
 

 

SHA 2011 

Why? 

What’s New? 

What are the Challenges? 

 

Ravi Rannan-Eliya  
 

MALAYSIA NATIONAL HEALTH ACCOUNTS SEMINAR 2017 

March 13, 2017 

Putrajaya 



Why standards? 

Why classifications? 
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Origins of the “System of Health 

Accounts” (SHA) 
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Pre-SHA 

No standards 

– Ad-hoc national standards & international frameworks 

– Lack of comparability in international estimates 

– Realization in OECD that lack of comparability of numbers 

limited policy learning from each other 

2000 

OECD System of Health Accounts (SHA) 

– First international standard 

– Developed by OECD primarily to facilitate collection of 

comparable statistics from OECD members 

– Recommended by WHO for international reporting 



A “System of Health Accounts” OECD 

(SHA 1.0) 

Developed by OECD: 

• To provide standard reporting 

tables for OECD (international) 

comparison 

• To provide an internationally 

harmonised boundary for health 

care activities 

• To provide a consistent 

framework for analysing health 

systems 

• To provide a rigid framework for 

building NHA to permit 

consistent reporting over time 



Features of OECD SHA 1.0 

• Provides explicit and 

comprehensive boundary of 

health and health-related 

production 

• Analyzes health expenditures in 

three dimensions: sources, 

providers and functions 

• Detailed sets of classifications 

for the uses of spending: 

providers and functions 

• Linkages with other international 

classifications, including SNA 

• Basis for adaptation to meet 

specific national requirements 
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Why classifications?  

• Description and comparison demand the ability to 

categorize consistently 
 

• Classification critical to defining what is health 

spending 
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Classification of Functions  

• HC.1 Inpatient curative care 

–  HC.1.1 Inpatient curative care 

–  HC.1.2 Day curative care 

–  HC1.3 Outpatient curative care 

–  HC1.4 Home-based curative care 

• HC.2 Rehabilitative care 

• HC.3 Long-term care 

• HC.4 Ancillary services 

• HC.5 Medical goods  

• HC.6 Preventive care 

• HC.7 Governance, and health systems and financing 

administration 

• HC.9 Other healthcare services n.e.c. 

 SHA 1.0 / SHA 2011 



Health-Related Functions 

• HC.R.1 Capital formation of health providers 

• HC.R.2 Education and training of health personnel 

• HC.R.3 Research and development in health 

• HC.R.4 Food, hygiene and drinking water control 

• HC.R.5 Environmental health 

• HC.R.6 Administration and provision of social services in-

kind to assist living with disease and impairment 

• HC.R.7 Administration and provision of health-related cash-

benefits 

 SHA 1.0 



ICHA-HC key elements 

• Defines functional boundaries of health care 

• Basic breakdowns of health functions 

– core health activities vs. health-related activities 

– personal services vs. collective services 

– curative vs.  preventive services 

– Inpatient vs. outpatient 

– current vs. capital 

• Totals for health reporting 

– Total Current Expenditure on Health (HC.1-7) 

– Total Expenditure on Health (HC.1-7 + HC.R.1) 

– General Expenditure on Health (HC.1-7 + HC.R.1-7) 

 SHA 1.0 



General 

Expenditure 

on Health 

(GEH) 

Total 

Expenditure 

on Health 

(TEH) 

Total 

Current 

Expenditure 

on Health 

HC.1 Services of curative care 

HC.2 Services of rehabilitative care 

HC.3 Services of long-term nursing care 

HC.4 Ancillary services to health care 

HC.5 Medical goods dispensed to out-patients 

HC.6 Prevention and public health services 

HC.7 Health administration and health insurance 

 

 

HC.R.1 Capital formation 

HC.R.2 Education and training 

HC.R.3 Research and development 

HC.R.4 Food, hygiene and drinking water control 

HC.R.5 Environmental health 

HC.R.6 Social services in-kind  

HC.R.7 Health-related cash-benefits 

SHA 1.0: Reporting National Spending  

 SHA 1.0 



SHA 2011 

Why? 
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Why? 

