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2, FoEM = W =HIH
ZM2Y 2 RN Y F(EMUH)
Nation Angola,Australia,Bashamas,Belgium,Brazil,Bulgaria,Burundi, 41 (892%)
Canada,China,Cuba,Cyprus,Denmark,Finland,France,German-
Demographic Republic,Germany Fderal Republic of ,Hungary,
Iceland,India,Indonesia,Israel ,Italy,Japan,Kuwait, Luxembourg,
Madagascar,Mali, Malta,Mexico,Mozambique,The Netherlands,Niger,
Nicaragua,Portugal ,Republic of Korea,Saudi Arabia,Senegal,
Singapore,Spain,Sweden,Switzerland,Thailand,Uganda, Union of
Soviet Socialist Republics{USSR),United Arab Emirates,
United Kingdom, United State of Americs,
Special-| International Council on Alcohel and Addictions, 15 (159%)
zed Age- | The International Society for Burn Injuries,
ncies International Epidemiological Association,
Word Organization of National Colleges, Academies and Academic,
International Federation of Gynecology and Obstetrics,
Word Hypertension League,
International Organization of Health Records Organizations,
International Federation for Preventive and Social Medicine
World Federation of Neurolopgy,
International Federation of Ophthalmological Societies
World Federation of Parasitologists,
¥orld Phychiatric Association,
Rehabilitation International,
Council for International Organizations of Medical Sciences,
International Union Against the Veneral Diseases and the
Treponematones,
Regional | WHO Regional 0Office for Africs,
Office WHO Regional Office for the America, 4 (6%)
WHO Regional Office for Eastern Mediterraean,
WHO Regional Office for Europe,
UNALE = | Professor W, Janisch 2 109. i1 ¥
o WHO
e
2 A 123 &
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1. ICD ¢i% % #E B
2. 059 T HOIE 10K AETY WY

3. 10AF ZHB(eH) e e

4. DHAY ¥ SOATD BE JIFE P Aol ool

5. ICD 10K 7HHQ AQ 2 HeeEs Med & A (selection rule)

2 HEYA

6. Family of Classification

7. Timetahle for ICD - 10
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1.

Francosis Bossier de Lacroix (1706 - 1777)J} M8 2 ZFHE HANSOE
Ba2sls 242 AE. 20/ % William Cullen, John Graunt So0f 2/ ZHY
FRO NS 2H0 UUS. 4

185349 M 1 A =X E A T2 (Internal Statistical Congress)Of Al AT B QI
of Chet SUR R Tosittn x50 M3 1855H H 2 At I NEATER
Ol Al Willam Farr 2} Marc d’Espine0] M 2t7| Z=Ms ZAHPEROUEZ S A0
HME SHUS.

0|2 dHiE oz 1864 13820 #EITJ =M = Hom Ol CHAl 1874,1880,
Zt

IMAZRCZE AFHA 2E JEIRARZ O

rir

1891 Jacques Bertillon® William Farr 2 Marc d’Espine0 22} Mg &
2712 AQEENE ETAUD, Of S 1893 ISHEHSATINAM
HMOZ MU O O E FBertillon AIQI® R0y Ot BEEON 2

Ut AFE S ES.

CE B Betillon® JHERAE 10W FTJ7|2 &48 Moo 18002 0] FBertillo
Al 20, 2 RS S =M 3 2 (International Conference)’t hi2|
OlA ZH& S Olef (18009 5 1XFZHE, 2670= & 70 & 1040 21 EOl F 7|
HOZ OlZE0HN 9Kt EE l"s FHE A= 19759 MUbAM HAERT
240 BMARLY HZHYY (1975 ;5 WOXIIHT, 46743 & 7).

