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Extract from ‘Our health, our care, our say: a new direction for 
community services’ 

6.33  An increased commitment to spending on prevention should be part 
of the shift in resources from secondary to primary and community care. 
The UK spend on prevention and public health is relatively low compared 
to that of other advanced economies. Again, the new incentives and 
drivers of the health reform programme, and the policy agenda of this 
White Paper, should lead local primary care services and PCTs to 
increase their spend on prevention. 

6.34  This is something that PCTs should be monitoring. At present, 
though, the definition and measurement of spend on prevention are not 
easy to apply. Spend on prevention and spend on public health should be 
separated more clearly. International and UK definitions of preventative 
and public health spend are not aligned, and issues like service quality are 
not adequately captured. So we will: 

·  establish an expert group to develop robust definitions and 
measures of preventative health spending, to report later in 2006; 

 
·  implement these recommendations, to ensure that we have good 

data on preventative spend, for both PCT and international 
comparisons;  

 
·  use these data, and evidence on the prevention outcomes for the 

UK, to look at establishing a 10-year ambition for preventative 
spending, based on a comparison with other OECD countries.  

 
 

Department of Health 
 

Published:  30 January 2006 
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Abstract 
 
Objective:  to report on the definitions and measures of preventative health spending and to 
make recommendations to Health England: a national reference group for health and 
wellbeing, to ensure the availability of robust data on preventative health spending for both 
national and international comparisons. 
 
Background:  the report describes the definitions of health, wellbeing, prevention, health 
promotion and public health and the measures and systems of measuring preventative health 
spending. 
 
Methods:  an analysis of the literature on preventative health spending and a comparative 
analysis of the definitions, measures and systems of measuring preventative health spending 
were undertaken. 
 
Results:  Using different definitions and measuring systems, the percentage of total health 
spending spent on preventive health measures was reported as 1.8 % UK,  2.3 % OECD 
average (Organisation for Economic Co-operation and Development 1999/00),  1.9 % 
England (National Programme Budget Project 2005/06) and 3.35 % Primary Care Trust 
(Milton Keynes PCT 2005/06). 
 
Conclusions: 
 
Definitions: 
Preventative interventions in health & social care are just one element of the wider 
contribution to improving wellbeing.  The definition of a preventative intervention should be 
broad enough to capture the range of interventions that promote wellbeing.  The definition of 
preventative health spending should be narrower in order to ensure that it can be reliably 
costed. 
 
A proposed definition of a preventative intervention: a clinical, social, behavioural, 
educational, environmental, fiscal or legislative intervention designed to reduce the risk of 
illness, disability or premature death and to promote physical, social, emotional and 
psychological wellbeing. 
 
A proposed definition of preventative health spending: the total public & private spend on 
primary & secondary prevention, health promotion, family planning, school health services, 
national screening programmes, public health programmes for communicable and non-
communicable disease, epidemiological surveillance and public health administration, in the 
health or social care sectors. 
 
System of measures: 
For international comparison of preventative health spend, the OECD System of Health 
Accounts should be used.  For PCT comparison, an enhancement of the National Programme 
Budget system should be developed. 
 
Measures: 
Cost minimisation measures: for International comparison, expenditure on prevention as a % 
of total (public & private) health spend should be used.  For PCT comparison, spend on 
prevention as a % of total health spend should be used. 
 
Cost effectiveness measures:  the spend on preventative health and rate of change in Years of 
Life Lost before 75 years should be used. 
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Cost utility measures:  the spend on preventative health and Disability Adjusted Life Years / 
Quality Adjusted Life Year should be used. 
 
Recommendations: 
 
The English health care system should submit data to OECD using the System of Health 
Accounts.  This should be taken forward as a joint project between the Department of Health 
and the Office for National Statistics with invitations to the Northern Ireland, Scottish and 
Welsh Health Departments. 
 
A sub-group of the Expert Advisory Panel on Preventative Health Spending should take 
forward the development of a methodology for capturing preventative health spending from 
the programme budget categories. 
 
Health England should consider taking forward a pilot project with the Association of 
Directors of Social Services and the Association of Directors of Public Health in order to 
capture preventative health and social care spending in up to three PCT/ Unitary Authority 
localities.  This pilot project should also consider how the development of self-directed 
support in social care is likely to influence future preventative spending. 
 
 
Keywords: 
 
Preventive Medicine 
Primary Prevention 
Health Promotion 
Public Health 
Economics 
Health Economics 
Health Expenditures 
Health Care Costs 
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1.  Context 
 
In January 2006, the Department of Health published the White Paper ‘Our health, our care, 
our say: a new direction for community services’1.  The White Paper gave a strong emphasis 
to shifting healthcare resources to primary and community settings and also emphasised the 
importance of preventative healthcare. 
 
The White Paper stated:  ‘We must set out a new direction for health and social care services 
to meet the future demographic challenges we face. We must reorientate our health and social 
care services to focus together on prevention and health promotion. This means a shift in the 
centre of gravity of spending. We want our hospitals to excel at the services only they can 
provide, while more services and support are brought closer to where people need it most.’ 
 
‘Health and social care services will provide better prevention services with earlier 
intervention. GP practices and Primary Care Trusts (PCTs) will work much more closely with 
local government services to ensure that there is early support for prevention.’ 
 
It is acknowledged that the definitions and measurement of spend on prevention are not easy 
to apply and are not easily aligned internationally.  Therefore the White Paper announced that 
the Government would: 
 

·  establish an expert group to develop robust definitions and measures of preventative 
health spending, to report later in 2006; 

 
·  implement these recommendations, to ensure that we have good data on preventative 

spend, for both PCT and international comparisons;  
 

·  use these data, and evidence on the prevention outcomes for the UK, to look at 
establishing a 10-year ambition for preventative spending, based on a comparison with 
other OECD countries. 

 
In order to oversee this ‘shift of resources and culture towards prevention across the whole 
health care system’, the White Paper also announced that ‘the accessibility and use of the 
evidence base for interventions that support health and well-being will be overseen through a 
new National Reference Group for Health and Wellbeing’.  It is intended that this report on 
‘definitions and measures of preventative health spending’ will be received by the National 
Reference Group for Health and Wellbeing (NRGHWB). 
 

2.  Objectives 

2.1  Question to be addressed 

 
What definition of preventative health spending should be used by the Department of Health 
and what systems and measures of preventative health spending should be used in order to 
ensure that both Primary Care Trust and International comparisons of spending can be made ? 
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2.2  Objective 
 
to report on the definitions and measures of preventative health spending and to make 
recommendations to the National Reference Group for Health and Wellbeing to ensure the 
availability of robust data on preventative health spending for both national and international 
comparisons. 
 

2.3  Description of the task 
 

·  Review the definitions of preventative health spending 
·  Investigate existing systems for comparing preventative health spending 
·  Compare and contrast these systems 
·  Establish the measures being used to compare preventative health spending 
·  Establish outcome measures for comparing the effectiveness of preventative health 

spending 
·  Present data on the comparison of preventative health spending 
·  Make recommendations to the NRGHWB for ensuring that we have good data for 

both PCT and International comparisons 
 

3.  General Background 

3.1  Prevention 
 
Over the last century, health problems in developed countries have changed. There are many 
less cases of serious infectious diseases and of those that do occur, many are curable. 
However chronic diseases, diseases of old age and cancers have become more common and 
many are still increasing. This is in a large part due to behavioural and environmental factors 
which are potentially reversible. Although some of these “modern” diseases can be cured, 
modern medical technologies are more likely to reduce their effects or slow down their 
progression than to cure them altogether. It has therefore become increasingly recognised that 
a greater emphasis should be placed on prevention. 
 
Much effort has been put into the prevention of infectious diseases through immunisation 
programmes and through sanitation and environmental measures relating to the quality of 
drinking water and food. Several screening programmes have also been introduced which 
mainly aim at secondary prevention of cancers by diagnosing them at an early stage when 
they can be effectively treated. There are many other aspects of prevention, particularly 
relating to chronic diseases and diseases of old age. These prevention measures are not as well 
defined as immunisation and screening programmes, and although they are in place to some 
extent in most developed countries, they are not as well advanced, organised or resourced. 
The belief is that, as we know more about the causes of these ‘modern’ diseases and because 
they are largely related to factors that are reversible or preventable, societies should be putting 
more resources into their prevention. 
 
In order to do this effectively it is essential to understand what is meant by prevention, which 
diseases can be prevented and what interventions have been proven to be effective and cost-
effective. It is also necessary to have a baseline understanding of what is already being done 
and what resources are being put into this type of work in order to understand the gaps. 
Understanding the variations across the country and between developed countries will also 
help to ensure that resources are targeted in an equitable way and according to need, so as not 
to widen inequalities in health. 
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4.  Specific Background 

4.1  Prevention in relation to health and well being 
 
In order to quantify the spend on prevention, the definition of ‘prevention’ and ‘health and 
well being’, must first be agreed. The White Paper ‘Our health, our care, our say’ 
acknowledges that prevention encompasses a vast array of activities. For example it 
highlights building good health and a healthy lifestyle from the beginning of an individual’s 
life, strengthening antenatal, postnatal and health and early years’ services and involving a 
range of local authority services such as housing, transport, leisure, community safety and 
social care in order to improve well-being. This highlights that prevention in its broadest, 
most comprehensive sense was considered relevant. This also fits with a wider public health 
perspective of the determinants of health. 
 
However it must be remembered that the purpose of defining prevention in this report is so 
that spend on prevention can be quantified and compared over time, between PCTs and 
between countries. Therefore principles that might be considered pertinent to the agreement 
of a definition of prevention for the purposes of this work include:  
 

·  That it is broad enough to be meaningful in public health terms 
·  That it is detailed enough to allow uniformity in data collection between areas of the 

UK and between countries which have different and changing health care systems and 
funding systems 

·  That it is detailed enough to allow uniformity from year to year when funding 
systems for health and other services may change over the years. 

·  That it can be realistically measured in a meaningful way. 
·  That it is possible to break down the data so that spend, as well as need and outcomes, 

can be measured in specific areas of morbidity or specific programmes of activity 
which have been chosen as priorities. 

·  That consideration should be given to definitions that are already being used by 
systems that are collecting comparative data on preventative health spending. 

 
Hence, although in public health terms the broader the definition of prevention the better, the 
practicalities may necessitate a narrower definition or a definition that is explicitly broadened 
over time as data collection systems are put into place that allow the relevant data to be 
collected. For example it might be agreed that occupational health data is excluded at the start 
of this work but included at some point in the future. 
 
In order to agree on a definition it is important to understand the different definitions that are 
already in use.  These examples are summarised in the following sections, together with their 
advantages and disadvantages of using them for the purpose of measuring preventative health 
spending. 
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4.2  Defining Health, Wellbeing and Prevention 
 
The broadest definitions relating to health and well being are described first. This includes 
health, wellbeing, public health, health promotion and prevention, as all overlap to some 
extent. Not all definitions are included but a selection of examples are highlighted in order to 
give an idea of the scope of the work. The broader definitions are then followed by definitions 
that are more specific and possibly also more practical for the purposes of this report. The 
more useful definitions are later compared in a table against the principles described above 
relating to what will comprise a useful definition for the purposes of this work. 

 

4.2.1  Health 
 
1. WHO 1946: 

The WHO definition of health is “a state of complete physical, psychological and social 
well-being and not simply the absence of disease or infirmity”. To use this in order to 
define prevention with respect to health and well being is helpful in that it provides a very 
broad definition which is pertinent in public health terms. However it is not specific 
enough for the collection of data on spending. 

 

4.2.2  Wellbeing 
 
1. Stanford Encyclopaedia of Philosophy, 2005, Roger Crisp2:  

In philosophy, well being is most commonly used to describe what is non-instrumentally 
or ultimately good for a person, and amounts to the notion of how well a person’s life is 
going for that person. Thus although the popular use of wellbeing tends to refer to health, 
it could be construed as much broader than that, with health being just one constituent of 
wellbeing. 

 
2. “Wellbeing and Sustainable Development”3: 

This paper summarises the outcomes from four Department for Environment, Food and 
Rural Affairs (Defra) research projects on wellbeing commissioned in February 2005 to 
inform policy discussions. It discusses wellbeing as having four different dimensions, 
including preference satisfaction (fulfilling desires – the dominant approach amongst 
economists), flourishing (autonomy, personal growth, life purpose, etc), subjective 
wellbeing (how we feel, think and assess our lives) and objective lists (wealth, health, 
etc). Another approach discussed is the extent to which both physical and psychological 
needs are satisfied. One suggested tool for measuring wellbeing is a global measure of life 
satisfaction. A summary discusses the use of the concept in policy making in many 
departments and organisations including DCMS, Defra, DfES, DfD, DfT, DH, DWP, 
Environment Agency, Natural England, HMRC, Home Office and the MOD.4  There is 
also a summary of the evidence from 150 papers on factors that influence wellbeing.5 
These include income, attitudes and beliefs, relationships, personal and socially 
developed characteristics, the environment. Thus wellbeing is seen as much wider than 
just health and is important to many government departments and organisations. 
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3. “Mental Health and Well-being in the South East”6: 

J Nurse and J Campion, for CSIP, SEPHO and DH, have developed a dynamic model of 
well-being for mental health work which could be used for other purposes. This is 
summarised in two diagrams from the report (Figure 1 and 2). In the report, the term 
‘well-being’ is defined as: 
 

·  Being at ease with oneself 
·  Having a sense of purpose, meaning and fulfillment in one’s life; 
·  Experiencing positive emotions and having the resilience to deal with life’s 

difficulties; 
·  Belonging to a respectful community; 

 
 

Fig 1: A Dynamic Model for Well-Being 

Source: J Nurse, J Campion6 
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Fig 2: Application of the Dynamic Model of Wellbeing to Mental Health 
 

 
 
Source: J Nurse, J Campion6 

 
 

4.  “Emotional wellbeing and its relation to health”7: 
This British Medical Journal editorial discusses wellbeing as consisting of physical 
wellbeing, social wellbeing and emotional/psychological/mental wellbeing. The word 
used for the third dimension appears to vary because, for example, lay people prefer 
the term “psychological” to “mental”. Thus again the scope of the term wellbeing is 
very wide. However, this paper emphasises the importance of this last aspect of 
wellbeing for health because of an increasing body of epidemiological, social science 
and experimental research which suggests that initiatives which aim to promote 
physical wellbeing to the exclusion of mental and social wellbeing may be doomed to 
failure, even though the NHS has traditionally given precedence to promoting 
physical wellbeing. 
 

5. “Measuring impact: Improving the health and wellbeing of people in mid-life and 
beyond”8: 
This report by NICE does not specifically define wellbeing but instead is centred 
around the wider determinants of health including healthy environments (physical, 
economic and social conditions), healthy lifestyles (personal behavioural choices that 
increase or decrease the risk of ill health) and health services (appropriate provision 
and use). It thus appears to concentrate on aspects of wellbeing that more directly 
influence health than some of the broader definitions in examples above, and this may 
also be appropriate for the NRGHWB. It does not include wider aspects such as 
attitudes and beliefs, autonomy, personal development, life purpose, except in so far 
as a recognition that they influence health. 
 

6. Investing in Wellbeing:  An analytical framework9: 
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This New Zealand Treasury project was engaged in identifying cost-effective 
interventions to improve outcomes for children and young adults in order to maximise 
the value of government expenditures across the social sector. The central aim of the 
paper was to provide an empirically-robust framework to compare intervention across 
a range of social sectors.  In the report wellbeing is not defined.  Rather, interventions 
that are intended to prevent or ameliorate adverse outcomes can be viewed as 
improving wellbeing.  The precise way in which wellbeing is improved depends on 
the nature of the outcome being addressed. 
 

7. There are many other reports that have discussed wellbeing but have not defined it 
and have only covered those aspects of wellbeing relevant to the purposes of the 
report, e.g. relevant to health10,11, social wellbeing9, etc. 
 
In summary, most definitions of wellbeing are very wide, as illustrated particularly by 
12 and 23 above. It consists of several component parts, of which health is only one 
component. The wider determinants of health, such as social and emotional factors 
are other aspects of wellbeing, but there are also many other aspects of wellbeing 
which are not, or not as closely, related to health (such as attitudes, beliefs, personal 
development, life purpose, etc). Many government departments and organisations 
influence wellbeing in its widest sense4 and many are undertaking work relating to it. 
 

4.2.3  Public Health 
 
1. Oxford Handbook of Public Health Practice12 

Public Health is defined as “The science and art of preventing disease, prolonging life 
and promoting health through the organised efforts of society”. 

 
2. Wanless Report “Securing Good Health for the Whole Population”13 

The Report quotes Elizabeth Blackwell , the first woman doctor (1821 – 1910) as 
saying that “…we must be watchmen, guardians of the life and health of our 
generation …”. Wanless defines Public Health as “the science and art of preventing 
disease, prolonging life and promoting health through the organised efforts and 
informed choices of society, organisations, public and private, communities and 
individuals.” This goes further than the public health definition above in being 
explicit that efforts of individuals and communities and of private and public bodies 
should be included. 

 

4.2.4  Health Promotion 
 
1. Oxford Handbook of Public Health Practice14 

Health promotion is defined as “the process of enabling people to exert control over, 
and improve their health”.  

 
2. Downie, Fyfe and Tannahill15  

These authors described Health Promotion as three spheres of activity, namely health 
education, health protection and prevention. This stresses that education and 
regulatory / protective roles are as important in promoting health and wellbeing as 
activities that are specifically defined as “prevention” such as immunisation and 
screening. 
 

 
There are numerous other definitions, particularly of health promotion, but those 
described above illustrate the concept. 
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The above definitions are helpful in that they are comprehensive and indicate the breadth 
of areas that should or could be included in this work. However, they are not very detailed 
or specific and hence present difficulties in helping to define areas for data collection with 
respect to spend on prevention. 
 
 

4.2.5  Prevention in relation to health and well being 
 
1. Textbook: Essential Public Health Medicine16: 

According to this much used textbook, prevention is “reducing the risk of disease, 
premature death, illness or disability or any other undesirable health event”. It 
includes primary, secondary and tertiary prevention as described below: 
 
Primary prevention: Aims to prevent the onset of disease by altering some factor e.g. 
in the environment, behaviour, etc. This covers, for example, immunisation 
programmes. 
 
Secondary prevention: Aims to halt the progression of disease once established by 
early detection followed by prompt effective treatment. This covers, for example, 
screening programmes. 

 
Tertiary prevention: Aims to rehabilitate people with established disease to minimize 
residual disabilities and complications and improve quality of life. 

 
This is a well-known and accepted definition of prevention. Whilst being broad, it is 
more detailed and hence can be useful in ensuring that the different aspects of 
prevention are included in our work. 