1. Revision is normal for any classification system 

– E.g., International Classification of Disease (ICD) 

– Mistakes have to be corrected, ambiguities removed, new concepts 

included and adjustments made based on experience 

 

2. SHA 1.0 was felt to be limited in what it described 

– Concerns that it did not fully describe how money flowed and was 

managed within health system 

– Increasing interest to extend NHA to new questions such as 

disease or equity or links to the wider economy 

 

3. SHA was not “owned” by everyone 

– SHA 2011 is a joint product of OECD, WHO and Eurostat, unlike 

SHA 1.0 
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SHA 2011 

What’s New? 
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Current 

Expenditure 

on Health 

HC.1 Services of curative care 

HC.2 Services of rehabilitative care 

HC.3 Services of long-term nursing care 

HC.4 Ancillary services to health care 

HC.5 Medical goods dispensed to out-patients 

HC.6 Prevention and public health services 

HC.7 Health administration and health insurance 

 

 

HC.R.1 Capital formation 

HC.R.2 Education and training 

HC.R.3 Research and development 

HC.R.4 Food, hygiene and drinking water control 

HC.R.5 Environmental health 

HC.R.6 Social services in-kind  

HC.R.7 Health-related cash-benefits 

New boundary for national spending 

 SHA 1.0 > SHA 2011 



“New” overall framework 

Core 

Framework 



New classifications 

SHA 1.0 

• Health care by function (ICHA-HC) 

• Health care by provider industry (ICHA-HP) 

• Sources of healthcare financing (ICHA-HF) 

 

SHA 2011 

• Health care by function (ICHA-HC) 

• Health care by provider industry (ICHA-HP) 

• Health Financing Schemes (ICHA-HF) 

• Financing Agents (ICHA-FA) 

• Revenues of Health Financing Schemes (ICHA-FS) 

 SHA 1.0 > SHA 2011 



Key changes to primary classifications 

1. Capital investment no longer counted in grand total – tracked in 

separate capital account 

2. Preventive health expenditure classification reorganized 

3. Medicines distributed to outpatients 

– Change in definition of OTC from legal status of medicine to 

whether physician prescribed or patient initiated 
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SHA 2011 Financing Framework 
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1 REVENUES OF FINANCING SCHEMES 

1.1 Background 

7. A System of Health Accounts 2011 (SHA 2011), published by OECD, Eurostat and WHO in 

October 2011 aims to make health accounts adaptable to evolving health financing systems, further 

enhance cross-country comparability of health expenditures and financing data, and ultimately improve the 

information base for analytical use.  

8. Health financing systems have undergone considerable change. Better mobilisation and 

allocation of the resources necessary to meet current and future health needs of the population has led to 

the introduction of new mechanisms in the raising, pooling and purchasing functions, as well as more 

innovative institutional arrangements. The accounting framework for health care financing is a key 

component of SHA 2011 and was developed to allow for a systematic assessment of the financing flows 

through the health system comprising how finances are mobilised, managed and used, covering the 

financing arrangements (Financing schemes), the institutional units (Financing agents) and the revenue-

raising mechanisms (Revenues of financing schemes) (Figure 1). The aim is to enable health accountants 

and analysts to obtain a clear picture of health care financing and provide policy-relevant information 

concerning the structure and flows of funds.  

Figure 1. A graphical representation of the SHA 2011 financing framework 

 

Source: (SHA 2011) 

9. The different perspectives regarding the flow of revenues in the health sector are: where do the 

flows originate; where do the flows go; and what is the nature of the flows? There is a growing need to 

inform decision-making with respect to both existing and new potential ways of financing the health care 

system. Understanding the nature of the flows is important from the perspective of both health and public 

finance policy. For example, a classification should make it possible to distinguish between public and 
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Revenues of financing schemes 

“Revenue is an increase in the funds of a health care financing 

scheme, through specific contribution mechanisms. The categories 

of the classification are the particular types of transaction through 

which the financing schemes obtain their revenues.” 