WHO= XI6K 7H & Ol 1946 BE ISIZSE ICDHE ZYS U010 AAZHN
AH2E 0 RN MPEE ZHFE(Rule)o] Tzof 2Hzhal LHCh. |
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O et =T O =EloE 10X JHE =
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R

* ICD 9% 4 EE TItst: 10K 7HHE Foists BFOM A0 a2=0f 10¢

*

ZEJOMY EHEZ #oil 10A JHEE 18832 2H MA #4301 AEE = UY
SA B AE 1599 AAI H.

a) TATE YMWS 1 FWFRY SIS UEIUY DR YA 2o B 5
o3,

b) 0|2 LUD|UYCH BEZQ Y O LKA IH E8 za BN o
220 NAaYE J5HD

¢) M KElaZ EASE SH MO M2y fAsiel Yos YmH,
Slo SRtEE YPHSI AKX

C% o, O dME 2F71 2o d
4

t i
EANE #UAE 89S O HO ot fotsd 3

First draft OJ A= A St @ S o (three-digit categories) REHE ZFYotD
Second draftOi ME 452 TS5 FYYEE ZBole S 01 BAZE HA
Ol = drafts 49 O|0 £ Final draftZ2 M 2T #HEE of 2.
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3.

10X ZH H (2F ) 21 JH =

(1)

(2)

Title

164 272 title® " International Statistical Classification of
Diseases & Related Health Problems " & X &,

JBU %S SHME I "R ¥

P

oh7lg g,

Form

%

AR
"oE O

H
2
&
e

223

ssﬁ

107 JHE & SOs 26K % 25K 8 ARE ©AMOE MESHAH EO.
U2t SYstA AEER el =AM2 2P Chapter 182

Chapter 20 AIOIJF S} (Chapter 18 TZE A| =6t Chapter 208 V2

Azstza-" U " 7 HeEh g Uug).

OlRe T 7HEE 28 ez G4 #2 AY(TH MBA MER

Chapter?} E @ 8t = Z &= Chapter 182 Chapter 20

AHOIOE MEE 7

AR AR

30 BE oY BAH

104 W EE 309 @8 (three ~ character categories)® 25-304 7}
ooz =0 U8, Ol Zoh ZMEBEYA TEE BFEY0 ULH
F g MBI ¢
ex) B34(7| 23X ¥ HEHTUEo BIMAOF2UI2Z 0l E.

Z, B35, B360| o= 48 7{Em B35, BGE ME BEE =

AA B HY.

Chapter Hi

e
5"
1

o

Chapter Ui 220l UM ET0 & Special group(F %
X

24
[
WEE oOistl 10 oE FAJADL, Yo
g;

g‘
Y

= Body system (0! & 2

®EE IER)A WU ME =BHO UNEM

Ol¥ 10% 74 &2 Special group® EQME ZZ26t7] 6 Body system
&=

Chapter S0f 2 ZHQE HE o7l 2.
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Table - 1. 9%} .- 10K} 7§ H 2| Special groupdl £ 6= Chapter i Y Hl 2
9 X N B 10 & 78 & (¢H)
hes vz Chapter Hi & QR 8= Chapter uj &
1)
Chapter 10 |HI =M 47| AZ & (B,S) Chapter 14 Has¥M7AZ (B,S)
Chapter 11 go, e 2 471885 | Chapter 15 g, 28, 48728
(5,6) 2) (5,G)
Chapter 12 oo nostxs o & &(B,S) | Chapter 16 FEpJio S HEHE(S,B)
Chapter 17 MAOI M (8,6)
Chapter 13 —E24H4 ¥ ZgxA9
A= (B,S) .
Chapter 14 MEOI Y (5,6)
Chapter 15 FH720 28 H(S,G)
H 2 « Body system0f &8t & Hl 2 - Body system0Of &5l Z
¥ ) Special groupOi &0 BHH Ugsd
S0t ZYT0 ME2 %ol Special group0i
Mo ‘3}%. % ot © szol ol
Y SUS.
Note : 1) B,S : Body system
2) 8,6 : Special group
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S MY HH s P (Internfational Nomenclature of Diseases)yE OF I #Q|
SdeZ NTEE MEOQ OAS [AS AEBIE ME O20E 082 2
€ M= 'SEHIY Yol B FWE AMetHO BUe BHIE BHE U T
e z =X 2 g 2 st 3 (The Council on International Organization of

cience)8 Q7T YR BT,

72U AX=zH UEUE B85

224 = (Post-surgical )L} X X| =(Post-procedual )0 LIEIH O HEE T
UMM SHHOR NPT Cheptert] BRI 2T AL #ol7 28 ERY
FaA O ZE 0 Chapterg OIS 20l BJ| 6= 8 g,