 
 

2. OECD (Organisation for Economic Co-operation and Development) 
 

Three projects from the OECD are described below: 
 

A) System of Health Accounts17 
 
The OECD has developed a System of Health Accounts (SHA) which provides a 
standard framework for producing a set of comprehensive, consistent and 
internationally comparable accounts to meet the needs of health analysts and policy-
makers. 
 
In the health accounts “prevention and public health” is defined as “services designed 
to enhance the health status of the population as distinct from the curative services, 
which repair health dysfunction. Typical services are vaccination campaigns and 
programmes.” The definition includes “activities of health care comprising the sum of 
activities performed either by institutions or individuals pursuing, through the 
application of medical, paramedical and nursing knowledge and technology the goal 
of promoting health and preventing disease”.  Note: “prevention and public health 
functions do not cover all fields of public health in the broadest sense of a cross-
functional common concern for health matters and public actions. Some of these 
broadly defined public health functions, such as emergency plans and environmental 
protection, are not part of the expenditure on health (but instead are classified as 
health related functions).” 
 
This definition is broad in the sense that it includes work done by individuals as well 
as public and private institutions. However, it focuses on “services” and “activities of 
health care”. It does not include other aspects of prevention such as government 
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taxation and regulatory policies e.g. tobacco, environment, housing, education, etc. 
Some of the areas that are not included are included under “health-related functions” 
and could be added to the data on prevention. These include food, hygiene and 
drinking water control and environmental health. Also, as discussed below, there are 
some problems with obtaining all the relevant data, particularly occupational health 
data. 
 
 
B) “Investment in population health in five OECD countries”18 
 
This OECD report divides prevention into 3 main areas defined as follows: 

 
·  Public health – “the systematic and organised responses of society to 

protecting the health of its population including disease surveillance systems, 
workforce development of public health officers, legislation and regulation, 
taxation and pricing policies, intelligence and research activities to monitor  
and identify emerging issues and potential health threats and patterns and 
trends in health status and interventions ….  such as organised population 
wide prevention and early detection services.” 

 
·  Population health – “looks at and acts upon the broad range of factors and 

conditions that determine health….explicit acknowledgement that socio-
economic conditions and the social and physical environment are key in 
determining people’s health and wellbeing ….. action across many sectors 
such as education and social support are necessary…” 

 
·  Health promotion – “broad range of interventions and programs designed to 

promote health and well being. While these may focus on behaviours and 
lifestyle and individual change, the approach goes much further than this…. 
includes advocacy for change, community development and support, and 
acknowledgement of the benefits of working in settings such as schools and 
workplaces and in collaboration across sectors. …. acknowledges the social, 
economic and political context in which people make lifestyle choices.” 

 
The report also discusses the range of measures that are effective in “promoting well 
being and good health and preventing illness and injury” which include: 
 

·  health education 
·  community participation 
·  policy development and co-ordination 
·  taxation and pricing policies 
·  regulation and mandating activities 
·  finance 
·  information and education 
·  research 

 
Thus this report of the OECD provides a much more comprehensive definition of 
prevention than in its System of Health Accounts. However, although the report set 
out to investigate spend in these areas it was unable to measure spend in any of the 
five countries looked at, even when focussing down on specific problems such as 
alcohol and falls in the elderly. This suggests that the definition may be too broad to 
be practical in measuring spend. 
 

 
C.  “Selecting indicators for the quality of health promotion, prevention and primary 
care at the health systems level in OECD countries”19: 
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This OECD report involved an expert panel developing a consensus on a list of 27 
indicators of quality. These are not comprehensive and do not cover all areas of 
health & wellbeing but are pragmatic. They are therefore not very helpful in defining 
prevention work. However, they do raise the issue that included in any definition 
should be: 

 
·  Health promotion activities that target major risk factors of disease at a 

population level through efforts to change behaviour e.g. smoking, nutrition, 
physical activity, sexual behaviour, etc. 

·  Preventive care such as vaccination, screening and prenatal care (organised 
population-directed services) 

·  Primary health care such as blood pressure checks, counselling re smoking 
cessation, etc (services offered to individuals for prevention) 

 
 

4.2.6  Prevention in relation to broad reviews of evidence 
 
Examples of broad reviews of evidence of effectiveness of preventative activities, which 
could be helpful in deciding on priority areas for targeting resources for prevention, include: 
 
1. The US Preventive Services Task Force20 has made recommendations for preventive 

services based on the strength of the available evidence of effectiveness. These include 
interventions such as aspirin for primary prevention of cardiovascular events, breast 
cancer screening, hepatitis B virus infection screening, etc.  

 
2. The Cochrane Collaboration, together with the Campbell Collaboration and the NHS 

Centre for Reviews and Dissemination have published a detailed review of evidence from 
systematic reviews of research relevant to implementing the “wider public” health 
agenda.21 This includes the evidence of effectiveness in a large number of areas including 
programmes that should reduce cancers, coronary heart disease and stroke, accidents, 
mental health problems and drug and alcohol problems. 

 

4.2.7  Prevention in relation to health care quality 
 
The OECD Health Care Quality Indicators (HCQI) Project is a large scale international 
initiative focused on the quality of health care.  The HCQI Project will eventually represent 
the largest effort, in terms of number of quality indicators and number of countries, to assess 
international health care quality that has ever been undertaken.22  

After extensive data comparability studies, the indicators recommended as suitable for use in 
an initial HCQI indicator set are: 

·  Breast Cancer Survival 
·  Mammography Screening  
·  Cervical Cancer Survival  
·  Cervical Cancer Screening  
·  Colorectal Cancer Survival  
·  Incidence of Vaccine Preventable Diseases  
·  Coverage for basic vaccination  
·  Asthma mortality rate  
·  Acute Myocardial Infarction 30-day case fatality rate  
·  Stroke 30-day case fatality rate  
·  Waiting time for femur fracture surgery  
·  Influenza vaccination for adults over 65  
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·  Smoking rates  

 
Of these 13 internationally developed quality indicators, four relate to preventative 
interventions (screening, immunisation), one to outcomes of preventative intervention 
coverage (incidence of vaccine preventable disease) and one to preventable behaviour 
(smoking rates). 
 

4.3  Measures of Preventative Health Spending 
 
When deciding the best measures to apply to preventative health spending, the desirable needs 
to be balanced against the practical in terms of what data can be reliably collected both now 
and in the future.  Ideally the data collected should be consistent with the agreed definition of 
prevention. It should also be possible to break down the data so that spend, as well as need 
and outcomes, can be measured in specific areas of morbidity or specific programmes of 
activity which have been chosen as priorities. 
 
Having agreed a definition of prevention and the most appropriate methods of data collection, 
it is also necessary to decide how the amount spent is presented, or the units that are to be 
used. 
 

4.3.1  Cost Minimisation measures 
 
The White Paper “Our Health, Our Care, Our Say” uses two ‘cost minimisation’ measures of 
preventative health spend – expenditure per capita and expenditure as a percentage of the total 
health spend in the country. The range of possibilities include: 
 

·  Measures that are most meaningful to government budgeting systems, for example: 
 

o those used in programme budgeting23 in order to allow money to be moved 
from one programme to another  e.g. £s spent on each disease area by PCT 

o spend as a percentage of total health spend 
 

·  Measures that are used internationally and hence allow international comparisons to 
be made, for example: 

 
o spend as a percentage of Gross Domestic Product (GDP)  
o spend per capita 
o spend as a percentage of total health spend 
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4.3.2  Cost Effectiveness measures 
 

·  Measures that are more useful to the public health agenda are cost-effectiveness 
measures that relate the spend in a country or locality to the level of morbidity or 
mortality in that population. For example it may be pertinent to use: 

 
o expenditure in a PCT or country against the life expectancy. 

 
o expenditure in a PCT or country against the potential years of life lost 

(PYLL) before the age of 75 years18 
 

o expenditure in a PCT or country against the demographic characteristics, 
socioeconomic status or some other measure of health status of 
beneficiaries.24  

 
·  Measures that are linked to the measures of effectiveness which will be chosen for 

use in monitoring the changes. These include the measures listed above if changes in 
them are expected as a result of prevention activities. Examples include: 

 
o spend in relation to life expectancy if improvements in life expectancy are 

expected as a result of allocating resources to prevention. NB: It is difficult to 
attribute changes in life expectancy to spend on prevention because changes 
will take time to occur. However, it may be possible to claim that in 
developed countries of similar socio-economic status which have had 
prevention programmes in place for many years, the current life expectancy 
may be a reflection of the effectiveness of those programmes and of the spend 
on those programmes. 

 
o spend on reducing negative outcomes, for example, road accidents if the 

number of road accidents or deaths and morbidity related to them are going to 
be used as outcome measures.  The choice of outcome measure should be 
influenced by the potential for greatest benefit. 

 
It may be appropriate to use some measures now and introduce others over time. For example: 
 

o when the relevant data becomes available 
o when it is decided that certain areas should be given priority (e.g. after a new 

National Service Framework on a particular condition). 
 

It may be that steps are taken in the meantime to ensure that this is possible at a later date. For 
example: 
 

o plans are put into place now to collect in the future data relating to cost-utility 
(quality of life) 

o when a new NSF is drafted it includes plans for monitoring spend and 
effectiveness of preventative actions. 



Health England: the national reference group for health and wellbeing 

- 19 – 
 

 

4.3.3  Cost Utility measures 
 

o expenditure in a PCT or country against quality-adjusted life years (QALYs) 
because this does not exclude the benefits to people aged over 75 years and 
takes account of morbidity as well as mortality. However, it is much more 
difficult to quantify. 

 
o expenditure in a PCT or country against disability adjusted life years 

(DALYs). This is also difficult to quantify but has been calculated for many 
countries by the WHO and does, like QALYs, include all age groups as well 
as both morbidity and mortality.25 

 
Table 1: A comparison of the QALY with the DALY 
 
 QALY 26  27 DALY 25  28  29 
Full name Quality-adjusted life years Disability adjusted life years 
Main use / purpose The measurement of health gain that 

results from healthcare interventions. 
A summary measure of the population’s 
or the global burden of disease. In other 
words the gap between current health 
status and an ideal situation where 
everyone lives into old age free of 
disease and disability. 

Components Combines in a single value the quality 
and the quantity of life generated by 
healthcare interventions. 

Combines in a single value the years of 
life lost from premature death and the 
years of life lived with disabilities. 

Unit One QALY is the equivalent of one year 
of perfect health (e.g. 1 year of perfect 
health or 2 years of 50% perfect health, 
etc). 

One DALY is the equivalent of one lost 
year of healthy life (dying one year 
earlier than the maximum age expected 
or having a 50% disability for 2 years) 

Who uses it? Often used in cost effectiveness studies of 
interventions e.g. as part of randomised 
controlled trials. The results are used by 
policy makers in deciding whether or not 
to fund those interventions e.g. by NICE 
in the UK. 

Mainly used by the WHO, other 
organisations e.g. the World Bank and 
researchers in comparing the disease 
burdens of different countries. Can be 
used to investigate trends in disease 
burden. Has also been used by policy 
makers to compare the deaths and 
disability prevented by various 
interventions, but in the UK the QALY 
is usually used for this. 

How is quality of 
life or severity of 
disability 
calculated / 
valued? 

Several approaches have been used to 
generate quality of life valuations e.g. 
standard gamble, time trade-off and the 
use of rating scales. An example of an 
instrument that is commonly used is the 
euroqol or EQ-5D. Individuals are asked 
whether they have no, some or major 
problems with mobility, pain/discomfort, 
self-care, anxiety/depression and usual 
activities. An individual’s response to the 
EQ-5D is then used to generate a single 
value between 0 and 1 for their quality of 
life, using the utility values obtained for 
each of the 245 possible states from a 
random sample of 3000 people in the UK.  
 

WHO has carried out general 
population surveys using hypothetical 
health states, visual analogue scales and 
other techniques. These have been used 
to place valuations on different health 
states.  
 
These values have then been applied to 
data from countries on the incidence 
and prevalence of a large number of 
diseases using the ICD 10 code book to 
ensure that most are covered. The 
length of time that is spent, on average, 
in each particular health state for each 
disease is used to calculate the total 
number of years lost through disability 
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 QALY 26  27 DALY 25  28  29 
The values are then applied to patients 
with a particular condition before and 
after a particular intervention e.g. in a 
randomised control trial, to investigate the 
gain in quality, as well as length, of life.  

for each disease in each country and the 
sum of these, together with the number 
of years of life lost through premature 
death, is the total burden of disease. 

Other adjustments  Figures take into account age at which 
disability and death occurs, giving 
different values to years lost and 
disability at different ages. A 3% 
discounting rate is used. 

Variations Different studies use different ways of 
measuring and valuing quality of life. 

DALYs have been used mainly by the 
WHO who use their own valuation 
system and methodology for all 
countries and diseases. 

Advantages Can be used to compare the cost 
effectiveness of interventions to make 
policy decisions. 

Could be used to compare the burden of 
disease and trends in this in order to 
investigate the need for and possibly, 
over time, the effectiveness of 
prevention measures / spending. 

Disadvantages / 
criticisms that 
have been made 

o Lack of sensitivity when comparing 
the efficacy of two similar 
interventions.  

o For chronic diseases where quality of 
life is a major issue QALYs are less 
useful and disease-specific measures 
of quality of life tend to be used.  

o Preventive measures where the health 
outcome may not occur for several 
years may be difficult to quantify 
using QALYs because the importance 
attached to each of the health 
dimensions is highly dependent on 
age, life context and life 
responsibilities. 

o Inadequate weight attached to 
emotional and mental health 
problems. 

o Lack of consideration of the quality 
of life of carers and family.  

o If used on a population basis it may 
not be accurate enough because of the 
large number of assumptions and 
estimates involved (see under 
disadvantages of DALYs). 

 
 

o Need to expand and improve the list 
of diseases included. 

o Need to improve and validate the 
method to measure time lived with 
disabilities of different severities 

o Need to adjust for co-morbidities 
o Need for more accurate monitoring 

systems re causes of disability 
o Need for projection methods to 

incorporate trends e.g. in smoking 
o Much data not readily available 
o Expensive and complicated  
o Discriminates against the elderly 
o Value choices used are not 

universally accepted 
o Health interventions alone are not 

capable of raising the life 
expectancy to the maximum  

o Does not reflect individuals 
differential abilities to cope with 
their functional limitations 

o ? Concentrates on physical 
disabilities 

o Lack of consideration of the quality 
of life of carers and family 

 
NB: Many of these problems would 
also apply to QALYs if they were used 
to measure the burden of disease. 

Can they be 
interchanged? 

No instances of QALYs being used to 
measure the total burden of disease in a 
country were found but potentially, if the 
incidence of diseases and the length of 
time lived in each disease state are known 
(as used for calculating DALYs), the 
quality adjusted life years lived in the 
country per 1000 births could be 

Has been used to compare the cost-
effectiveness of interventions but in the 
UK economists and policy makers tend 
to prefer the QALY. 
 
Potentially could be recalculated to 
measure the quality adjusted life years 
lived in a country, rather than those lost, 
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 QALY 26  27 DALY 25  28  29 
calculated. However, the values given to 
different disease states in the DALY 
calculations may not be the equivalent to 
those used in QALY calculations and may 
not be representative of the values of 
British or European people. Also see 
other disadvantages / criticisms above. 

per 1000 births. 

 
In summary, the QALY and DALY have been developed for different purposes. The QALY 
is used more frequently, and therefore better understood, by policy makers in the UK. For that 
reason it may be the better measure to use. It would work well for comparing possible 
interventions and prioritising them according to their cost effectiveness. 
 
However, to use QALYs to measure the total burden of disease and changes in the burden 
following increased preventative spending, would require considerable work, although much 
of the data and methods could be borrowed from the WHO methodology and WHO databases 
that have been used for calculating DALYs.  Specialist advice regarding this, its feasibility 
and potential pitfalls, would need to be sought. It would be a considerable undertaking, with 
many assumptions and estimates that may make figures inaccurate.  Furthermore values used 
in calculating DALYs may not reflect the values used in calculating QALYs (e.g. less 
emphasis on mental health).  Other criticisms described in Table 1 may also apply. 
Alternatively, QALYs could be used for prioritising interventions and DALYs for comparing 
the burden of disease and spend in different countries – keeping to the roles that they were 
originally developed for. 
 
 

4.4  Outcome measures 
 
It is essential to have outcome measures that can be monitored alongside expenditure to 
ensure that resources are channelled appropriately. Preventative health expenditure, and 
outcome measures used to monitor effectiveness, should: 
 

a) target areas for which there is good evidence that preventative measures are 
effective and cost effective 

 
b) target areas where there is particularly high need i.e. high morbidity/ 

mortality in that disease area in that population 
 

The targeting of resources and the outcome measures used may also change as the priorities 
and evidence-base change. 
 

4.4.1  Timescale and Outcomes 
 

o Long term outcome measures – such as cost-effectiveness measures:  life 
expectancy and potential years of life lost (PYLL) before age 75 or cost-utility 
measures:  quality-adjusted life years (QALYs), disability adjusted life years 
(DALYs). However these will take a long time to change in response to changes 
in prevention activity and may change due to many other factors. Hence it would 
be difficult to attribute any changes to prevention activities. These measures may 
be more useful as measures of need, to ensure that resources are targeted at 
populations / conditions with the greatest morbidity or health need. However, as 
discussed above, it may be possible to claim that in developed countries of 
similar socio-economic status which have had prevention programmes in place 
for many years, the current life expectancy may be a reflection of the 
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effectiveness of those programmes and of the spend on those programmes. In turn 
changes in spend may then be reflected by future changes in life expectancy, 
DALYs, PYLL, etc. 

 
o Shorter term, more specific, outcome measures – such as numbers of smokers, 

numbers of deaths from road traffic accidents, etc. The actual measures chosen 
may reflect priority areas and changes would indicate whether resources that are 
put into interventions (e.g. smoking cessation activities, road calming) are having 
the desired effect or not. 

 
o Process measures – where data on outcome measures are not readily available or 

there is likely to be a long lag period between intervention and changes in 
outcome, process measures could be used to give an indication of likely 
effectiveness of interventions, although they are not ideal. For example the 
number of people that participate in screening or immunisation programmes may 
be used at first, before data becomes available on changes in incidence of the 
conditions that are being targeted. 

 

4.4.2  Proposed Outcome Measures 
 
Potential outcome measures / indicators of effectiveness have already been developed by 
various groups and it would make sense to use these as a starting point by choosing the most 
pertinent, refining them and developing more as appropriate over time. This would mean that 
gradually the measures cover the definition of prevention more completely.  It may be that 
steps are taken now to ensure that this is possible in the future, such as starting to develop the 
tools for collecting relevant data that are currently not available. 
 
