistics on social protection;

Includes:  provision of social protection in the form of cash benefits and benefits in kind to victims of
fires, floods, earthquakes and other peace-time disasters;  purchase and storage of food, equipment and
other supplies for emergency use in the case of peace-time disasters.

Source:  COFOG (1998h), Draft by the OECD Secretariat
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ANNEX 8.  MEDICAL CARE IN THE CLASSIFICATION OF INDIVIDUAL CONSUMPTION
BY PURPOSE (COICOP)

1. COICOP is one of four functional classifications included in the SNA 93.  COICOP is used to
classify a single kind of outlay - namely final consumption expenditure.  The following short
description of purpose and scope is provided in the Draft Introduction to Functional Classifications
(OECD, 1997e).

COICOP is used to classify “individual” consumption expenditures incurred by three institutional
sectors - households, private non-profit institutions serving households (NPISHs) and general
government.  Individual consumption expenditures are those which are made for the benefit of
individual persons or households.

In the 1993 SNA, the individual consumption expenditures of NPISHs and of general government are
termed “social transfers in kind” and are added to the consumption expenditures of households to
obtain an aggregate called “actual final consumption” of households. By bringing together the relevant
expenditures of households, NPISHs and general government, COICOP identifies the expenditures
that make up this aggregate and classifies them according to the purposes, or objectives, that they are
designed to achieve.

The new version of the Classification of Individual Consumption Expenditure Covering Individual
Consumption Expenditure by Households, Non-Profit Institutions Serving Households and General
Government (COICOP) will for the first time combine the former two distinct classifications COICOP
and COPNI.

COICOP is an integral part of the 1993 SNA, but it is intended also for  use in three other statistical
areas, namely:

- household budget surveys;

- consumer price indices;

- international comparison programmes (PPPs).

For all these uses the basic COICOP classification will need to be made more detailed by further
subdivision of the Classes but there are clear advantages, in terms of comparability between countries
and between statistics in these different areas, if the basic structure of COICOP is maintained.
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06.  HEALTH

This division also includes health services purchased from school and university health centres.

06.1  Medical Products, Appliances and Equipment

This group covers medicaments, prostheses, medical appliances and equipment and other health-related
products purchased by individuals, either with or without a prescription, usually from dispensing
chemists, pharmacists or medical equipment suppliers.  Such products supplied directly to out-patients by
medical, dental and paramedical practitioners or to in-patients by hospitals and the like are included in
out-patient services (06.2) or hospital services (06.3).

06.1.1  Medical products, appliances and equipment (ND)

− pharmaceutical products:  medicinal preparations, medicinal drugs, patent medicines, serums and
vaccines, vitamins and minerals, cod liver oil and halibut liver oil, oral contraceptives;

− other medical products:  clinical thermometers, adhesive and non-adhesive bandages, hypodermic
syringes, first-aid kits, hot-water bottles and ice bags, medical hosiery items such as elastic
stockings and knee-pads, condoms and other mechanical contraceptive devices.

− therapeutic appliances and equipment:  corrective eye-glasses and contact lenses, hearing aids, glass
eyes, artificial limbs and other prosthetic devices, orthopaedic braces and supports, orthopaedic
footwear, surgical belts, trusses and supports, neck braces, medical massage equipment and health
lamps, powered and unpowered wheelchairs and invalid carriages, “special” beds, crutches;

− repair of therapeutic appliances and equipment.

Includes:  dentures but not fitting costs.

Excludes:  hire of therapeutic equipment (06.2.3);  protective goggles, belts and supports for sport
(09.3.2);  veterinary products (09.3.4);  articles for personal hygiene such as medicinal soaps (12.1.3);
sun-glasses not fitted with corrective lenses (12.3.2).

06.2  Out-Patient Services

This group covers medical, dental and paramedical services delivered to out-patients by medical, dental
and paramedical practitioners and auxiliaries.  The services may be delivered at home or in individual or
group consulting facilities, dispensaries or the out-patient clinics of hospitals and the like.