9kt A0l A2 S E codeZ A0} TH 3OS
Ol 74K MEE 2= 108 74 E(draft)ols 2t HOICH 10K A code o 9%
HEM MO0lE codeg ( )2 ZEASIY FU22U ZI g FHZO THIE UA

M2 2(89. 8. 26. MUtz o)l MEsE final draftoles OjXNE AXHSIE .

gAF - 10AF ZHEO0 MEEE code?2] ME T &(conversion)E & X

9xb MAEM MOIY codet 10AF ZHEA AMES2EHA € codewicl ME T B (conversion)
g s U YHEHE 24 5t US

agiu Of MEPde ®AY MFRH(selection rule)o BEQ 2 MM
ICD 104 7% FU AT 108 /HEYHS IndexTg AHE = HE AL U0

S EHE NZR Y Y.

2} Chapter (10X} 7§ 2 21 Chapter2 )8 UEANY

'
mx

A -
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4 . Standards and definitions related to
maternal & child mortalilty (ZAMAY U SOAF2Y
S HE JE Y Heo hetod)

* 19844 10K JHEE S8 F 4 %ﬁ-éﬁ;k: Geneva T 2 0AM 8K HO MERD
UNeE DEMY - SOLALE (MMOLANS, *7%&%%;&&6?&?% )

Mol {definition) 2 7| & (standard) 0 ‘E}iuf =3 .-580 ER0

s

Shub Olof TESEIE 1987H0 Otaliet 22 2HEIE HE Z.

{1) Child mortality(§ T 5= ALS

OB

22
i

# Child mortality® 288 MO 2 39 AE OAME Fetal death
(E{OF A 2), Perinatal death (27| AP %), Neonatal death( I M OLAFE),

Infant death (YOHMEIS0 Y28 2

s
fjo

A. Fetal death (EJOIAFE)

% FEHOAF2E Fetal death O] Al deadborn birthE £ 3 sie 20|
MO SOt 9K JH N fetal death® AFRE 0T HE ZY
akod fetal desth 28 % @0l 2 30 deadborn birth Z 7| 2
Fob ooz &,

ex}) fetal death {(deadborn birth!
# Definition

ENOF A} 2 (fetal death : deadborn birth)0|2t &8 & &7 Z2Hdura-
tion of pregnancy)0f 2 A %10l sef(conception)Of 2|8 M=
(preduct)0l 1 2 MZE BE 2Fs 2HEEJ Tol AZE B2
ofop e},

Ol AFEOl 8 028 22 (seperation from mother)Z0f S ZE 9
M (cut of umbilical cord)Ol L} Ef ISl 2 =R (attachment of
placenta) OBt 2t= A 20| EHOL (fetus) 7t TEE SRl UHU
AR T1E (beating of the heart), EiZ 2 =& (pulsation of
the umbilical cord), 9 29 Hgs £F (definite movement
of voluntary muscles))} 22 MES EZE UEIWE e oH
ol Ct.

(cf) HoE 9% HEmL B Ystit deadborn birth 2 07t HIIE
0] 108 gL EHEY.



# Hate & Hatio

© Fetal death ratio (FHOFAFZH]D)
Fetal deaths

X 1000
Live births

© Fetal death rate (EJOIAIZE)
Fetal deaths

x 1000
Total births{Live birth + fetal death)

© Fetal death rate, weight-specific (HZ ¥ E{OIAIZE)
HZE 1000 g O] &9 EHOIAFZ At

X 1000
M3 1000 g O] &9 & £ L0t (total births)

B, Neonatal death (A AIQ}AFSH)

* definition : =M (at birth)EBE Mzx 282 oluo AZste 2.