Examples of indicators of effectiveness of prevention activities proposed by other 
organisations: 
 
1. The National Centre for Health Outcomes Development (NCHOD) designs and develops 

measures of health outcome using routinely available data. Many outcome indicators are 
published regularly at PCT and Local Authority level by NCHOD.30 They are constantly 
being refined and added to. A selection of these, which relate to prevention, might be very 
useful for monitoring prevention activities. Examples could include: 

 
·  Life expectancy 
·  Limiting long-term illness 
·  Cigarette smoking 
·  Incidence of lung cancer 
·  Incidence of other potentially preventable cancers such as cervical cancer 
·  Mortality from land transport accidents 
·  Oral health in children: decayed teeth 

 
There are many other indicators produced at NCHOD that could be chosen and a debate 
would be needed as to: 
 

·  whether more specific or broader measures are chosen (e.g. life expectancy or 
limiting long term illness versus incidence or deaths from specific conditions) 

·  whether process or outcome measures are chosen (e.g. cigarette smoking or 
incidence of lung cancer) 

·  which measures are most closely linked to prevention as opposed to measuring 
the outcomes of both prevention programmes and treatment programmes (e.g. 
mortality versus incidence of lung cancer). 
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2. Quality and Outcomes Framework (QOF) data used in primary care in the UK includes 
measures that could be used as outcome and process measures to monitor prevention 
activities. For example data is collected and published annually at practice and PCT level 
regarding smoking, blood pressure control, weight, etc. The data collected is regularly 
refined and changed so as to cover priority areas better. It includes many specific 
measures but not broader measures such as overall quality of life or life expectancy. 
Examples include: 

 
·  The percentage of smokers with hypertension, diabetes, asthma or COPD where 

there is a record that smoking cessation advice has been offered (process 
measures) 

 
Many are process measures and the outcome measures recorded, such as the percentage 
of diabetics and hypertensive patients with good control, probably reflect the 
effectiveness of treatment rather than of prevention activities. 

 
3. The OECD report ‘Investment in Public Health in five OECD Countries’18 came up with 

two very different outcome measures. It looked at improvements in health outcomes in 
OECD countries based on: 

 
a) life expectancy 
b) PYLL before age 75 years (see above) 

 
Both these are better than process measures, as they attempt to capture outcome. 
However, as discussed above, there will be a considerable time lag between preventative 
activities and changes in these measures and, as other determinants of health will also 
have changed over that time, it will be difficult to attribute the change to any specific 
preventative activity. These measures may be better used as measures of health need in 
populations, with more specific measures being used to monitor outcomes. 
 

4. Another OECD group19 used a consensus approach and an international expert panel 
(many of whom had already done work on this in their own country) to develop a set of 
27 indicators for the quality of health promotion, prevention and primary care at the 
health systems level in OECD countries. They attempted to capture the core components 
of care regardless of who provides it in each country. Some areas of activity are better 
covered than others and it was acknowledged that much further work is required to cover 
the gaps, including collection of comparable data to allow this. 

 
Their chosen indicators were as follows: 

 
Health promotion:  Obesity prevalence 

    Physical activity 
    Smoking rate 
    Diabetes prevalence 
    Gonorrhoea/Chlamydia rates 
    Abortion rates 
 

Preventive Care:  Blood typing and antibody screening for prenatal patients 
    HIV screen for prenatal patients 
    Bacteriuria screen fro prenatal patients 
    Immunisable conditions 
    Low birth weight rate 
    Adolescent immunisation 
    Anaemia screening for pregnant women 
    Cervical gonorrhoea screening for pregnant women 
    Hepatitis B screen fro pregnant women 
    Hepatitis B documentation in record at time of delivery 
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    Hepatitis B immunisation for high risk groups 
    Influenza vaccination for high risk groups 
    Pneumococcal vaccination for high risk groups 
 

Diagnosis and Treatment: Congestive heart failure readmission rate 
 

Primary Care  First visit in first trimester 
    Smoking cessation counselling for asthmatics 
    Blood pressure measurements 
    Re-measurement of blood pressure for those with high BP 
    Initial laboratory investigations for those with hypertension 

Hospitalisation for those with ambulatory care sensitive 
conditions 

 
Whilst not covering all areas of health prevention, these indicators are useful because: 
 
·  they are very specific  
·  they are practical because most of the data is already being collected 
·  they include both outcome and process measures 
·  they have been agreed by an international panel across OECD countries 
·  other indicators could be added to these and they can be refined over time 

 

4.5  International Systems of Health Accounts 
 

4.5.1  OECD System of Health Accounts 
The OECD System of Health Accounts is an internationally agreed framework of concepts, 
definitions and classifications drawn up by the OECD and supported by the World Health 
Organisation, the World Bank and the European Commission. It provides a standard 
framework for producing a set of comprehensive, consistent and internationally comparable 
accounts to meet the needs of public and private sector health analysts and policy makers. 
 
The OECD system is specifically focused on health care service activities and is defined as: 
 
“Activities of health care in a country comprises the sum of activities performed either by 
institutions or individuals pursuing, through the application of medical, paramedical, and 
nursing knowledge and technology, the goals of: 
 

• promoting health and preventing disease; 
• curing illness and reducing premature mortality; 
• caring for persons affected by chronic illness who require nursing care; 
• caring for persons with health-related impairment, disability, and handicaps who 
require nursing care; 
• providing and administering public health; 
• providing and administering health programmes, health insurance and other funding 
arrangements.” 

 
 
The System of Health Accounts includes all spending by the healthcare system - but not 
spending outside that system, so would not include either social care, or health-related 
spending by other parts of government (whether or not the aim is safety and health).  It covers 
the 'personal medical' and 'non-personal health services' areas but action by other government 
departments to improve health would be classed as "health-related" expenditure and would 
not be in each country’s measure of preventive and public health spending.  The System of 
Health Accounts definition is also about organised public programmes of spending - so it 
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would not include individuals' own over-the-counter spending on such things as vitamins or 
condoms. 
 
This has been illustrated by the World Health Organisation as shown in Figure 3: 
 
Fig 3.  Boundaries of the health system 
 

 
Source: World Health Organisation 
 
 
The System of Health Accounts comprises a set of interrelated tables describing health 
systems from various perspectives and answering key questions such as how much is being 
spent on healthcare activities? What kinds of activities are provided?  Who provides them?  
Various countries have conducted pilot implementations and have submitted initial figures but 
most acknowledge that there is more work to do in order to improve the comparability of the 
data. 
 
The OECD System of Health Accounts allocates health spending in each country to a number 
of Functional Classifications. These are shown in the Table 2: 
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Table 2: Functional Classifications used in OECD System of Health Accounts 
 
ICHA Code 3 Digit Code 4 Digit Code Functions of health care 
HC. 1   Services of Curative Care 
 HC. 1.1  Inpatient curative care 
 HC. 1.2  Day cases of curative care 
 HC 1.3  Outpatient curative care 
  HC 1.3.1 Basic medical and diagnostic services 
  HC 1.3.2 Outpatient dental care 
  HC 1.3.3 All other specialised healthcare 
  HC 1.3.4 All other outpatient curative care 
 HC 1.4  Services of curative home care 
HC. 2   Services of rehabilitative care 
 HC 2.1  Inpatient rehabilitative care 
 HC 2.2  Daycases rehabilitative care 
 HC 2.3  Outpatient rehabilitative care 
 HC 2.4  Services of rehabilitative home care 
HC. 3   Services of long term nursing care 
 HC 3.1  Inpatient long term nursing care 
 HC 3.2  Daycase long term nursing care 
 HC 3.3  Long term nursing care: home care 
HC.4   Ancillary services to healthcare 
 HC 4.1  Clinical laboratory 
 HC 4.2  Diagnostic Imaging 
 HC 4.3  Patient transport and emergency rescue 
 HC 4.9  All other miscellaneous ancillary services  
HC. 5   Medical Goods Dispensed to Outpatients 
 HC 5.1  Pharmaceuticals and other medical non durables 
  HC 5.1.1 Prescribed medicines 
  HC 5.1.2 Over the counter medicines 
  HC 5.1.3 Other medical non durables 
 HC 5.2  Therapeutic appliances and other medical 
  HC 5.2.1 Glasses and other visionary products 
  HC 5.2.2 Orthopaedic appliances and other prosthetics 
  HC 5.2.3 Hearing aids 
  HC 5.2.4 Medico-technical devices, including 
  HC 5.2.9 All other miscellaneous medical durables 
HC. 6   Prevention and public health services 
 HC 6.1  Maternal and child health; family planning and 
 HC 6.2  School health services 
 HC 6.3  Prevention of communicable diseases 
 HC 6.4  Prevention of non-communicable diseases 
 HC 6.5  Occupational healthcare 
 HC 6.9  All other miscellaneous public health services 
HC.7   Health administration and health insurance 
 HC 7.1  General government administration of health 
  HC 7.1.1 General government administration of health 
  HC 7.1.2 Administration, operation and support activities 
 HC 7.2  Health administration and insurance: private 
  HC 7.2.1 Health administration and health insurance: 
  HC 7.2.2 Health administration and health insurance: 
Source: OECD System of Health Accounts, Functional Classifications of Healthcare 
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Within the Functional Classifications, HC.6. Public Health and Prevention is concerned with 
preventative healthcare and comprises the following six sub categories: 
 
HC. 6.1 Maternal and child health; family planning and counselling 
This sub category includes a wide range of health services including family planning, school 
child health, genetic counselling, prevention of specific congenital anomalies, new born baby 
healthcare and vaccinations. 
 
HC. 6.2 School health services 
This sub category includes a wide variety of services of health education and screening that 
are provided within schools e.g. smoking, alcohol and substance misuse interventions.  Where 
basic medical services are part of the school health programme these should be included in 
this sub category. 
 
HC 6.3 Prevention of communicable diseases 
This sub category includes the compulsory reporting and notification of communicable 
diseases, epidemiological enquiries and the screening, immunisation and vaccination of high 
risk groups.  This encompasses such things as efforts to trace possible contacts and origin of 
disease; prevention of tuberculosis and tuberculosis control (including systematic screening of 
high risk groups); and immunisation/vaccination programmes (compulsory and voluntary). 
 
HC 6.4 Prevention of non-communicable diseases 
This sub category includes a broad range of health programmes of health education, disease 
prevention, promotion of healthy living conditions and lifestyles.  For example interventions 
against smoking, alcohol and substance misuse, activities of community workers, self help 
groups, general health education and health promotion campaigns.  This excludes public 
health environmental surveillance and public information on environmental conditions. 
 
HC 6.5 Occupational Healthcare 
Occupational health care comprises a wide variety of health services such as surveillance of 
employee health (routine medical check-ups) and therapeutic care (including emergency 
health care services) on or off-business premises (including government and non-profit 
institutions serving households). This excludes, however, remuneration-in-kind of health 
services and goods that constitute household actual final consumption rather than intermediate 
consumption of business. 
 
HC 6.9 All other miscellaneous public health services 
 
This sub category includes a diverse mix of public health services including the operation and 
administration of blood and organ banks, public health environmental surveillance and public 
information on environmental conditions.  
 
 

4.5.2  WHO National Health Accounts 
 
The WHO National Health Account system adapts the international classification of Health 
Accounts published in “A System of Health Accounts” by the OECD, but provides flexibility 
to include classifications suited to low and middle-income countries. 
 
For the purposes of WHO National Health Accounts, the boundary is set as follows: 
 
“National health expenditure encompasses all expenditures for activities whose primary 
purpose is to restore, improve and maintain health for the nation and for individuals during a 
defined period of time. This definition applies regardless of the type of the institution or entity 
providing or paying for the health activity.24    
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The WHO Guide to producing national health accounts has a greater focus than the OECD 
system on classifications of prevention and public health. These classifications are presented 
in Annex C. 

 

4.5.3  US Health Accounts 
 
The National Association of State Budget Officers (NASBO) in the US publishes an annual 
report that examines spending in the functional areas of state budgets: elementary and 
secondary education, higher education, public assistance, Medicaid, corrections, 
transportation, and all other. It also includes data on the State Children’s Health Insurance 
Program and on revenue sources in state general funds. 

Using information from NASBO, the United Health Foundation, the American Public Health 
Association and Partnership for Prevention publish America’s Health Rankings ( 
http://www.unitedhealthfoundation.org/ahr2006.html ).  This includes measures of State 
public health expenditure based upon three categories as defined by the National Association 
of State Budget Officers: 

Direct Public Health Care Services: Includes local health clinics, Ryan White AIDS Grant 
expenditures, and American Indian health. Expenditures may include funds spent on 
pharmaceutical assistance for the elderly, childhood immunization, chronic disease hospitals 
and programs, hearing aid assistance, adult day care for persons with Alzheimer’s disease, 
health grants, services for medically handicapped children, the Women, Infant, and Children 
(WIC) program, pregnancy outreach and counselling, chronic renal disease treatment 
programs, AIDS testing, breast and cervical cancer screening, tuberculosis (TB) programs, 
emergency health services, adult genetics programs and phenylketonuria (PKU) testing. 

Community-Based Services Health Expenditures: State funds spent on health services 
provided in a community setting. Examples include rehabilitation services, alcohol and drug 
abuse treatment, mental health community services, developmental disabilities community 
services, and vocational rehabilitation services. These expenditures do not include funds spent 
on services eligible for Medicaid reimbursement, which are reported under Medicaid. 

Population Health Expenditures: Includes programs such as AIDS and other STD control, 
screening, outreach, and monitoring, including data collection and registries, immunization, 
including the cost of vaccine and infrastructure only, infectious disease control, including 
analysis and monitoring, emerging infections, microbiology lab services, food and lodging 
licensing and inspection, food safety and inspection, fish consumption advisory, pest 
eradication (such as rats, roaches, and mosquitoes), and veterinary diseases affecting the food 
chain, such as mad cow disease. 
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4.6  UK Health Accounts 
 
The Office for National Statistics (ONS) compiled the first set of experimental UK Health 
Accounts based on OECD definitions and published them on 27th February 2003. The data 
related to the year 1999/00 and have been included in published OECD Health Data since 
2004. 
 
This work formed part of a long standing ONS work programme to supplement the statutory 
National Accounts with more detailed information that would be useful to government 
analysts and policy makers. 
 
The work to generate the UK Health Accounts in a manner consistent with the OECD System 
of Health Accounts was undertaken by a small team within the ONS supported by a Project 
Board with membership from the ONS, all UK health administrations, Her Majesty’s 
Treasury and academia. 
 
The first stage of the work was to generate an estimate of the total expenditure on healthcare 
for the UK as set out in the OECD definitions.  The second stage was to allocate this total 
across the different functional classifications. 
 

4.7  National Programmes 

4.7.1 Programme Budget Project 
 
The Department of Health (DH) collects Programme Budgeting data to give a greater 
understanding of how NHS resources are being used.  The National Programme Budget 
Project started in 2002 following a request by the Secretary of State for Health who wanted 
financial information to be collected that identified all PCT expenditure, including primary 
care services, to programmes of care based upon medical conditions.  Around the same time, 
the DH also made a commitment to the National Audit Office, and Her Majesty’s Treasury to 
provide a more meaningful analysis of expenditure within the statutory accounts. 
 
The principle is that a range of stakeholders can be provided with valuable comparative 
information that, using a consistent framework: 
 

·  Identifies where resources are currently invested e.g. for monitoring expenditure 
against National Service Frameworks 
 

·  Assists in evaluating the efficacy of the current pattern of resource deployment 
 

·  Strengthens the process for identifying the most effective way of investing in 
services for the future, so that allocation of new resources or shifts in resources 
can be judged on their relative contribution to specific objectives 

 
Twenty of the programmes of care e.g. the Programme Budget Categories are defined by 
reference to the International Classification of Diseases Version 10 codes (ICD10) at the four 
digit level.  Three additional categories were added to cover areas of expenditure not covered 
within the first twenty.  These additional three categories are Healthy Individuals, Social Care 
Needs and Other (General Medical Services). In the future the intention is to continue to 
refine and develop the Programme Budget Categories and processes, so that this information 
is increasingly informed by direct clinical coding information.  The intention is that 
Programme Budgeting will converge with the existing Healthcare Framework of Healthcare 
Resource Groups and Health Benefit Groups. 
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This data collection is undertaken by mapping all expenditure, including that on primary care 
services, to the 23 defined programmes of care.  The medical conditions are categorised based 
on ICD 10 diagnostic coding and for admitted patient care data are assigned a programme 
budgeting category by a software grouper (the Healthcare Resource Grouper that is used in 
the calculation of the National Tariff).  This means that the allocation of Programme 
budgeting categories is done in a consistent way across the NHS. 
 
To date Programme Budget data has been collected for the financial years 2003/04, 2004/05 
and 2005/06 for all PCTs in England detailing how their total expenditure was deployed 
across 23 “Programme Budget Categories”. 
 
The 23 Programme Budgeting categories are set out in Table 3 31: 
 
Table 3: Programme Budget Categories 
 
1 Infectious Diseases All diseases caused by infectious organisms, (excluding Tuberculosis and 

sexually transmitted disease)  

2 Cancer & Tumours All cancers and tumours, malignant and benign(including those with 
suspected or at risk of developing cancer) 

3 Blood Disorders Disorders of the blood or blood forming systems  

4 Endocrine, Nutritional and 
Metabolic Problems Disorders of internal metabolism and its regulation  

5 Mental Health Problems Problems of mental health (including patients with Alzheimer's syndrome)  

6 Learning Disability Problems Patients where the primary issue is the problem of learning disability  

7 Neurological System Problems Problems relating to the neurological system  

8 Eye/Vision Problems Problems relating to the eye and vision  

9 Hearing Problems Problems relating to the ear and hearing and balance  

10 Circulation Problems Problems relating to the heart, and the circulation of blood in the central 
and peripheral vessels 

11 Respiratory System Problems Problems of respiration, (including tuberculosis and sleep apnoea)  

12 Dental Problems Problems due to the teeth, (including preventive checks and community 
surveys)  

13 Gastro Intestinal System 
Problems Problems of gastro intestinal system  

14 Skin Problems Problems of the skin  

15 Musculo Skeletal System 
Problems Problems of the musculo skeletal system (excluding trauma)   

16 Trauma & Injuries Problems due to trauma, and injuries (including burns)  

17 Genito Urinary System 
Disorders 

Disorders of the genito urinary system (except for those relating to 
infertility)  

18 Maternity & Reproductive 
Health Maternity and problems associated with reproduction  

19 Neonate Problems Conditions of babies in the neonatal period  

20 Poisoning  Poisoning, toxic effects and other adverse events, whether accidental or 
deliberate  

21 Healthy Individuals Individuals who have no current problems but who are involved in 
programmes for prevention of illness and promotion of good health  

22 Social Care Needs Problems related to life-management difficulty and problems related to 
care provider dependency  
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23 Other   Other Areas of Spend/Conditions:  

23a    - General Medical Services/Personal Medical Services    

23b    - Strategic Health Authorities (including Workforce Development     
Confederation)  

23x    - Miscellaneous (including Departmental Programmes)  

Source: Programme Budgeting User Manual 
 
Table 3 shows that Programme Budgeting Category 21 ‘Healthy Individuals’ relates to 
spending on preventative healthcare and is defined as “Individuals who have no current 
problems but who are involved in programmes for the prevention of illness and the promotion 
of good health”. 
 