Out-patient services include the medicaments, prostheses, medical appliances and equipment and other
health-related products supplied directly to out-patients by medical, dental and paramedical practitioners.

A distinction is made between the services provided by medical analyses laboratories and X-ray centres
and the services provided by medical and dental practitioners.  Usually it is the former who carry out the
tests and take the X-rays and the latter who interpret them.  Fees for the taking of tests and X-rays by
medical analysis laboratories and X-ray centres are included under (06.2.3);  fees for interpretation are
included under (06.2.1) and (06.2.2) as appropriate.  However, fees for medical analyses, such as
cardiological and echographical examinations, and X-rays, such as dental X-rays, which may be
undertaken by medical and dental practitioners themselves are included under (06.2.1) or (06.2.2).
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Medical, dental and paramedical services provided to in-patients by hospitals and the like are included in
hospital services (06.3).

06.2.1  Medical Services (S)

− Consultations of physicians in general or specialist practice.

Includes:  services of oro-dental specialists.

Excludes:  services of practitioners of traditional medicine (06.2.3)

06.2.2  Dental services (S)

− Services of dentists, oral-hygienists and other dental auxiliaries.

Includes:  fitting costs of dentures.

Excludes:  dentures (06.1.1);  services of oro-dental specialists (06.2.1).

06.2.3  Paramedical services (S)

− Services of medical analysis laboratories and X-ray centres;

− services of freelance nurses and midwives;

− services of freelance acupuncturists, chiropractors, optometrists, physiotherapists, speech therapists,
etc.;

− medically-prescribed corrective-gymnastic therapy;

− out-patient thermal bath or seawater treatments;

− ambulance services;

− hire of therapeutic equipment.

Includes:  services of practitioners of traditional medicine.

06.3  Hospital Services

Hospitalisation is here defined to apply when the patient is accommodated for the duration of the
treatment.  Hospital day care and home-based hospital treatment are included as are hospices for
terminally ill persons.

This group covers the services of general and specialist hospitals, the services of medical and maternity
centres and nursing and convalescence homes which chiefly provide in-patient health care, and the
services of rehabilitation centres providing in-patient health care and rehabilitative therapy where the
objective is to treat the patient rather than to provide long-term support.

This group does not cover the services of facilities, such as medical cabinets, clinics and dispensaries,
devoted exclusively to out-patient care (06.2).  Nor does it include the services of retirement homes for
elderly persons, institutions for disabled persons and rehabilitation centres providing primarily long-term
support (12.4.1).
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Hospital services include the medicaments, prostheses, medical appliances and equipment and other
health-related products supplied directly to hospital in-patients.  They also include the non-medical
expenditure of hospitals on administration, non-medical staff, food and drink, accommodation, etc.

06.3.1  Hospital services (S)

− Hospital services comprise the provision of the following services to hospital in-patients:

− Basic services:  administration;  accommodation;  food and drink;  supervision and care by non-
specialist staff (nursing auxiliaries);  first-aid and resuscitation;  ambulance transport;  provision
of medicines and other pharmaceutical products;  provision of therapeutic appliances and
equipment.

− Medical services:  services of physicians in general or specialist practice, of surgeons and of
dentists;  medical analyses and X-rays;  paramedical services such as those of nurses, midwives,
pedicures, chiropractors, optometrists, physiotherapists, speech therapists, etc.

12.5  Insurance

Service charges for insurance are classified by type of insurance, namely:  life insurance and non-life
insurance (that is, insurance in connection with the dwelling, health, transport, etc.).  Service charges for
multi-risk insurance covering several risks should be classified on the basis of the cost of the principal risk
if it is not possible to allocate the service charges to the various risks covered.

12.5.3  Insurance connected with health (S)

Service charges for private sickness and accident insurance.