 

Types 

• Government transfers (from budget) 

• Government from foreign sources 

• Social insurance contributions 

• Other compulsory prepayments 

• Voluntary prepayments 

• Other domestic revenues 

• Direct foreign transfers 
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Spending by beneficiaries 

Aim: Disaggregate spending by type of recipient 

 

Types 

• Age/sex 

• Disease/condition 

• Socioeconomic status/income group 

• Geographical region 

 

• But only general guidance provided, No definitive classifications! 
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 Is this a big, really difficult change? 
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Short Answer 

NO !   
 

• Current expenditure on health should not change 

• The core framework is basically the same  

– We still have to split spending by sources (schemes), providers and 

functions 

– Only minor changes in the classifications and labels 

• Elements of the extended framework are optional and not 

essential to implement SHA 2011 

 

• OECD countries have typically implemented the core framework 

first, then gradually implemented some but not all elements of 

the extended framework 
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What are the challenges? 
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Key Challenges 
Core Framework 

• Changes in the detailed classification categories within the 

core framework 

– Requires careful review of classifications, data and methods 

– Likely identification of some new data sources and methods where 

changes have occurred 

• Maintaining continuity of existing time series 

– Important for policy makers 

– New data sources/methods should be back-estimated, but can take 

time when data are old, and may require adjustments when data 

cannot be accessed 

• Maintaining SHA 1.0 time series 

– May want to produce SHA 1.0 in parallel with SHA 2011 during 

transitional period. What OECD countries generally have done.  

– Requires extension of database to allow dual/triple reporting 
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SHA 

2011 
Changes in 

provider 

classification 

are minor 



SHA 2011 
Changes in 

functions 

classification are 

small: 

- Specialized vs. 

general IP care 

- Some additional 

detail to LTC 

- Explicit 

recognition that 

traditional 

medicine is 

counted 



SHA 2011 
Largest changes in functions classification are in categorization of preventive 

care 

- MCH, School health, communicable disease prevention, etc remapped to 

new modalities, but still remain 



SHA 2011 
Changes in 

financing 

sources/schemes 

classification: 

 

Public/Private >> 

Compulsory/Volunt

ary 



Key Challenges 
Core Framework 

Maintaining continuity of existing time series 

• Important for policy makers 

• New data sources/methods should be back-estimated 

 

Practical problems 

• Often data for new methods cannot be traced back to beginning 

of time series. Data no longer archived, or no longer possible to 

collect primary data.  

• May need to extrapolate new data sources backwards using 

older data as guide 
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Key Challenges 
Core Framework 

Maintaining SHA 1.0 time series 

• May want to produce SHA 1.0 in parallel with SHA 2011 during 

transitional period. What OECD countries generally have done.  

• Requires extension of database to allow dual/triple reporting 

 

Policy makers/users may be confused by change in totals 

• Needs careful preparation of users 

• Having parallel time series using SHA 1.0/old framework will be 

helpful 

• SHA 1.0 Current Expenditure = SHA 2011 Current Expenditure, 

so SHA 1.0 TEH can be computed by simply maintaining 

tracking of capital spending 

• Parallel time series also valuable to allow continued comparison 

with other countries still reporting SHA 1.0 
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Key Challenges 
Extended Framework 

Revenues of financing schemes 

• Requires careful review of classifications, data and methods 

• Likely identification of some new data sources and methods 

where changes have occurred 

 

In practice 

• In many cases, trivial to do 

• Revenues of government largely taxes 

• Revenues of social insurance/private insurance schemes 

require separating premium sources 
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Key Challenges 
Extended Framework 

Beneficiaries 

• Requires combining micro data analyses with NHA results 

• Separate micro data sets required for SES/income groups 

(“Equity analyses”) and disease/age/sex. 

 

In practice 

• Involves methods/expertise already available in other groups 

• Challenge is to combine NHA core work with collaborative work 

with other groups 

• For Malaysia, most of the relevant work already exists 
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Expenditure on inpatients by disease 

groups and age 2013 (RM million) 
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