Programme Budgeting returns are generated by individual PCTs and checked by the 
appropriate Strategic Health Authority before being forwarded to the DH. In order to generate 
a figure for each programme budget category, PCTs have to add together the various 
component parts: hospital expenditure, community expenditure, GP prescribing, etc.  This 
local detail is available for use in local commissioning but is not reported to the DH or held 
by Strategic Health Authorities. 
 
For elements of PCT/Strategic Health Authority expenditure not covered by clinical coding, 
there is national guidance in the NHS Financial Manual relating to allocation of expenditure 
to Programme Budgeting categories.  For PCTs the guidance covers the following areas: 
 

·  Primary Healthcare Purchased 
 

o General/Personal Medical Services (Programme Budget Category 23a Other) 
o Prescribing Costs (split across 23 PBCs based on annual report from 

Prescription Prescribing Authority) 
o Pharmaceutical Services (split across 23 PBCs based on annual report from 

Prescription Prescribing Authority) 
o General Dental Services (PBC 12) 
o General Ophthalmic Services (PBC 8) 
o Personal Dental Services (PBC 12) 
o Local Pharmaceutical Services Pilots (split across 23 PBCs based on annual 

report from Prescription Prescribing Authority) 
o Balance of primary healthcare purchased should be allocated/apportioned on 

the basis of local records.  If such records do not exist or are incomplete then 
expenditure should be apportioned in accordance with the 99% rule.  This 
rule states that unallocated expenditure should be apportioned across the 23 
Programme Budget Categories in proportion to already allocated 
expenditure. 

 
·  Purchase of Secondary Healthcare 

 
o Commissioned services (PCT leads for each SLA to request that relevant 

trusts are providing the admitted and non-admitted patient care reports) 
o Specialist providers (Map to PBC based on local knowledge) 
o Social Care from Independent Providers (PBC 22) 
o Intermediate Care and Home Support Services (The intermediate or home 

support supplier should be able to more detailed diagnostic data) 
o Balance of Purchase of Secondary Care Services  

�  Services delivered through PCTs own provider function (allocate 
based on apportionment reports for admitted and non-admitted 
patient care provided to PCTs annually by their service providers as 
part of the annual accounts process) 
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�  Services excluded from Reference Costs (National Screening 
Programme maps to PBC 21, External Aids and Appliances maps to 
PBC 23, Wheelchairs maps to PBC 23, Parent craft maps to PBC 22) 

�   Ambulance Trusts (are required to provide non-admitted patient 
care information to PCTs with whom they have SLAs) 

�  NHS Direct expenditure should be allocated/apportioned using the 
99% rule 

�  Non-NHS providers should be allocated based on local records or 
the 99% rule 

 
·  All Other Expenditure 

 
o All other expenditure should be allocated/apportioned on the basis of local 

records or in line with the 99% rule where this is not possible.  PCTs should 
note: 

�  Continuing Care expenditure should normally be allocated to PBC 
23 

�  Free Nursing Care should normally be allocated to PBC 22 
 

Tables 4, 5 and 6 below show the ICD 10 main diagnostic codes used to allocate inpatient/ 
daycase activity to the Healthy Individuals Programme Budgeting Category for the sub 
categories 21A Healthy Individuals: NSF Prevention Programme, 21B Healthy Individuals 
NSF Mental Health Programme and 21C Healthy Individuals: Other. 
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Table 4: ICD 10 Main Diagnoses Codes used in PBC 21A Healthy Individuals NSF 
Prevention Programme 

 
ICD10 Code ICD Text - Primary Diagnosis

E65X Localized adiposity
E660 Obesity due to excess calories
E661 Drug-induced obesity
E662 Extreme obesity with alveolar hypoventilation
E668 Other obesity
E669 "Obesity
E780 Pure hypercholesterolaemia
E781 Pure hyperglyceridaemia
E782 Mixed hyperlipidaemia
E783 Hyperchylomicronaemia
E784 Other hyperlipidaemia
E785 "Hyperlipidaemia
E786 Lipoprotein deficiency
E788 Other disorders of lipoprotein metabolism
E789 "Disorder of lipoprotein metabolism
Z723 Lack of physical exercise
Z724 Inappropriate diet and eating habits
Z725 High-risk sexual behaviour
Z728 Other problems related to lifestyle
Z729 "Problem related to lifestyle

 
Source: Programme Budgeting “Healthy Individuals” Briefing Note Sept 2006
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Table 5: ICD 10 Main Diagnoses Codes used in PBC 21B Healthy Individuals NSF 
Mental Health Programme 
 
ICD10 Code ICD Text - Primary Diagnosis

Z590 Homelessness
Z591 Inadequate housing
Z592 "Discord with neighbours
Z593 Problems related to living in residential institution
Z594 Lack of adequate food
Z595 Extreme poverty
Z596 Low income
Z597 Insufficient social insurance and welfare support
Z598 Other problems related to housing and economic circumstances
Z599 Problem related to housing and economic circumstances unspec
Z600 Problems of adjustment to life-cycle transitions
Z601 Atypical parenting situation
Z602 Living alone
Z603 Acculturation difficulty
Z604 Social exclusion and rejection
Z605 Target of perceived adverse discrimination and persecution
Z608 Other problems related to social environment
Z609 "Problem related to social environment
Z610 Loss of love relationship in childhood
Z611 Removal from home in childhood
Z612 Altered pattern of family relationships in childhood
Z613 Events resulting in loss of self-esteem in childhood
Z614 Probs rel alleged sex abuse child by person in prim sup grp
Z615 Probs rel alleged sex abuse child by person out prim sup grp
Z616 Problems related to alleged physical abuse of child
Z617 Personal frightening experience in childhood
Z618 Other negative life events in childhood
Z619 "Negative life event in childhood
Z620 Inadequate parental supervision and control
Z621 Parental overprotection
Z622 Institutional upbringing
Z623 Hostility towards and scapegoating of child
Z624 Emotional neglect of child
Z625 Other problems related to neglect in upbringing
Z626 Inappropriate parental press oth abn qualities of upbringing
Z628 Other specified problems related to upbringing
Z629 "Problem related to upbringing
Z630 Problems in relationship with spouse or partner
Z631 Problems in relationship with parents and in-laws
Z632 Inadequate family support
Z633 Absence of family member
Z634 Disappearance and death of family member
Z635 Disruption of family by separation and divorce
Z636 Dependent relative needing care at home
Z637 Other stressful life events affecting family and household
Z638 Other specified problems related to primary support group
Z639 "Problem related to primary support group
Z640 Problems related to unwanted pregnancy
Z641 Problems related to multiparity
Z642 Seek'g & accep'g phy nut /chem intervent knwn hazard/harmful
Z643 Seek and accept behav and psychol known hazard and harmful
Z644 Discord with counsellors
Z650 Convict in civil and criminal proceeds without imprisonment
Z651 Imprisonment and other incarceration
Z652 Problems related to release from prison
Z653 Problems related to other legal circumstances
Z654 Victim of crime and terrorism
Z655 "Exposure to disaster
Z658 Other specif problems related to psychosocial circumstances
Z659 Problem related to unspecified psychosocial circumstances
Z700 Counselling related to sexual attitude
Z701 Counselling related to patient's sex behav and orientation
Z702 Counselling rel to sex behav and orientation of third party
Z703 Counsel rel to comb concerns reg sex attit/behav/orientation
Z708 Other sex counselling
Z709 "Sex counselling
Z726 Gambling and betting
Z730 Burn-out
Z731 Accentuation of personality traits
Z732 Lack of relaxation and leisure
Z733 "Stress

 
Source: Programme Budgeting “Healthy Individuals” Briefing Note Sept 2006 
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Table 6: ICD 10 Main Diagnoses Codes used in PBC 21C Healthy Individuals: Other 
 
ICD10 Code ICD Text - Primary Diagnosis

Z000 General medical examination
Z001 Routine child health examination
Z002 Examination for period of rapid growth in childhood
Z003 Examination for adolescent development state
Z004 "General psychiatric examination
Z005 Examination of potential donor of organ and tissue
Z006 Exam normal comparison and control in clin research program
Z008 Other general examinations
Z010 Examination of eyes and vision
Z011 Examination of ears and hearing
Z012 Dental examination
Z013 Examination of blood pressure
Z014 Gynaecological examination (general)(routine)
Z015 Diagnostic skin and sensitization tests
Z016 "Radiological examination
Z017 Laboratory examination
Z018 Other specified special examinations
Z019 "Special examination
Z020 Examination for admission to educational institution
Z021 Pre-employment examination
Z022 Examination for admission to residential institutions
Z023 Examination for recruitment to armed forces
Z024 Examination for driving licence
Z025 Examination for participation in sport
Z026 Examination for insurance purposes
Z027 Issue of medical certificate
Z028 Other examinations for administrative purposes
Z029 "Examination for administrative purposes
Z038 Observation for other suspected diseases and conditions
Z039 "Observation for suspected disease or condition
Z040 Blood-alcohol and blood-drug test
Z048 Examination and observation for other specified reasons
Z049 Examination and observation for unspecified reason
Z100 Occupational health examination
Z101 Routine gen health check-up of inhabitants of institutions
Z102 Routine general health check-up of armed forces
Z103 Routine general health check-up of sports teams
Z108 Routine gen health check-up of other defined subpopulations
Z134 Spec screen exam certain development disorders in childhood
Z137 Sp screening exam for conj malfs deform'ns & chromos'l abn's
Z138 Special screening exam for oth spec diseases and disorders
Z139 "Special screening examination
Z230 Need for immunization against cholera alone
Z231 Need for immuniz against typhoid-paratyphoid alone [TAB]
Z232 Need for immunization against tuberculosis [BCG]

 
Source: Programme Budgeting “Healthy Individuals” Briefing Note Sept 2006 
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Table 6 CONTINUED: ICD 10 Main Diagnoses Codes used in PBC 21C Healthy 
Individuals: Other 
 
ICD 10 Code ICT Text - Primary Diagnosis

Z233 Need for immunization against plague
Z234 Need for immunization against tularaemia
Z235 Need for immunization against tetanus alone
Z236 Need for immunization against diphtheria alone
Z237 Need for immunization against pertussis alone
Z238 Need for immunization against other single bacterial dis
Z240 Need for immunization against poliomyelitis
Z241 Need for immunization against arthropod-borne viral enceph
Z242 Need for immunization against rabies
Z243 Need for immunization against yellow fever
Z244 Need for immunization against measles alone
Z245 Need for immunization against rubella alone
Z246 Need for immunization against viral hepatitis
Z250 Need for immunization against mumps alone
Z251 Need for immunization against influenza
Z258 Need for immunization against oth spec single viral dis
Z260 Need for immunization against leishmaniasis
Z268 Need for immunization against other spec single infect dis
Z269 Need for immunization against unspecified infectious disease
Z270 Need for immuniz against cholera with typhoid-paratyphoid
Z271 Need immuniz against diphtheria-tetanus-pertussis comb [DTP]
Z272 Need immuniz diphth-tetanus-pertussis with typhoid-paratyph
Z273 Need immuniz against diphth-tetanus-pertussis with polio
Z274 Need for immunization against measles-mumps-rubella [MMR]
Z278 Need for immunization against other combs of infectious dis
Z279 Need for immunization against unspec combs of infectious dis
Z280 Immunization not carried out because of contraindication
Z281 Immun not carried out pat dec for reasons of belief/gp press
Z282 Immun not carried out patient's dec for oth unspec reasons
Z288 Immunization not carried out for other reasons
Z289 Immunization not carried out for unspecified reason
Z290 Isolation
Z291 Prophylactic immunotherapy
Z292 Other prophylactic chemotherapy
Z298 Other specified prophylactic measures
Z299 "Prophylactic measure
Z408 Other prophylactic surgery
Z409 "Prophylactic surgery
Z418 Oth procedures for purposes oth than remedying health state
Z419 Proc for purposes other than remedying health state
Z520 Blood donor
Z521 Skin donor
Z522 Bone donor
Z523 Bone marrow donor
Z524 Kidney donor
Z525 Cornea donor
Z526 Liver donor
Z527 Heart donor
Z528 Donor of other organs and tissues
Z529 Donor of unspecified organ or tissue
Z710 Person consulting on behalf of another person
Z711 Person with feared complaint in whom no diagnosis is made
Z712 Person consulting for explanation of investigation findings
Z761 Health supervision and care of foundling
Z762 Health supervision and care other healthy infant and child
Z763 Healthy person accompanying sick person
Z764 Other boarder in health-care facility

 
Source: Programme Budgeting “Healthy Individuals” Briefing Note Sept 2006 
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The National Centre for Health Outcomes Development (NCHOD) is currently developing 
outcome measures for each of the 23 Programme Budgeting Categories.  This work has two 
phases, the first being to map existing data from the NCHOD Compendium of Clinical and 
Health Indicators to each of the Programme Budgeting categories and the second is to develop 
some customised indicators at new PCT level based on Health Survey for England data or 
QOF data for example. 
 
Published for NHS users only, the analysis linking Programme Expenditure and clinical and 
health indicators has been undertaken jointly by DH and the National Centre for Health 
Outcomes Development (NCHOD) at the London School of Hygiene and Tropical Medicine. 
 
The clinical and health data used are mostly those available in the Compendium of Clinical 
and Health Indicators on the NHSnet version of the Knowledge Base website, plus some new 
analyses undertaken specifically for this purpose. 
 
Although ‘Healthy Individuals’ was not one of the top 6 (in terms of expenditure) analyses 
launched in July 2006, indicators are available in the Compendium for this category which 
will be made available in interactive atlas form alongside programme budgeting expenditure 
in the near future. 
 
Table 7 below provides a list of indicators in the Compendium, available for inclusion in any 
analysis linking Healthy Individuals expenditure to health indicators. 
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Table 7: Available Health Indicators for Programme 21 – Healthy Individuals 
 

 
Effectiveness / 
Health gain – 
level of risk to 

health 

 
Effectiveness / 
Health gain – 

level of 
morbidity  

 
Effectiveness / 
Health gain –  

unwanted 
outcomes / 

adverse clinical  
events other than 

death 

 
Effectiveness / 
Health gain – 
measurable 

health / quality 
of life benefits 

from a 
patient’s 

perspective 
 

 
Effectiveness / Health 
gain – level of survival 

 
�  Index of 

Multiple 
Deprivation  

 
�  ONS Area 

Classification  
 
 
�  Smoking   
 
�  Serum 

creatinine level  
 
 
�  Alcohol 

consumption  
 
�  Obesity      
 
�  Fat 

consumption 
 
 
�  Fruit and 

vegetable 
consumption  

 

 
�  Acute sickness  
 
�  Adults on 

prescribed 
medicine    

 
�  Self-assessed 

general health  
 
�  General Health 

Questionnaire 
GHQ12 score  

 
�  Limiting long 

term illness  
 
�  Limiting long 

standing illness  
 
�  Standard of 

health in 
preceding 12 
months  

 
�  Emergency 

admission: all  
 

 
�  Emergency 

readmission : 
children  

 
�  Emergency 

readmissions: 
adults  

 
�  Emergency 

readmission : 
older people  

 
 
�  Health of 

providers of 
unpaid care  

 
�  Emergency 

admission: acute 
conditions 
usually 
managed in 
primary care  

 
�  Emergency 

admission: 
chronic 
conditions 
usually 
managed in 
primary care  

 

 
�  Economic 

position of 
residents     

 
�  Inability to 

work due to 
permanent 
sickness  

 
�  Self assessed 

general health  

 
�  Life expectancy 
 
�  Mortality: all causes  
 
�  Case fatality: peri-

operative    
 
�  Mortality: conditions 

amenable to surgery  
 
 
 
 
�  Mortality: potentially 

avoidable causes 
excluding ischaemic 
heart disease  

 
 
�  Mortality: potentially 

avoidable causes 
including ischaemic 
heart disease  

 
�  Case fatality: all 

conditions except 
cancer  

 

 
Source: Programme Budgeting Healthy Individuals Briefing Note, September 2006 
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4.7.2 Quality and Outcomes Framework 
The national Quality and Outcomes Framework (QOF) was introduced as part of the new 
General Medical Services (GMS) Contract on 1 April 2004.  Participation is voluntary 
although participation rates are very high, with many Personal Medical Services (PMS) 
practices also taking part.  
 
The QOF contains four main components or domains.  Each domain consists of a set of 
measures of achievement, known as indicators, against which practices score points according 
to their level of achievement. The domains are32: 
 

·  Clinical domain (containing 76 indicators in 11 areas – coronary heart disease, left 
ventricular dysfunction, stroke and transient ischaemic attack, hypertension, diabetes 
mellitus, chronic obstructive pulmonary disease, epilepsy, hypothyroidism, cancer, 
mental health and asthma).  These indicators account for a maximum of 550 points, 
52% of the total QOF points 

·  Organisational domain (containing 56 indicators in 5 areas – records and information, 
patient communication, education and training, medicines management, clinical and 
practice management) These indicators account for a maximum of 184 points, 17.5% 
of the total QOF points 

·  Patient experience domain (containing 4 indicators in 2 areas – patient survey and 
consultation length) These indicators account for a maximum of 100 points, 9.5% of 
total QOF points 

·  Additional services domain (containing 10 indicators in 4 areas – cervical screening, 
child health surveillance, maternity services and contraceptive services).  These 
indicators are worth a maximum of 36 points, 3.4% of total QOF points 

 
Examples of QOF indicators are included in Annex D. 
 
The QOF also rewards practices against three depth of quality measures.  A holistic care 
payment measures achievement across the clinical domain and is worth up to 100 points.  A 
quality practice payment measures overall achievement in the organisational, patient 
experience and additional service domain and is worth an additional 30 points.  A target level 
of achievement on patient access to clinical care is rewarded with 50 points.  Thus the 
maximum of points each practice can achieve is 1050. 
 
The Quality Management Analysis System (QMAS) developed by NHS Connecting for 
Health uses data from participating practices to calculate individual practices QOF 
achievement.  QMAS publish annual statistics on QOF achievement levels which show that 
practices achieved an average of 1,1010.5 points in 2005/06 or 96.2% of the available total.  
QMAS do not publish data on the financial payments made to individual practices nor does 
publish details of financial payments for each indicator.  
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4.8  Local Health Accounts 

 

4.8.1  Milton Keynes PCT 

 
The Director of Public Health at Milton Keynes PCT developed a Paper in 2006 “Investing in 
Health” for consideration by the PCT Board. 

 
The Board paper quantifies the PCTs spend on preventive activities in order to make a case 
for an increase in spending in this area. It includes: 
 

·  Hospital screening services e.g. Down’s, breast, retinopathy, neonatal hearing, 
Phenylketonuria, hypothyroidism and chlamydia screening 

·  General practice services such as vaccinations, cervical screening, family planning  
and others such as weight management and sexual health 

·  Family planning services e.g. vasectomies, Brook clinic, IUCD fittings, PCT family 
planning service, teenage pregnancy co-ordinator 

·  Primary cares services e.g. child protection, school nursing, health visiting, dental 
health promotion, public health lead 

·  Mental health e.g. needle exchange 
·  Central services e.g. public health and health development teams, smoking cessation 

and Health Improvement Programme budgets 
·  External support e.g. Cancer registry, public health observatory, drug and alcohol 

monitoring unit, dental public health 
 
All are areas that can be specifically costed within each PCT and are therefore useful for 
comparing PCTs. However this would require each PCT to undertake their own analysis.  
This would be separate to the work they need to undertake for the National Programme 
Budget project. 
 
It is also important to note that the analysis is specific to our health care system, does not 
include spend outside the NHS and would be difficult to compare internationally (or if 
funding systems changed significantly). 
 

4.8.2  Norwich PCT 

 
The Director of Public Health for Norwich PCT published an Annual Public Health 
report for 2005 that included an analysis of each of the 23 Programme Budgeting categories 
for Norwich PCT compared with England and a cluster of equivalent PCTs. 
 
The report included the Health Individuals Programme Budgeting Category.  As all PCTs are 
part of the National Programme Budget Project, it would be possible for all PCTs to replicate 
this work. 
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5.  Methodology 
 
The methodology for developing this report was as follows: 
 

·  Reviewed the definitions of preventative health spending, prevention and wellbeing 
·  Compared and contrasted definitions of preventative health spending, prevention and 

wellbeing 
·  Sought expert advice on the definitions of preventative health spending, prevention 

and wellbeing 
·  Established the measures being used to compare preventative health spending 
·  Considered potential outcome measures for comparing the effectiveness of 

preventative health spending 
·  Undertook a Literature Review on preventative health spending 
·  Investigated systems for comparing preventative health spending 
·  Compared and contrasted systems for budgeting spend on public health and 

prevention 
·  Sought expert advice on the sources of data on preventative health spending 
·  Sourced data from the Organisation for Economic Co-operation and Development 

(OECD) 
·  Sought examples of Primary Care Trust analysis of public health and preventative 

spending 
·  Analysed and presented data on the UK position in relation to preventative health 

spending 
·  Analysed and presented PCT data in relation to preventative health spending 
·  Sough expert advice on the process for developing health accounts 

 
 

6.  Analysis 

6.1  Literature Review 
 
A literature search on Preventative Health spending was undertaken.  This included a 
systematic search of published literature, searching relevant textbooks, searching websites of 
organisations such as the WHO, OECD, ONS, and a basic general internet search for grey 
literature.  A review of the literature was then undertaken.  The search strategy and results of 
the literature review are presented in Annex A. 
 

6.1.1  Summary of literature review 
The literature review did not reveal much more information than was already known from the 
search of information from agencies such as the OECD, WHO, ONS and the DH in relation to 
spending on prevention. However it did point to work done in the US on public health 
spending via a reporting system which the US had operated for 25 years and a later 
experimental reporting system. Although the systems for health care and prevention in the US 
are quite different from the UK and the data identified was relatively old, the data and the 
definitions used as well as the methods used for collecting the information could usefully 
inform the NRGHWB work. They are discussed in detail in Annex A and compared to other 
useful systems in Table 8.  
 

6.2  Comparative analysis of Definitions 
 
A comparative analysis of key definitions of prevention is presented in the Table 8. 
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Table 8: Comparisons of key definitions of prevention:  

 
The most useful definitions Principles of a good 

definition for the 
purposes of this work 

OECD System of 
Health Accounts17 

Programme 
budgeting23 

Milton Keynes PCT33 American reporting 
systems34 35 

Meaningful in Public 
Health terms 

Yes, to some extent – 
covers individual and 
public and private 
organisation spend on 
activities / services, but 
does not cover regulatory 
and taxation measures 

Less so – only 
includes NHS 
spending 

Less so - only includes 
NHS spend 

Less so – includes a 
broad range of activities 
but only government / 
agency spending  

Detailed and specific 
enough to allow 
comparable data to be 
collected in different 
parts of the UK / PCTs 

Yes but data collection 
would need to be 
organised and broken 
down by PCT area to 
allow this. 

Yes, based on data 
PCTs should all have. 

Yes, based on data 
PCTs should all have. 

Difficult – systems are 
different in the UK and 
not all the same 
agencies exist 

Detailed and specific 
enough to allow 
comparable data to be 
collected in different 
OECD countries 

Developed to be 
workable in other OECD 
countries and they do 
regularly provide data 

Based on UK's NHS 
funding and data 
systems but could be 
(and has been) applied 
to other systems, 
though not easily 

Difficult as based on 
NHS systems – funding 
systems will be very 
different in other 
countries – will be 
possible but they will 
need to do much more 
work. 

Possibly but work 
would need to be done 
on this 

Detailed and specific 
enough to be robust if 
systems change over 
the years 

Developed to work in 
different health care and 
funding systems 

Further moves 
towards private 
provision of services 
may cause problems 
as based on NHS data, 
but could be modified 
to work 

Problems if funding 
changes so that some of 
the preventive services 
included are no longer 
funded via PCTs and / 
or new ones are. 

Possibly  

Reasonably accurate 
data is available 

Not for all aspects e.g. 
occupational health 

Yes? Yes Not for all areas at 
present 

Possible to break down 
the data to measure 
spend in specific areas 
of morbidity or 
specific programmes 
of activity which have 
been chosen as 
priorities. 

Not broken down at 
present 

Only 3 broad 
categories at present 

Yes, to some extent For some areas  

Already being used in 
the UK 

Yes Yes – 3 pilot areas Yes - MKPCT No  

Already being used in 
other OECD countries 

Yes, several countries Catalonia in Spain No No  

Type of measure used  Gross spend in £s and  
spend as a percentage of 
GDP 

Gross and  
Net spends in £s. 

Spend in £s and  
spend as a % of PCT 
budget 

$ per head, total $s and 
% of total health 
spending 
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6.3  Comparative analysis of Systems 
 
Table 9 compares the systems used to record spending on public health and preventative 
healthcare within the OECD System of Health Accounts, Programme Budgeting and the 
Milton Keynes Investing in Health Board Paper 
 
Table 9: Comparison of systems for recording preventative healthcare in OECD System 
of Health Accounts, Department of Health Programme Budgeting and Milton Keynes 
PCT Investing in Health Board Paper 
 
OECD System of Health 
Accounts 

Programme Budget Category 
21 

MK PCT Public Health 
Board paper 

Maternal and child health 
 

21C Healthy Individuals other 
 
(child health examination) 

Down’s, neonatal hearing, 
Phenylketonuria, hypothyroidism 
screening.  Child protection, health 
visiting, dental health promotion, 

Family planning and 
counselling 

 Family planning services e.g. 
vasectomies, Brook clinic, IUCD 
fittings, PCT family planning 
service, teenage pregnancy co-
ordinator. 
 
General practice services such as 
family planning 

School health services  School nursing 
Prevention of communicable 
diseases 

21C Healthy Individuals other 
(immunisations) 
Immunological products & 
vaccines 

General practice services such as 
vaccinations, sexual health and 
chlamydia screening 

Prevention of non-
communicable diseases 

Drugs used in treatment of 
obesity 
 
NSF prevention programme 
codes (obesity, 
hypercholoesterolaemia, lack of 
exercise, poor diet, high risk 
sexual behaviour) 
 
National screening programme 
service 

Hospital screening services e.g. 
breast, retinopathy  
 
Smoking cessation 
 
Cervical screening, and others such 
as weight management 
 
Dental public health 
 

Occupational healthcare 21C Healthy Individuals other 
Examinations for driving license, 
sport, occupation etc 

 

All other miscellaneous public 
health services 

 Central services e.g. public health 
and health development teams, 
Primary cares services public 
health lead 
External support e.g. Cancer 
registry, public health observatory, 
drug and alcohol monitoring unit,  
Health Improvement Programme 
budgets 

 NSF Mental health  
(homelessness, poverty, social, 
abuse, relationships, crime) 

Mental health e.g. needle exchange 
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Source: System of Health Accounts User Guide, Briefing Note on Healthy Individuals 
September 2006, Investing in Health Board Paper, Milton Keynes PCT 
 
 

7.  Results of Preventative Health Spend Analysis 
 

7.1  International Preventative Health Spend 

 

7.1.1 OECD Data 
 
Figure 4 shows the total UK expenditure on healthcare in 2004 as a percentage of GDP 
compared with other OECD countries based on OECD System of Health Accounts data. 
 
Fig 4: Health expenditure as a share of national GDP, OECD countries, 2004 

Source: OECD System of Health Accounts June 2006 
 
Figure 4 shows that the UK spent a slightly lower percentage of GDP (8.3%) on healthcare 
than the average for OECD countries (8.9%).  Of the OECD countries, the United States of 
America spent the highest proportion of national GDP on healthcare in 2004 at 15.3% and 
Korea spent the lowest proportion of national GDP on healthcare in 2004 at 5.5%. 
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Figure 5 shows the percentage of spending on prevention and public health across the public 
sector out of the total amount of public spending on healthcare in 1999.  This is the only year 
for which UK data has been produced. 
 
Fig 5: Percentage of total public healthcare expenditure spent on public health and 
prevention in selected OECD countries in 1999 
 

Source: OECD System of Health Accounts, October 2006 
 
Figure 5 shows that the UK had a similar proportion of healthcare spend on prevention and 
public health (2.2%) to France, Finland and the Czech Republic but below that of the United 
States, Canada and the Netherlands. 
 
Figure 6 shows the percentage of spending on prevention and public health across the 
private/charitable sector out of the total amount of private/charitable sector spending on 
healthcare in 1999.   
 
Fig 6:  Percentage of total private healthcare expenditure spent on public health and 
prevention in selected OECD countries in 1999 

Source: OECD System of Health Accounts, October 2006 
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Figure 7 shows the percentage of spending on prevention and public health out of the total 
amount of spending (public plus private) on healthcare in 1999 in selected OECD countries. 
 
Fig 7:  Percentage of total (public plus private) healthcare expenditure spent on public 
health and prevention in selected OECD countries in 1999 

Source: OECD System of Health Accounts, October 2006 
 
Comparing the UK data on each of the three Figures (5, 6, 7) above shows that the UK spent 
2.2% of public expenditure on health on public health and prevention in 1999 but there is no 
data on the level of private expenditure on public health and prevention.  Figure 7 shows that 
total expenditure on public health and prevention in the UK was 1.8% of total (public plus 
private) expenditure on health.  The fact that the total percentage spent on public health and 
prevention (1.8%) is less than the public percentage spent on public health and prevention 
(2.2%) suggests that the UK denominator has increased in the total expenditure chart (Figure 
7).  This means that for the UK the total expenditure chart (Figure 7) shows only public 
expenditure on public health but for all the other countries that have private expenditure on 
public health and prevention recorded, the total expenditure includes this. 
 
Figures 5, 6 and 7 show data for selected OECD countries for 1999.  Table 10 shows the 
percentage of total health spend expended on prevention and public health for all the OECD 
countries from 1995 to 2005.  In 1999 the average percentage of total health spend expended 
on prevention and public health in OECD countries was 2.32%. 
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Table 10: Percentage of total health expenditure on prevention and public health for 
OECD countries 1995-2005 

Source: OECD System of Health Accounts, October 2006. 
Key: b=break in series 
         d=differences in methodology 
         e=estimate 
 
 
Table 10 shows that of the countries where good time series data is available, Austria, 
Canada, Finland, France, Italy, the Netherlands and Spain have increased the proportion of 
total health expenditure spent on public health and prevention since 1995.  For other countries 
e.g. Australia, Switzerland and the United States the proportion of health expenditure spent on 
public health and prevention has remained relatively constant since 1995. For some countries 
e.g. Iceland the proportion of total health spend expended on public health and prevention has 
declined since 1995.  This can be seen more clearly in Figure 8 which includes only those 
OECD countries with complete time series data from 1995 to 2004. 

1995 1996 1997 1998 1999 2000 2001 2002 2003 2004 2005
Australia 1.6 1.4 1.5 2.1 1.8 1.7 1.4 1.4 1.4 1.5
Austria 1.3 1.3 1.4 1.5 1.5 1.6 1.7 1.8 1.9 2.0
Belgium   1.3 e
Canada 4.5 4.7 4.4 5.1  5.4 b 5.6 5.8 5.7 6.1  5.8 e 5.9 e
Czech Republic 2.0 1.9 1.9 1.5 1.7 b  2.0 e
Denmark 0.5 e  0.5 e
Finland 2.9 3.0 3.0 3.2 3.3 3.5 3.6 3.6 3.8 3.9
France 2.4 2.5 2.5 2.5 2.6 2.5 2.5 3.1 b 3.1 2.9 e
Germany 3.6 3.4 3.0 2.9 3.0 3.1 3.1 3.2 3.2 3.3
Greece
Hungary 4.4 4.8 4.9 4.9 4.8
Iceland 1.7 1.7 1.9 1.8 0.7 1.4 1.5 1.4 1.3 1.2 e
Ireland
Italy 0.4 0.4 0.4 0.4 0.4 0.4 0.5 0.6 0.6 0.6 0.6
Japan 3.0 3.0 3.1 2.9 3.0 3.0 3.0 2.4  2.2 e
Korea 1.7 1.9 1.8 2.0 1.7 1.2 1.1 1.2 1.9 1.8
Luxembourg 0.9 1.0 1.0 0.8 0.6 b 1.2 e
Mexico 0.7 d 0.6 d 2.9 b 2.4 3.0 2.7
Netherlands 3.5 4.0 4.0       5.1 b 5.1 5.1 5.1 5.1  5.2 b 4.9 e
New Zealand
Norway 2.0 1.9 1.9  1.9 e
Poland 3.3 3.3  1.7 b
Portugal 2.4 2.3 2.1 2.1 e 2.0 e
Slovak Republic 0.0 0.0 0.0 1.9 1.6
Spain 0.7 0.8 0.8 0.9 1.0 1.1 1.1 1.2 1.4 b 1.4 e
Sweden
Switzerland       2.6 b 2.6 2.4 2.4 2.4 2.3 2.3 2.2 2.3 2.2 e
Turkey 2.7 2.3
United Kingdom 1.8
United States 3.8 3.8 3.8 3.9 4.0 4.0 3.9 3.9 3.8 3.7
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Fig 8: Trend in percentage of total health expenditure accounted for by prevention and 
public health programmes in selected OECD countries 1995 to 2004. 
 

Source: OECD System of Health Accounts, October 2006 
 
Figure 9 shows the percentage of total (public plus private) expenditure on public health and 
prevention in 2002 from the OECD system of health accounts data for selected countries 
plotted against the 2002 Disability Adjusted Life Years per 100,000 population for the same 
countries. 
 
Fig 9: Total percentage of health spending on public health and prevention and DALYS 
2002 for selected OECD countries 
 

Source: OECD System of Health Accounts and WHO 
 
Figure 9 shows little apparent correlation between the proportion of health expenditure 
devoted to public health and prevention and the number of DALYs per 100,000 population.  
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7.1.2  US State Public Health Spending 

The US has a system that measures the dollars per person that are spent on public or 
population health in a state.  High spending on these health programs are indicative of states 
that are proactively implementing preventive and education programs targeted at improving 
the health of at-risk populations within a state.  This measure includes expenditures in three 
categories as defined by the National Association of State Budget Officers (NASBO): 

·  Direct Public Health Care Services: 
·  Community-Based Services Health Expenditures: 
·  Population Health Expenditures: 

Table 11 (below) presents ranks based on 2003 data (National Association of State Budget 
Officers). It ranges from more than $400 per person in and Hawaii to less than $75 per person 
in Iowa and Arkansas. 
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Table 11: Per Capita Public Health Spending in US States (2003 data) 

Source:  United Health Foundation, America’s Health Rankings 

STATE $/PERSON 
Hawaii $499 
Alaska $482 
Wyoming $354 
New York $316 
Montana $293 
Minnesota $249 
Pennsylvania $247 
Delaware $246 
New Jersey $231 
South Carolina $219 
Mississippi $197 
Illinois $190 
Nebraska $190 
Maryland $189 
Texas $179 
North Dakota $174 
Oregon $174 
Connecticut $173 
Rhode Island $168 
Alabama $159 
Maine $158 
New Hampshire $158 
Nevada $155 
Michigan $154 
Missouri $153 
Massachusetts $150 
Florida $143 
Georgia $138 
California $132 
Oklahoma $131 
North Carolina $128 
Ohio $127 
Louisiana $121 
Indiana $117 
New Mexico $113 
Kentucky $112 
South Dakota $110 
Virginia $97 
Kansas $95 
West Virginia $95 
Vermont $93 
Colorado $92 
Tennessee $91 
Arizona $81 
Washington $81 
Wisconsin $79 
Utah $72 
Idaho $70 
Arkansas $64 
Iowa $59 
United States $162 
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7.2  National Preventative Health Spend 
 

7.2.1  Sentinel Programmes 
 
One approach to measuring preventative health spending is to focus on sentinel programmes 
e.g. smoking cessation.  The Information Centre for Health and Social Care produce 
information on a number of health and social care topics and programmes.  Included in these 
are data on smoking cessation services detailing the number of people quitting smoking in 
each Strategic Health Authority area and government office and the associated expenditure.  
These data show that some 329,681 people in England successfully quit smoking in 2005/06 
at a total cost of £51.9 million. 
 
Figure 10 shows the smoking cessation expenditure in 2005/06 for each Strategic Health 
Authority. 
 
Fig 10: Total expenditure on smoking cessation by strategic health authority 2005/06 

Source: Lifestyle statistics, The Information Centre, 2006 
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Figure 11 shows the mean average cost per person successfully quitting smoking in 2005/06 
for each strategic health authority area. 
 
Fig 11: Cost per person quitting smoking by strategic health authority 2005/06 

Source: Lifestyle statistics, The Information Centre, 2006 
 

7.2.2  UK Health Accounts 
 
The UK Health Accounts differ slightly from the OECD definitions but this is true of other 
countries also.  The main areas of difference are that the UK Health Accounts data excludes 
the provision of healthcare services in the home and of healthcare goods by employers.  There 
is also a lack of an internationally agreed definition of what constitutes nursing care. 
 
Some data from the UK was compiled using national Reference Costs (in England, Wales and 
Northern Ireland) and Scottish Health Service Costs (in Scotland) produced by the 
Department of Health.  The main currency used in the composition of Reference Costs is the 
Healthcare Resource Group (HRG) which provides a standard framework that allows costs to 
be adjusted for differences in casemix.  The 1999/2000 Reference Costs cover 60.6% of the 
expenditure incurred by hospitals and community health services in England (88.4% of 
services provided by hospitals but only 7.25% of expenditure on community services). In 
Wales, Diagnostic Related Groups (DRGs) were used instead of HRGs, although since this 
work was carried out Wales have converted to using the same HRGs as England.  In Scotland 
the main classification used was specialty. 
 
All these activity cost classifications were compared to the System of Health Accounts 
classifications produced by the OECD by an expert panel and a mapping of one to the other 
was produced based on theoretical and practical expert advice.  Overall the expert group 
found that there was a fair degree of overlap between HRGs and the Functional 
Classifications used in the System of Health Accounts. 
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Table 12 shows the total UK health expenditure as estimated by the UK Health Accounts 
Project for the years 1997-200236. 
 
Table 12: Total UK Public and Private Health Expenditure, 1997-2002 
 
Year Total UK Health 

Expenditure 
(£M) 

As percentage of 
GDP 

Public UK 
Health 

Expenditure 
(£M) 

Private UK 
Health 

Expenditure 
(£M) 

1997 55,462 6.8 44,568 10,894 
1998 59,178 6.9 47,552 11,626 
1999 64,733 7.2 52,192 12,541 
2000 69,242 7.3 55,996 13,246 
2001 74,833 7.5 62,090 12,743 
2002 80,620 7.7 67,201 13,419 
Source: ONS 
 
 
Having generated an estimate for the total expenditure on healthcare in the UK the next task 
for the ONS and the Project Board was to allocate this across the different functional 
classifications.  This was done using the available data sources particularly the Annual Report 
of the Department of Health for 1999/00 which identifies some specific central allocations for 
particular areas of healthcare.  As a consequence it is likely that the allocation to functional 
categories was reasonably crude and some required elements may not have been included. 
 
Table 13 shows the Functional Classification for HC6. Prevention and Public Health: 
 
Table 13: Definition of Functional Classification HC6 Prevention and Public Health 
 
Functional Classification Definition 
HC6. Prevention and Public 
Health 

Prevention and public health services comprise services designed to 
enhance the health status of the population as distinct from curative 
services which repair health dysfunction.  Typical services are 
vaccination campaigns and programmes. 
 
Note: prevention and public health functions do not cover all fields of 
public health in the broadest sense of a cross-functional common concern 
for health matters and public actions.  Some of these broadly defined 
public health functions, such as emergency plans and environmental 
protection 

Source: OECD, Functional Classifications of Healthcare 
 
The ONS have reported that work on the UK Health Accounts was put on hold in 2004 as part 
of a focus on taking forward the Atkinson Review of the Measurement of the Government 
Output and Productivity for the National Accounts. The ONS has not set a timetable for 
restarting the total UK health expenditure and health accounts project, as developing health 
output and productivity measures remains a key focus for development. 
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Table 14 shows the total UK expenditure on health in 1999/200 for each of the functional 
groups, provider and source of funding. 
 
Table 14: UK expenditure on health by function, provider and source of financing 
1999/00, £ millions 

Source: ONS 
 
 
Table 14 suggests that in 1999/00 the UK spent £62.9 billion on healthcare, £1.145 billion of 
which was allocated to HC6. Prevention and Public Health. 
 
The total UK health expenditure was built up from a number of components as follows: 
 

·  Health administrators’ expenditure on health care drawn from the National Accounts 
Blue Book 2003 excluding expenditure on Research and Development and Education 
& Training 

·  Expenditure on health by the armed forces and in prisons obtained from the Ministry 
of Defence’s Medical Quinquennial Review for the Army, Navy and Air Force and 
from HM Prison Service, the Scottish Prison Service, and the Northern Ireland Prison 
Service where not included in NHS expenditure within the Blue Book 

·  Household expenditure on healthcare drawn from table 6.4 of the National Accounts 
Blue Book 2003 which covers private expenditure by UK resident households.  The 
definition used is consistent with the functional classification used in the international 
framework of Health Accounts 

·  Expenditure on health by charities and religious organisations drawn from 
undertaking stratified sampling of a database of charitable accounts provided to the 
ONS by the National Council of Voluntary Organisations (NCVO) 

·  Costs incurred by local authorities and private individuals on nursing care in care 
homes.  NHS funded placements are included in the National Accounts Blue Book 
2003, but local authority funded placements are not.  Therefore an estimate was 
produced by combining an estimate of the number of non-NHS funded residents of 

Function Provider HF.1 Public HF.2 Private Grand Total
HC.1-2 
Cure/rehabilitation HP.1 Hospitals 30,302 1,462 31,764

HP.2 Nursing facilities 337 337
HP.3 Ambulatory facilities 7,516 2,100 9,616

HC.3 LT nursing HP.1 Hospitals 2,318 2,318
HP.2 Nursing facilities 1,096 309 1,404
HP.3 Ambulatory facilities 33 33

HC.4 Ancillary services HP.1 Hospitals 706 706
HP.3 Ambulatory facilities 138 138

HC.5 Goods (and 
related services) to 
outpatients HP.3 Ambulatory facilities 8 8

HP.4 Retailers of goods 6,199 5,026 11,225
HC.6 Prevention & 
public HP.1 Hospitals 916 916

HP.2 Nursing facilities 4 4
HP.3 Ambulatory facilities 99 99
HP.5 Providers of public health 125 125
HP.6 Administration 1 1

HC.7 Administration HP.1 Hospitals 782 782
HP.5 Providers of public health 44 44
HP.6 Administration 337 1,000 1,337

NPISH - 1,324 1,324
Prisons and armed 
forces - 488 488
- HP.9 Rest of the world (imports) 240 240
Total 51,687 11,220 62,907

Funder
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care homes with the results of a large annual survey of average weekly nursing home 
and residential care costs produced by Laing & Buisson 

·  Capital formation by health care providers which are compiled as part of the National 
Accounts but not published in the Blue Book 

·  Provision of healthcare services in the home and of healthcare goods and services by 
employers.  The provision of healthcare services in the home equates to the nursing of 
sick relatives.  As there is usually no payment involved this has been ignored in 
compiling the UK expenditure figure.  Similarly the provision of healthcare goods 
and service by employers includes the surveillance of employee health and 
therapeutic care on or off business premises and has also been ignored in compiling 
the UK Health Accounts. 

 

7.2.3  Programme Budgets 
 
The DH publishes Resource Accounts each year which detail total expenditure in England on 
each of the 23 Programme Budgeting Categories.  Table 15 shows the expenditure recorded 
within the ‘Healthy Individuals’ over the last three years: 
 
Table 15: Gross Expenditure on Healthy Individuals Programme Budgeting Category 
2003/04 to 2005/06 
 
Year Gross Expenditure (£000’s) 
2003/04 £1,108,418 
2004/05 £1,157,915 
2005/06 £1,340,593 
Source: Programme Budgeting “Healthy Individuals” Briefing Note 
 
In the case of the ‘Healthy Individuals’ Programme Budgeting category, the grouper software 
splits activity based upon primary diagnosis into three sub categories 

·  NSF prevention programme 
·  NSF mental health prevention 
·  Other 

 

7.2.4  Department of Health Resource Accounts 
 
The NHS publishes Resource Accounts each year.  These accounts consolidate the financial 
information within the Department Accounting Boundary, which includes the parent 
Department of Health, Purchasing & Supply Agency, and other bodies directly funded by the 
Department.  Extracts from the Resource Accounts are also included in the Department of 
Health’s Annual Report. 
 
Tables 16 - 20 (below) contain financial data published in the Department of Health’s Annual 
Report for 2005/06 where expenditure is broken down by broad categories and where a 
proportion of the expenditure is likely to involve public health or promotion of health and 
well being. 
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Table 16: Departmental spending on publicity and advertising in 2005/06 
 

Source: DH Annual Report 2005/06 
 
Table 16 shows that the Department of Health spend £42.6 million on publicity and 
advertising in 2005/06.  The majority of this spend appears to have been on material that 
could be considered as promotion of health and well being. 
 
The Centrally Funded Initiatives and Services and Special Allocations budget provides central 
revenue funding to implement the NHS Plan and other initiatives.  Table 17 shows the 
2005/06 budget levels 
 
Table 17: Centrally Funded Initiatives And Services and Special Allocations (CFISSA) 
budgets for 2005/06 

Source: DH Annual Report 2005/06 
 
The majority of the expenditure in Table 17 is likely to be related to improving treatment for 
priority conditions such as cancer and coronary heart disease, but some elements such as 
Public Health and Health Inequalities could be regarded as forming part of expenditure on 
health and wellbeing. 
 

Campaigns run by the DH £ million
Smoking (Tobacco Controll) 28.70
NHS recruitment 0.34
Flu immunisation 2.30
Get the right treatment 0.86
Keep Warm Keep Well 0.60
EHIC 1.64
Drugs prevention 1.28
Sexual health 0.52
Social work/care recruitment 3.26
Five a Day 1.77
Immunisation 0.75
Breast screening awareness 0.38
Alcohol 0.18
Total 42.58

Budgets £000's
Improving Access to all services
Better Emergency Care 249,774
Waiting, booking and choice 256,218
Improving Services and outcomes in:
Cancer 29,624
Coronary Heart Disease 33,666
Mental Health 68,786
Older People 2,402
Children 21,261
Improving Patient Experience 138,351
Reducing Health Inequalities 205,805
Contribution to a reduction in Drug Misuse 308,396
Workforce 4,680,606
IM&T 387,816
Other CIFSSA Budgets:
R&D 635,820
Statutory bodies 511,828
Special Health Services (e.g. Audiology services, dentistry, ophalmic) 1,028,300
Modernisation Agency 137,989
Primary Care 187,064
Public Health 101,738
Central Payments made on behalf of DH (e.g. Injury Allowance) 37,910
Residual CFISSA budgets (e.g. SHA running costs, NHS Bank) 1,606,132
CFISSA budgets issued with PCT allocations 5,817,500
Cost of Living Supplement 108,787
Non Cash CFISSA budgets (including capital charges, provisions etc) 1,744,318
Total 18,300,091
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The Central Health and Miscellaneous Services (CHMS) revenue budget programme (Table 
18) includes: 

·  the Welfare Food Scheme; 
·  EEA medical costs for treatment given to United Kingdom nationals by other member 

states; 
·  funding for medical, scientific and technical services, including the National 

Biological Standards Board, the National Radiological Protection Board and the 
Health Protection 

·  Agency; and, 
·  grants to voluntary organisations, mainly at a national level, across the spectrum of 

health and social services activity. 
 
Table 18: Central Health and Miscellaneous Services (CHMS) Budgets 2005/06 
 

Source: DH Annual Report 2005/06 
 
Only part of this expenditure, the elements involving health inequalities, drugs misuse and 
public health is connected to health and wellbeing. 
 
Table 19 sets out revenue and capital resources to be made available for adults’ social 
services in 2006-07 and 2007-08, with funding levels for 2005-06 included for comparative 
purposes. Adults’ PSS specific grant funding has decreased by just over £300 million between 
2005-06 and 2006-07. There are two principal reasons for this: 
 

·  unlike in 2005-06, an additional £100 million transfer will not be made from the NHS 
to the ‘Access and Systems Capacity’ grant (in either of the next two years); and, 

 
·  the ‘Residential Allowance’ grant funding has been completely rolled into formula 

spending share (FSS) (now the relative needs formula control total). 

Budgets
2005/06
£000's

Improving Services and Outcomes in:
Cancer 5,087
Children 11,322
Reducing Health Inequalities 15,453
Contributions to a reduction in Drugs Misuse 2,236
Other CHMS budgets:
Central payments made on behalf of DH (e.g. EEA Medical Costs) 601,974
Public Health (e.g. Welfare Foods) 117,164
Statutory Bodies (e.g. Health Protection Agency) 289,680
R&D 31,844
Residual CHMS budgets (e.g. communications grants to voluntary organisations) 93,565
Total 1,168,325
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Table 19: Personal Social Services (PSS) Budgets 2005/06 
 

Source: DH Annual Report 2005/06 
 
A minority of this spending is likely to be associated with interventions related to health and 
wellbeing 

2005/06 2006/07 2007/08
£ million £ million £ million

Specific Revenue Grants:
Preserved Rights 348.2 297.6 275.2
Residential Allowance 214.5 0.0 0.0
Access and Systems Capacity 642.0 546.0 546.0
Delayed Discharges 100.0 100.0 100.0
Carers 185.0 185.0 185.0
Mental Health 133.0 132.9 132.9
Aids Support 16.5 16.5 16.5
National Training Strategy 94.9 107.9 107.9
Human Resources Development Strategy 62.8 49.8 49.8
Child and Adolescent Mental Health Services 90.5 90.5 90.5
CSCI Reimbursement 0.8 0.8 0.8
Individual Budget Pilots 0.0 6.0 6.0
Partnerships for Older People (POPP) 0.0 20.0 40.0
Preventative Technology 0.0 30.0 50.0
DH funded but allocated to other depts 8.5 7.5 7.5
Total Revenue Grants 1896.5 1590.4 1608.0
Total Capital Resources 78.4 98.4 118.4
Total PSS Provision 1975.0 1688.8 1726.5
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Table 20: Disposition of 2006/07 Capital Resources 

Source: DH Annual Report 2005/06 
 
Table 20 shows the disposition of Department of Health’s capital resources in 2006/07.  Some 
of the capital budgets relate directly to interventions aimed at improving health and wellbeing. 
 

7.3  PCT Preventative Health Spend 

7.3.1  Programme Budgeting 

 
Figure 12 (below) shows the total net expenditure for the Healthy Individuals Programme 
Budget Category for each PCT in 2005/06.  It also shows that there is considerable variation 
in the amount of expenditure each PCT allocates to the Healthy Individuals Programme 
budgeting category (from £850,644 per 100,000 population to £10, 964,811 per 100,000 
population).  Figure 13 (below) shows expenditure by PCTs on Healthy Individuals as a 
percentage of total PCT allocation 2005/06.  Again, marked variation is highlighted (from 
0.74% to 9.65%). 

2006/07 £ million
Total NHS Capital Investment 6543
- Less PFI Investment -1111
Gross Public Capital Available for Investment in DH  and NHS 5432
Less
- capital funding to support DH operations -18
- capital grants to independent sector parties -66
- costs from the managerment and disposal of the "retained estate" -10
- NHS Trust Receipts from asset sales (normally reinvested locally) -120
- CFH central capital spend -1000
- other central capital spend, including capital funding for ALBs and funds for innovations in 
capital procurement -144 -1358
HCHS capital available for allocation to NHS organi sations 4074
To be allocated as follows:
Central Budgets
Direct allocations to SHAs, NHS Trusts and PCTs
- SHA Strategic Capital 941
- Trust and PCT operational capital 1100
- Access fund 0
Total direct allocation for local prioritisation 2041 2041
Programme Capital Budgets
- Coronary Heart Disease 40
- CAMHS Specialist Services 37
- DSPD 20
- Audiology 26
- Improving provision of decontamination services 43
- PACS and other local implementation of CfH 124
- Community Hospitals 20
- Drugs misuse 38
- Dental School expansion 20
- Mental Health Place of Safety and PICU development 65
- Medical School places and Radiology acadamies 18
- Choose and Book Incentives 55
- High Secure Facilities 23
- Other investments in physical capacity 15
- Resource cover and enabling for IS procurement 114
- Resources reserved to cover capital expenditure by FTs and other uncommitted funds 1374
Total to NHS Trusts/Primary Care 2033 2033
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Fig 12: Net Expenditure per 100,000 crude population on Healthy Individuals by PCT 2005/06 

Source: Department of Health, Programme Budgeting website 
http://www.dh.gov.uk/PolicyAndGuidance/OrganisationPolicy/FinanceAndPlanning/ProgrammeBudgeting/fs/en 
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Fig 13: Expenditure on Healthy Individuals as a percentage of total PCT allocation 2005/06 

Source: Department of Health Programme Budgeting website and Exposition Book 
http://www.dh.gov.uk/PolicyAndGuidance/OrganisationPolicy/FinanceAndPlanning/ProgrammeBudgeting/fs/en 
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7.3.2  Norwich PCT 
 
Norwich PCT published a report in 2005 written by the PCT Director of Public Health and 
includes an analysis of each of the 23 Programme Budgeting categories for Norwich PCT 
compared with England and a cluster of equivalent PCTs to highlight areas where the PCT is 
an outlier in terms of expenditure. 
 
The following extract relates to information relating to the Health Individuals Programme 
Budgeting Category presented in the report: 
 
Programme 21: Healthy Individuals 
 
Programme Aim:   
To capitalise on the opportunities outlined in the new “Choosing health” strategy. 
 
Programme outcome measures: 
Detailed project charts and spending plans are being drawn up in all “Choosing Health” 
areas during 2005 in anticipation of extra dedicated resources in April 2006.  This will 
feature prominently in next year’s public health report. 
 
What was the Norwich PCT estimated programme budget for healthy individuals in 2004/05, 
as spend per 100,000 population, and how did that compare with our peers and with the 
English average? 
 
Norwich PCT   £ 1,186,000 
“Cluster” average  £ 2,233,000 
National average £ 2,174,000 
 

7.3.3  Milton Keynes PCT 
 
In recognition of the importance of investing in preventative healthcare services if the NHS is 
to achieve the “fully engaged” scenario described by Wanless, Milton Keynes PCT has drawn 
up a plan to increase its investment in preventative healthcare by 0.5%-1% per year for the 
next 5 years.  This policy is in line with that set out in the White Paper “Our Health, Our 
Care, Our Say” and with the aspiration in “Choosing Health” to rebalance NHS investment so 
that the NHS becomes as “well placed to meet demand for health as it is for meeting demand 
for treatment”. 
 
As part of this work the PCT has calculated the current direct investment in prevention in 
2005/06 as summarised in Table 21 (below): 
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Table 21: Current direct investment in preventative healthcare in Milton Keynes PCT 
2005/06 
 
Item Cost (£) % of PCT 

Budget 
Screening services at MKGH (Breast, Downs, PKU, neonatal 
hearing, chlamydia) 

798,247 0.36% 

General Practice 
(Vaccinations, cervical screening, contraceptive advice, enhanced 
services) 

1,933,119 0.87% 

Family Planning 
(vasectomies, teenage pregnancy, family planning service) 

389,545 0.18% 

Primary Care 
(child protection, school nursing, health visiting, dental health 
promotion, public health lead) 

3,202,113 1.44% 

Mental Health 
(needle exchange) 

41,975 0.02% 

Central Services 
(public health and health development teams, smoking cessation, 
HiMP budgets) 

992,700 0.45% 

External Support 
(PHRU, Cervical Screening admin, dental public health consultant) 

99,403 0.04 

Total 7,457,102 3.35% 
Source: Investing in Health Board Paper Milton Keynes PCT 2006 
 
Table 21 shows that MK PCT with a population of 218,000 has spent approx £7.5m on 
preventative healthcare in 2005/05 which equates to 3.35% of the PCT budget.  This also 
equates to £34.21 per head of population.  Were this level of spend to be replicated across the 
UK, the total amount spent on preventative healthcare would be £2,052,413,395. 
 



Health England: the national reference group for health and wellbeing 

- 64 – 
 

 

7.4  Summary of Preventative Healthcare Spending 
 
Table 22 summarises the available data on preventative healthcare spending as a percentage 
of total health spending within Programme Budgeting, OECD System of Health Accounts and 
Milton Keynes’s PCT Investing in Health Board Paper. 
 
Table 22: Comparative expenditure on preventative healthcare 
 
 Programme 

Budgeting 
OECD System of 
Health Accounts17 

Milton Keynes 
PCT33 

Geographical 
Coverage 

England UK Milton Keynes PCT 

Year 2005/06 1999/00 2005/06 
Total Healthcare 
Spend  

£63,251,319,485 
 

£64,733,000,000 £222,600,060 

Total Preventative 
Healthcare Spend 

£1,208,167,721 (net) £1,144,000,000 £7,457,102 

% of total 
healthcare spend 
spent on prevention 

1.91% 1.8% 3.35% 

Prevention spend 
per 100,000 
population 

£2,456,824 £1,900,000 £3,389,592 

Source: DH Programme Budgeting website, OECD System of Health Accounts October 2006 
and Milton Keynes PCT Investing in Health Board Paper 2006  
 

8.  Discussion 
 

8.1  Definitions 
 
This report has highlighted many potential definitions of prevention, health, public health and 
wellbeing.  However none of these definitions have been specifically developed in order to 
assist the costing of health expenditure.  International systems of health accounts do define 
prevention and public health.  However these focus on the healthcare components and exclude 
wider interventions aimed at improving wellbeing. 
 
Although the White Paper Our health, our care, our say 1 is a joint document, with prevention 
seen as important in both health and social care, the main thrust of this report has focussed on 
health care.  Unfortunately we have not found definitions of prevention within social care.  
The risk of focusing on what is easy to measure within healthcare is that it reduces the 
radicalism of the concept of prevention by translating it back into what we already know and 
understand. 
 
Crucially, the White Paper asked people using services what they want and need, and made 
important statements about increasing choice and control.  An alternative way forward might 
be to ask service users what they mean by prevention and how they would like to see it 
understood, developed and monitored.  This is an approach that would fit more consistently 
with the work of ‘in control’ 37, which is working with many Local Authorities in order to 
take forward self directed support in which the client takes on the management of their own 
budget for social care. 
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It is clear that wellbeing needs to be considered in its widest context of physical, social, 
psychological, emotional and environmental components.  Therefore agreeing a full definition 
of prevention and wellbeing might be considered beyond the scope of the Expert Advisory 
Panel on Preventative Health Spending.  It might instead be more appropriate to only consider 
prevention within health and social care and accept that this is just one component of 
wellbeing. 
 

8.2  System of measures 
 

8.2.1..System of Health Accounts 
 
The System of Health Accounts has been developed by the OECD and is a useful tool because 
it is increasingly being implemented by countries worldwide. The WHO, together with the 
World Bank and the United States Agency for International Development has produced a 
guide to producing ‘National Health Accounts’, an internationally accepted methodology, 
which also uses the OECD’s International Classification for Health Accounts.  The WHO 
system is particularly aimed at facilitating implementation in developing countries.24 
 
The ONS has led on analysing and submitting data for the UK (for the year 1999).  The 
advantages of the SHA system is that many OECD countries are already collecting the same 
data and have signed up to the overall health accounts principle. The SHA also has a fairly 
broad definition of prevention.  The disadvantages of the SHA system is that some data is not 
currently available e.g. that relating to occupational health.  Furthermore the SHA will 
undoubtedly be subject to different interpretation by different countries and their Health 
Account teams. 
 
The Wanless report ‘Securing Our Future Health:  Taking a Long-Term View’ welcomed the 
work to provide greater comparability of international health data through the production of 
Health Accounts.  The report emphasised that this needed to be accompanied by improved 
epidemiological comparisons of outcomes.38 
 

8.2.2  National Programme Budget Project 
 
The definition of prevention used in the National Programme Budget Project is largely based 
on the prevention work proposed in the various NSFs and is limited to spend through PCTs 
i.e. NHS spend.  This is a narrower definition than that proposed in the System of Health 
Accounts used by OECD countries (where public, private and individual spend are included) 
and in most of the wider definitions of health and wellbeing.  However, the information is 
collected by all PCTs throughout the UK.  It will be necessary to undertake further work in 
order to identify preventative interventions in each of the programme budget categories.  
Solely relying on the Healthy Individuals category will not be sufficient to adequately identify 
the full range of preventative activities.  With further work, this will allow comparisons to be 
made within the UK on NHS prevention spending. 
 
Unfortunately the accounting systems in Social care and the recording categories for official 
returns do not distinguish spend on preventative services. To assess this, it would be 
necessary to agree a definition and then collect data from every Local Authority. 
 

8.3  Measures 
 
This report has highlighted different measures being used to compare preventative health 
spending.  These have included cost minimisation, cost-effectiveness and cost utility 
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measures.  In particular, there has been much focus in recent years on the most appropriate 
health economic measures for assessing public health interventions.  In the main, this has 
supported the use of Quality Adjusted Life Years.  Less focus however has been applied to 
the assessment of the overall benefit of total preventative spending (e.g. to assess the cost 
effectiveness of the total budget spent on preventative interventions).  It is possible that Years 
of Life Lost or Disability Adjusted Life Years may be more appropriate than QALYs for the 
assessment of the total preventative programme. 
 

8.4  Way forward to developing a programme for preventative spending 
 
Understanding the burden of mortality or disability that we are aiming to prevent is the first 
step in developing a programme for preventative spending e.g. understanding the relative 
proportion of Years of Life Lost / Disability Adjusted Life Years attributable to different 
disease/ programme groups.  The Office for National Statistics is currently in the process of 
developing national indicators for measuring premature and avoidable mortality, details of 
which could be included in future reports of health service productivity. 39 
 
Clearly robust information on the cost utility of preventative interventions, particularly 
focusing on interventions that can help reduce the greatest burden of disease is required.  The 
way forward for developing a programme for preventative spending needs to be built upon the 
knowledge from the National Institute for Health and Clinical Excellence (NICE) Public 
Health intervention and programme guidance and the NICE Technology Appraisal approach 
in relation to incremental cost-effectiveness ratios 40  
 
An overall programme needs to take account of the findings of the Wanless report ‘Securing 
Good Health for the Whole Population’  which highlighted the weakness of the evidence base 
regarding the effectiveness and cost-effectiveness of public health interventions across the 
majority of risk factors.  Information was found to be particularly scarce on which 
interventions can help reduce health inequalities.  The report also highlighted that the ‘dearth 
of evidence is not unrelated to the lack of funding of public health intervention research – 
with funding from research organisations and the private sector heavily directed towards 
clinical, pharmaceutical, biological and genetic research’. 13 41 

Where evidence of effectiveness or cost effectiveness is lacking or there is need for primary 
evaluative research, this should be taken forward by the Office for Strategic Coordination of 
Health Research (OSCHR) and the National Institute for Health Research / Medical Research 
Council partnership (see Annex B for recommendations of the Cooksey review).  NICE has 
highlighted its high priority research recommendations and the UK Clinical Research 
Collaboration has reported on the relative distribution of research funding (see Annex B). 

The next step in developing an overall programme will require the use of a model that takes 
account of burden of disease, resource use, affordability and cost effectiveness of prevention 
and treatment.  This will help to ensure that an affordable & cost effective strategy is being 
taken forward towards tackling disease burden.  Many different models exist but one that 
might be considered is the resource use & health outcomes model developed by the National 
Centre for Health Outcomes Development (NCHOD) 42. 
 
Finally it will be essential to ensure that the health and social care systems, local authorities, 
schools and employers have adequate incentives in place for ensuring that preventative 
interventions are supported and that robust monitoring systems are implemented. 
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9.  Conclusions 
 

9.1  Conclusions on definitions 
 
It is difficult to define ‘preventative’ in a way that is both comprehensive in terms of 
wellbeing and practical in terms of measurement of the spend. The following factors need to 
be taken into account when coming to an agreement regarding a robust definition.  It needs to 
be: 
 
·  broad enough to capture prevention, health and wellbeing in a meaningful way from a 

public health perspective 
 
·  specific and detailed enough so as to allow spending to be clearly defined, measured and 

monitored 
 

·  in order to facilitate comparison, based on a system / definition that is already accepted 
and in use internationally e.g. the System of Health Accounts 

 
 
A proposed definition of a preventative intervention: 
 
a clinical, social, behavioural, educational, environmental, fiscal or legislative intervention 
designed to reduce the risk of illness, disability or premature death and to promote physical, 
social, emotional and psychological wellbeing. 
 
 
Preventative interventions in health & social care are just one element of the wider 
contribution to improving wellbeing.  The definition of a preventative intervention has to be 
broad enough to capture the range of interventions that promote wellbeing.  However the 
definition of preventative health spending should be narrower in order to ensure that it can be 
reliably costed. 
 
 
A proposed definition of preventative health spending: 
 
the total public & private spend on primary & secondary prevention, health promotion, family 
planning, school health services, national screening programmes, public health programmes 
for communicable and non-communicable disease, epidemiological surveillance and public 
health administration, in the health or social care sectors. 
 

9.2  Conclusions on System of measures 

For international comparison of preventative health spend, the OECD System of Health 
Accounts should be used.  It must be acknowledged however that there exists concern about 
the true comparability of international data. 

For PCT comparison, an enhancement of the National Programme Budget system should be 
developed.  This will require the identification of preventative interventions in all the 
programme budget categories.  Once this is achieved, PCT Directors of Public Health will 
need to be closely engaged in monitoring and refining local preventative programmes. 
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A separate widespread analysis of PCT preventative spending using the Milton Keynes PCT 
analytical model would not be appropriate.  However for reference purposes (to compare 
results with the results from the OECD and National Programme Budget systems) and in 
order to identify social care preventative spending, Health England may wish to pilot an 
analysis in up to 3 PCT / Unitary Authority localities.  This should ideally involve the 
Association of Directors of Public Health, the Association of Directors of Social Services and 
those experienced in the development of self directed budgets (in Control). 

9.3  Conclusions on measures 
 
It is concluded that the following should be used for measuring preventative health spending: 
 
Cost minimisation: for International comparison, expenditure on prevention as a % of total 
(public & private) health spend should be used.  For PCT comparison, spend on prevention as 
a % of total health spend should be used. 
 
Cost effectiveness:  the spend on preventative health and rate of change in Years of Life Lost 
before 75 years should be used. 
 
Cost utility:  the spend on preventative health and Disability Adjusted Life Years / Quality 
Adjusted Life Year should be used. 
 

10.  Recommendations 
 
It is recommended that: 
 
The English health care system should submit data to OECD using the System of Health 
Accounts.  This should be taken forward as a joint project between the Department of Health 
and the Office for National Statistics with invitations to the Northern Ireland, Scottish and 
Welsh Health Departments. 
 
A sub-group of the Expert Advisory Panel on Preventative Health Spending should take 
forward the development of a methodology for capturing preventative health spending from 
the programme budget categories. 
 
Health England should consider taking forward a pilot project with the Association of 
Directors of Social Services and the Association of Directors of Public Health in order to 
capture preventative health and social care spending in up to three PCT/ Unitary Authority 
localities.  This pilot project should also consider how the development of self-directed 
support in social care is likely to influence future preventative spending. 
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Annex A - Literature Review of Preventative Health Spending 

 
Searches: 
As well as searching relevant textbooks and websites of organisations such as the WHO, OECD, ONS, etc, more systematic searches were carried out of published 
literature and a basic general internet search was performed. 
 
Search of published literature:  A search of OVID MEDLINE 1966 to November 2006 was performed using the following search strategy:  
�
�
Search strategy used for MEDLINE database:  

Ovid MEDLINE(R)  
1966 to November Week 3 2006 

1 Primary Prevention/cl, ec, mt, og, st, sn, td, ut [Classification, Economics, Methods, Organization & 
Administration, Standards, Statistics & Numerical Data, Trends, Utilization] 4484  

2 Preventive Medicine/cl, ec, mt, og, st, sn, td, ut [Classification, Economics, Methods, Organization & 
Administration, Standards, Statistics & Numerical Data, Trends, Utilization] 1345  

3 Public Health/cl, ec, mt, st, sn, td, ut [Classification, Economics, Methods, Standards, Statistics & Numerical 
Data, Trends, Utilization] 

4498  

4 Health Promotion/cl, mt, ec, og, st, sd, td, ut [Classification, Methods, Economics, Organization & 
Administration, Standards, Supply & Distribution, Trends, Utilization] 11776  

5 1 or 2 or 3 or 4 21359  

6 Economics/ec, mt, st, sn, td, ut [Economics, Methods, Standards, Statistics & Numerical Data, Trends, 
Utilization] 568  

7 Health Expenditures/cl, st, ec, sn, sd, td [Classification, Standards, Economics, Statistics & Numerical Data, 
Supply & Distribution, Trends] 

3867  

8 Health Care Costs/cl, st, sn, td [Classification, Standards, Statistics & Numerical Data, Trends] 3422  

9 6 or 7 or 8 7517  

10 5 and 9 156  �

�

�
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The results were as follows: 
 
Results of MEDLINE literature search: 
 

The search revealed 156 studies 
(titles were read) 

�  
44 titles appeared possibly relevant 

(abstracts were read) 
�  

8 studies were useful and 
(discussed in table below) 

�  
5 studies were particularly relevant 

(full reports were read) 
(see first 5 rows of table below) 

 
 
Many of the studies that came up in the search which were not relevant related to the cost effectiveness of preventative activities. Others were discursive or theoretical, 
without data, or related to particular conditions or programmes such as a particular fitness programme, antismoking campaign, etc. The relevant studies are described in the 
table below. 
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Relevant studies retrieved through the MEDLINE literature review (in order of relevance): 
 
Authors and 
title 

Source and 
year 

Abstract Comments 

Anonymous  
“Measuring 
state 
expenditures for 
core public 
health 
functions” 35 

 

American 
Journal of 
Preventive 
Medicine199
5 Nov-Dec 
11(6 
Suppl):58-73 

“In 1993, the U.S. Public Health Service, with the assistance of the Public Health Foundation 
(PHF), launched a pilot study to develop state and national expenditure estimates for the core 
functions of public health. The core public health functions selected for the data collection 
effort were (1) health-related data, surveillance, and outcomes monitoring; (2) investigation 
and control of diseases, injuries, and response to natural disasters; (3) immunizations, family 
planning, and STD and TB clinical services; (4) protection of environment, housing, food, 
water, and the workplace; (5) laboratory services; (6) public information and education and 
community mobilization; (7) targeted outreach and linkage to personal services; (8) 
accountability/quality assurance; (9) training and education; and (10) leadership, planning, 
policy development, and administration. State health officials from Connecticut, Iowa, 
Missouri, Oregon, and Rhode Island helped develop a methodology and a set of guidelines for 
estimating expenditures on core functions and used this methodology to report expenditure 
data. Three additional states--Illinois, New York, and Texas--joined in a second phase of the 
pilot study, one that included collecting data on personal health services and total agency 
expenditure data. The eight states' combined per capita core function expenditures were $44 
in fiscal year (FY) 1993. This included expenditures by state and local public health agencies 
and state substance abuse, mental health, and environmental health agencies. Expenditures for 
core public health functions accounted for 27% of these agencies' total expenditures. The 
largest core function expenditure accounting for approximately 30% of the total was for the 
protection of environment, housing, food, water, and the workplace. Extrapolating the eight 
states' expenditure estimates to the national level, spending for core public health functions in 
FY 1993 totaled $11.4 billion, or 1.3% of total U.S. health spending. The pilot project 
demonstrates that with appropriate guidance, including an estimating methodology and 
uniform definitions, categorical program data can be reported by function. The results of the 
data collection effort also demonstrate the potential utility of examining expenditures by core 
functions for state planning and policy making. The methodology allows states to distinguish 
core functions from other responsibilities, providing states with quantified information useful 
for reform efforts.” 

This study relates to 1993 and the USA. This must 
be borne in mind when considering the definitions 
they used and the data they produced. For example, 
the definition they chose for public health core 
functions is likely to be different from that which 
the NRGHWB might use for prevention activities. 
Their inclusion of, for example, TB clinical 
services and mental health agencies may reflect the 
way health services are set up in the USA and may 
not be appropriate in the context of the NRGHWB 
work. Also the agencies that were used in the USA 
do not all exist in the same way in the UK so some 
of the information may need to be collected in a 
different way e.g. “public information, education 
and community mobilisation” spend may not be 
easily available. 
 

Barry M and 
Bialek R 
“Tracking our 
investments in 
public health: 
what have we 
learned?”34 

Journal of 
Public Health 
Management 
Practice, 
2004 Sep-Oct 
10(5):383-92  

 

“A voluntary public health expenditures reporting system existed in the United States for over 
25 years, tracking and reporting trends in health department expenditures, revenue streams, 
functions, and programs. Today, no such system exists and no data are available to help us 
understand how and where public health dollars are being spent and the trends during good 
and bad economic times. This article discusses the history of and lessons learned from the 
former public health expenditures reporting system and more recent demonstration projects 
that experimented with reporting by essential public health services. The article also explores 

Strengths included that the system provided a 
uniform comprehensive source of information for 
policy makers, a consistent and rigorous approach 
to data collection and analysis and flexibility to 
accommodate different and changing organisational 
structures of state health departments. However, 
limitations included the fact that the huge 
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year 

Abstract Comments 

how what we have learned can be used for developing and implementing a system today to 
meet public health and public policy needs.” The American system was a voluntary reporting 
system by the Association of State and Territorial Health Officials (ASTHO), run by the 
Public Health Foundation (PHF). Data on state health department expenditures were sent 
regularly to the PHF, including state-specific spending from government and non-government 
sources, tracking programme-by-programme spending. It was a compromise between 
enabling flexibility for the vastly different organisational and programme structures across 
state health departments and providing some comparability across states in the USA. Data 
coordinators checked the data. The programmes included evolved over time with changes in 
the health care environment, policy, political priorities, roles of public health agencies and 
data needs. 

differences between organisational structures and 
responsibilities compromised comparability across 
states, quality and comprehensiveness of the 
voluntary reporting was suspect, the validity of the 
data was not known, the state health department 
was only one component of the public health 
system and the data was not tied to public health 
performance or health outcomes. These are all 
pitfalls which the NRGHWB must try to avoid in 
its work. 

Centers for 
Disease Control 
(CDC) 
“Chronic 
disease 
prevention and 
control 
activities – 
United States 
1989” 43 

MMWR – 
Morbidity 
and Mortality 
Weekly 
Report 1991 
Oct 18th, 
40(41): 697-
700 

“Although chronic diseases account for 75% of the mortality and a substantial proportion of 
serious disability in the United States, data regarding the activities and capacity of public 
health agencies to control chronic diseases are limited. To assess resources, needs, and 
priorities in chronic disease prevention and control during fiscal year (FY) 1989, the 
Association of State and Territorial Chronic Disease Program Directors (ASTCDPD), in 
cooperation with the Public Health Foundation, recently completed a national survey of all 
state and territorial health agencies. This report summarizes those findings of the survey that 
address resources and planning/evaluation activities.” The study found that in 1989 in the 
USA $2,54 billion were spent on chronic disease control activities by all surveyed public 
health agencies. This amounted to less than 3% of their expenditures. The per capita 
expenditure varied between states from 0 to $3.8. The survey also found that in that year the 
percentage of state public health expenditures on other areas were as follows: maternal and 
child health – 13%, environmental health – 6%, HIV infection / disease – 3% and 
communicable disease control – 3%.  However 85% of respondents reported that the data 
were inadequate for various reasons. 

The data may be too old to be useful and there were 
problems with accuracy. Also it relates to 
expenditure by public health agencies only, in a 
country where much health care is not paid for by 
state or related agencies. 

Lockwood SA, 
Malvitz DM 
“Trends in state 
agency oral 
health and 
public health 
expenditures, 
1984 through 
1989”44 

American 
Journal of 
Public Health 
1995 Sept, 85 
(9):1266-8  
 

“This paper documents oral health and public health expenditures for fiscal years 1984, 1986, 
1988, and 1989, as reported by state health agencies. During this period, reported national 
expenditures for public and oral health increased by 68% and 46%, respectively; between 
successive fiscal years, fewer states (73%, 67%, 57%) reported increased oral health 
expenditures, while increasingly more states reported no categorical oral health expenditures. 
Block grant expenditures for oral health increased overall but decreased as a percentage of 
total oral health expenditures; 16 states reported no block grant expenditures for oral health in 
fiscal year 1989, perhaps reflecting either substantial state support, or marginal to nonexistent 
oral health programs in these states.” 

This paper points out the decreasing spend on oral 
health in the US. Much of oral health care is 
preventative and the need to include this in the 
definitions and measures of spend on prevention in 
the NRGHWB work needs to be discussed.  

Schieber GJ, 
Poullier JP. 

Health 
Affairs 1988 

(No abstract) This report tabulated public health expenditure as a percentage of total health 
expenditure between 1960 and 1984 for 24 countries.  However the figures given for the UK 

The figures in this report are unlikely to be correct 
and should be ignored. 
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“International 
health spending 
and utilization 
trends.” 45 

7(4):105-112. varied from 85% to 91% which is clearly incorrect. Most countries were reported as spending 
more than 60% of their total health expenditure on public health. This is very unlikely to be 
correct. The OECD average, reported as 76.7% in 1986 is very unlike any other figure for the 
percentage of total health expenditure that is spent on public health. 

Doran CM, 
Girgis A, 
Sanson-Fisher 
RW. “Smoking 
by adolescents: 
three years 
later, there’s 
even larger 
revenue but 
little for 
prevention.” 46 

Australian 
and New 
Zealand 
Journal of 
Public Health 
1998, 22 (3 
Suppl): 321-3 

“This research aimed to determine whether, between� 1990 and 1993, there were any changes 
in the government revenue gained from sale of cigarettes to minors and the proportion of this 
revenue spent on attempting to prevent the uptake of this habit by adolescents. The 
methodology is consistent with the 1990 study, although some revisions have been necessary. 
From our analysis, it is estimated that state revenue from under-age smoking increased 97% 
from $9.37 million in 1990 to $18.45 million in 1993. State expenditure on anti-smoking 
campaigns (for the entire population) increased 24% from $9.47 million in 1990 to an 
estimated $11.75 million in 1993. When this expenditure is converted to a relative amount, 
relative state expenditure per under-age smoker fell an estimated 10%, from $4.40 in 1990 to 
$3.98 in 1993. This is equivalent to approximately 7.7% and 5.1%, in 1990 and 1993 
respectively, of state revenue from cigarette smoking by those under the legal purchase age 
being spent on discouraging adolescents from taking up this habit. These results suggest a 
growing inequity in the expenditure on anti-smoking activities compared to revenues received 
from sales to minors.” 

There is likely to be comparable data in the UK and 
other countries for comparison. 

Corso PS, 
Hammitt JK, 
Graham JD, 
Dicker RC, 
Goldie SJ. 
“Assessing 
preferences for 
prevention 
versus 
treatment using 
willingness to 
pay”47 

Medical 
Decision 
Making 2002 
Sep-Oct 22(5 
Suppl): S92-
101. 

“BACKGROUND: Rising health care costs and limited resources necessitate trade-offs 
between resources allocated toward prevention and those toward treatment. Information from 
opinion polls suggests citizens favor spending a higher proportion of all health care dollars on 
prevention rather than treatment. OBJECTIVES: To assess the policy implications of 
willingness to pay (WTP) for use in cost-benefit analysis (CBA) as a method for capturing 
individual preferences for prevention and treatment in the context of resource allocation 
decisions. METHODS: The authors recruited a random sample of 1456 US residents age 18 
years and greater by telephone using random-digit dialing. The survey was designed as a 3-
stage (phone-mail-phone) process and was conducted between December 1998 and March 
1999. For all persons completing the survey (N = 1104), the authors 1st collected respondents' 
opinions about the costs and effectiveness of prevention versus treatment programs in general. 
Half of respondents were then asked to state their WTP for a hypothetical prevention scenario 
and half were asked to state their WTP for a hypothetical treatment scenario. Both scenarios 
were specific to the same health context and included an identical reduction in mortality risk. 
RESULTS: WTP for treatment was significantly greater than WTP for prevention, $665 and 
$223, respectively. Prior opinions on the relative effectiveness afforded by preventive and 
treatment interventions moderately influenced the WTP estimates for persons randomized to 
either scenario. Prior opinions on costs had no significant effect on WTP estimates for either 
scenario. WTP significantly increased with age and household income in the full sample but 

There was a significantly greater willingness to pay 
for treatment than for prevention ($665 versus 
$223). Thus the public may not be as much in 
favour of putting resources into prevention (as 
opposed to treatment) as people claim, or as it 
appears from opinion polls. Does this suggest that 
the QALY threshold should be higher for putting 
resources into prevention than for treatment?? 
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was not significantly affected by gender or educational attainment. CONCLUSIONS: The 
aggregated WTP responses from the prevention and treatment scenarios presented in our 
study would imply that treatment is more strongly preferred by society than prevention when 
the health context is the same and benefits of each are held constant. A better understanding is 
needed of the discrepancy between citizens' stated preferences for prevention (e.g., through 
polling) and our findings that they were willing to pay substantially more for treatment than 
for prevention. 

Bonneux, L, 
Barendregt JJ, 
Nusselder WJ, 
der Maas PJ. 
“Preventing 
fatal diseases 
increases 
healthcare 
costs: cause 
elimination life 
table 
approach.”48 

BMJ 1998 
Jan 3, 
316(7124):26
-29 

OBJECTIVES: To examine whether elimination of fatal diseases will increase healthcare 
costs. DESIGN: Mortality data from vital statistics combined with healthcare spending in a 
cause elimination life table. Costs were allocated to specific diseases through the various 
healthcare registers. SETTING AND SUBJECTS: The population of the Netherlands, 1988. 
MAIN OUTCOME MEASURES: Healthcare costs of a synthetic life table cohort, expressed 
as life time expected costs. RESULTS: The life time expected healthcare costs for 1988 in the 
Netherlands were 56,600 Pounds for men and 80,900 Pounds for women. Elimination of fatal 
diseases--such as coronary heart disease, cancer, or chronic obstructive lung disease--
increases healthcare costs. Major savings will be achieved only by elimination of non-fatal 
disease--such as musculoskeletal diseases and mental disorders. CONCLUSION: The aim of 
prevention is to spare people from avoidable misery and death not to save money on the 
healthcare system. In countries with low mortality, elimination of fatal diseases by successful 
prevention increases healthcare spending because of the medical expenses during added life 
years. 

Several other studies show that health promotion 
activities are cost effective in reducing expenditure 
on health or medical costs. These are mostly from 
American private health care / insurance companies 
such as “Medicare”. They make an economic 
justification for health promotion / prevention 
programmes, but interestingly this study from the 
Netherlands found that if you reduce fatal diseases, 
overall health care costs go up because of the 
medical care required during the added life years. 
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Searches were also performed on a number of other databases. These did not reveal any further relevant studies or reports. They were as follows; 
 
Other literature searches performed: 
 
Database Search performed (search terms used) Results and comments 
Economic and Social Data Service 
(ESDS) database through NELH 

“prevention AND health” 56 studies were found but none were relevant. Most related to crime and social attitudes 
surveys. 

Economic and Social Research 
Council (ESRC)  database 

“spend on health prevention” (instructions say 
to use phrases to search rather than keywords) 

891 reports were found with 29 marked as 50% or more relevant. In fact none of these were 
relevant to the measurement of preventative health spend. 

EPPI-Centre (part of the Social 
Science Research Institute at the 
University of London) databases, 
including databases of systematic 
reviews, health promotion research 
(Bibliomap), and of promoting health 
effectiveness reviews (DoPHER) 

A search was made of reports that had a cost 
indication or the word “spend” and the word 
“health” (see search strategy below) 

Of the reports found that were relevant to health and spend, most were about pricing policies, 
incentives and cost-effectiveness. Many reports were about education. None related to spend 
on prevention. 

General internet search using the msn 
search engine 

Combinations of “health”, “prevention” and 
“wellbeing” 

This general internet search was useful in illustrating the wide range of bodies involved in 
promoting health and wellbeing and in prevention activities that may otherwise be forgotten 
by health service bodies. This includes many publishers, other media such as television 
including the BBC, universities and student bodies, many voluntary organisations such as 
those for specific conditions and for specific groups of people, those promoting alternative 
medicines, etc, leisure centres, beauty clubs, the forestry department, lottery fund supported 
ventures, and many others. It also illustrated the fact that this issue is in the forefront in many 
countries worldwide. 

Searches of relevant websites such as 
the WHO, OECD, ONS, etc 

Search strategies varied according to the 
website 

Information retrieved, together with information obtained directly from these agencies, is 
included in other sections of this report. 

 
Search strategy used for EPPI-Centre Bibliomap database: 

Search no. Search No of hits 

1 Cost indication: cost indication 197 

2 Freetext: health 6588 

3 Freetext: spend 15 

4 1 AND 2 97 

5 2 AND 3 7 
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Annex B – Research and Evidence 
 
This Annex presents information obtained from organisational websites. 
 
Cooksey Review 
 
December 2006 

Sir David Cooksey has published his review of the institutional arrangements for the public 
funding of health research in the UK. The review argues that considerable progress has been 
made in some areas, notably NHS R&D, in the last few years and sets out recommendations 
to ensure that publicly funded health research is carried out in the most effective and efficient 
way, facilitating rapid translation of research findings into health and economic benefits.  

Key recommendations set out in the review include: 

The establishment of the Office for Strategic Coordination of Health Research (OSCHR) to 
act as a central coordinating body for health research.  

Reporting to the Department of Health and the Office of Science and Innovation, and with 
structures to allow strategic input from the devolved administrations, OSCHR would: 

·  Set the government's health research strategy, taking into account the advice, priorities 
and needs set out by the National Institute of Health Research (NIHR) and its 
counterparts in the devolved administrations, the Medical Research Council (MRC) and 
the NHS;  

·  Set the budget required to deliver this strategy and submit a single Spending Review bid 
to the Treasury;  

·  Communicate the UK's health priorities to the pharmaceutical and bioscience sectors, 
including designating public and private sector projects addressing hitherto unmet health 
needs as 'UK Priority Projects';  

·  Monitor delivery of the strategy against objectives and report to Parliament on progress; 
and  

·  Encourage a stronger partnership between Government, health industries and charities.  

The Creation of a joint MRC/NIHR Translational Medicine Funding Board 

The new funding board would consist of representatives from the MRC, NIHR, healthcare 
industries, DH, DTI and devolved administrations. It would: 

·  Take the lead in developing a translational research strategy to maximize the economic 
and health benefits of innovation 

Extract from Section 5.68 Cooksey report: 

“in order to achieve greater clarity of objectives, more efficient decision making and 
allocation of resources, there should be a much clearer allocation of responsibilities between 
MRC and NIHR under the new arrangement outside the areas covered by the Translational 
Medicine Funding Board. This will also ensure that each organisation focuses on its research 
strengths rather than both trying to cover the whole spectrum of research. One of the aims of 
the Review was to align research priorities more closely with wider health objectives. In some 
areas where both MRC and DH currently fund research (such as HTA or clinical research 
instigated by clinicians or other health professionals), the Review feels that DH is in a better 
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position to do this. Box 5.2 sets out the details regarding the new relative responsibilities of 
MRC and NIHR. In practice, this clearer allocation will mean that the MRC will no longer 
fund research in areas where NIHR currently provides funding and, in the opinion of the 
Review, is better placed to lead, i.e.:  
 

- Health Technology Assessment (HTA) and Phase IV clinical trials; 
 

- Health Services Research (HSR); 
 

- Applied Public Health Research, including research carried out by the Health 
Protection Agency (HPA) to support their core business (but MRC should continue to 
fund fundamental research in this area, e.g. in developing better understanding of the 
biological contributions to behaviours);  

 
- Social care research; and  

 
- Clinical research conducted by NHS staff, contributing to the better care of patients.” 

 
http://www.hm-
treasury.gov.uk/independent_reviews/cooksey_review/cookseyreview_index.cfm  
 
 
National Institute for Health and Clinical Excellence (NICE) 

The National Institute for Health and Clinical Excellence (NICE) is the independent 
organisation responsible for providing national guidance on the promotion of good health and 
the prevention and treatment of ill health. http://www.nice.org.uk/  

NICE produces guidance in three areas of health:  

·  public health - guidance on the promotion of good health and the prevention of ill 
health for those working in the NHS, local authorities and the wider public and 
voluntary sector   

·  health technologies - guidance on the use of new and existing medicines, treatments 
and procedures within the NHS   

·  clinical practice - guidance on the appropriate treatment and care of people with 
specific diseases 

NICE categorises certain research recommendations as being of essential or high priority.  
NICE has categorised 5 ‘Essential Priorities’.   

ID Research recommendations Priority Prioritisation 
notes 

228 
What interventions are most effective and cost effective in 
increasing physical activity levels and helping people quit 
smoking among lower socioeconomic...  

Essential 
Rated as an 
essential priority by 
NICE  

225 
What is the effectiveness and cost effectiveness of 
exercise referral schemes on the long-term (over 1 year) 
physical activity levels of previously inactive...  

Essential 
Rated as an 
essential priority by 
NICE  

214 
Is the stages of changes/transtheoretical model an 
effective and cost-effective intervention for smoking 
cessation compared to delivered appropriately...  

Essential 
Rated as an 
essential priority by 
NICE  

54 
Interferon-gamma tests:- A diagnostic and qualitative 
study is needed to assess whether interferon-gamma tests 
are acceptable to patients and are more...  

Essential 
Rated as an 
essential priority by 
NICE  
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46 
Treatment of [Obsessive-compulsive disorder] (OCD) and 
[Body dysmorphic disorder] (BDD) among young people 
and young adults:- Appropriately blinded randomised...  

Essential 
Rated as an 
essential priority by 
NICE  

 
 
Social Care Institute for Excellence 

SCIE works with people and organisations throughout the social care sector to identify useful 
information, research and examples of good practice. Using this information, it produces 
resources which evaluate practice in a particular area of social care, drawing out key 
messages for good practice and identifying areas where more research is needed to inform 
good practice. SCIE also runs an extensive, free on-line resource called Social Care Online. 
Practitioners, researchers, service users and policy makers rely on SCIE's resources as a 
central and trusted point for evidence-based good practice guidance.  

SCIE's work covers the breadth of social care including services for adults, children 
and families, participation, human resource development, social work education, e-
learning and the use of knowledge in social care.  http://www.scie.org.uk/  

 
UK Clinical Research Collaboration 
 
The UK Clinical Research Collaboration (UKCRC) is a partnership of organisations working 
to establish the UK as a world leader in clinical research, by harnessing the power of the 
NHS. 
 
Proportion of Combined Total Spend by Research Acti vity – Kite Diagram  
 

 
Source: 
http://www.ukcrc.org/PDF/UKCRC_Health_Research_Analysis_Report.pdf  
 
 
 



Health England: the national reference group for health and wellbeing 

- 79 – 
 

 

 
 
Source: 
http://www.ukcrc.org/PDF/UKCRC_Health_Research_Analysis_Report.pdf  
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Annex C - WHO Classification Schemes for Prevention & Public Health 
 
From the WHO Guide to producing National Health Accounts 
 
Classification Example 1 - Essential Public Health Functions 
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Classification Example 2 – Sri Lankan classification system for Prevention & Public 
Health 
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Annex D - Quality and Outcome Framework Indicators 
Selected examples from the Quality and Outcome Framework indicators: 
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Annex F - Definition of measure 

 
 

  
 Compact Oxford English Dictionary 

measure 

  • verb 1 determine the size, amount, or degree of (something) by comparison 
with a standard unit. 2 be of (a specified size). 3 (measure out) take an exact 
quantity of. 4 (measure up) reach the required or expected standard.  

  • noun 1 a means of achieving a purpose. 2 a legislative bill. 3 a standard unit 
used to express size, amount, or degree. 4 a measuring device marked with such 
units. 5 (a measure of) a certain amount or degree of. 6 (a measure of) an 
indication of the extent or quality of. 7 (measures) a group of rock strata. 8 a 
metrical unit or group in poetry.  

  — PHRASES for good measure as an amount or item beyond that which is 
strictly required. have the measure of understand the character or abilities of.  

  — DERIVATIVES measurable adjective measurably adverb.  

  — ORIGIN Latin mensura, from metiri ‘to measure’. 
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