# Type

Early neonatal deaths (7] MMOF AFE)
EMEE Mz TY(I68AIZH) O W
Late neonatal deaths (Z 7| ¢

dx 7Y Ol=HE 28% Oiuol AZ.

# Rate & Hatio

© Neonatal mortality rate (A AMOLAFZE)
Neenatal deaths

X 1000
Live births

© Neonatal mortality rate, weight-specific (HZ & MO AMYE)
HZE 1000g O] A9 A AMOF AFZRFS

x 1000
HE 1000g Ol a2 =40t (live births)

© Early neonatal mortality rate ( ZJ| AMOF ALZE)

E B J 0 PN IS

1000
Z= MO} (Live births)

- 2F



# Definition

%*

A

o & F | (gestation) 22F(154Y)0I =0 o= M L(fetal deaths)
METY Ol AYSHE X7 MO ALY (early neonatal death)g
Rate and ratio

© Perinatal mortality ratio (F 271 AF2HH])
Abdbs + X7 MO MR

— X 1000
E 405 (live births) '

© Perinatal mortality rate (F &7 AL E)
M**" + 2RI HEOH A
X 1000

& Z= M0+ (Total births)

© Perinatal morta’lity‘rate, wéight specific (Hl‘%j"” ”““7| AZE)
HZ 1000g Ol &S (AFAOFS + XTI A MOF AFRRS)
; ; s ; , < 1000

HE 1000g O] A9 & Z A0} (total births)

) FHT MBS MO CHoHo

*

9% WEWM iyl MRTEAG IMH YT BAL Mo G
JNgWHo HNSO2 4 HULC. |

FAJ NBTEAME ARotE Ul HA =0 SoiH 3 Yo
ABBHE BE LSO F&J ALNSNE M3 282 OlY ALRSHE
AMOIANY Al S BOAIA AIBSE e TR UL (WX
FUJ NRTEME AT TY Ol AR AS).

Bl

03 FFO| 20t SHIOH FREMN AUNSMgE HEY 28E
oot A g %0l
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9%k 7 = ol

Koo
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238 =HARF
of A&

oAl &4

20l

!

£
e

|

oo AM CHAl

{(recommendation)& & utJb o9
Fd O

4
Ot& R

3

-
S

-~ Maternal mortality (2 A AF2 )0l CHBH A

Maternal mortality (= A AFSH)

* ME

2.

ob
#0
2

44
H

A H

[oid

M

2l

Hd

PoHLQB 2 Oted ot ZCH.

# Definition and Type

i e . 7 R 71 L
o H i mﬁs oi o < mmm
3l T s - 9 o wooay °
2 = ol 0 5 oo = M Ms 3
o e e
r o =OEl M i S o o o &o wm
&l RN 4 = %) 8l 5l =
| iR 5 mnw W= o E
o s g e e 80 e M W1
5 i 71 i~ =T o wr 0
0l o g o ¥l mw o
#r 1) ) & Wo BT <ol oW oan
ol U 8o il BT oM T m R
S 5 = r E®s s |
H H
olo _ = &0
~ | = o @ ]
" ol b ol B
ol ol . W @ b P
®0 o L e O 5 = .
%0 - b o o 9 - ™Mook
- = = * 2% & © ™ 1 ro
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[ fos B @ o o e TN O
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& &
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© Maternal mortality ratio (52 M AR H|)

SRS (MU + H AP TE)

Z 40t (Live births)

© Matenal mortality rate (2 MAILE)

SAMALRS (AREHYO + HMBHE TE)

& =Mt (Total births)

© Obstetric mortality ratio (X AFEHH|)
LA RUOZ O ALY AFEAF (R T+2HE)

< e § fan &
- X
ZEM0obs (live births)
© Obstetric mortality rate (M AXALE)
L RO O ASE AR (HFHLE)
X

Z £ 20t4 (Total births)

o Di'rect obstetric mortality ratio (Z F A& ALQHH]|)

NPMBY HOUORD AT 2

MOl (live births)

- © Direct obstetric mortality rate (Z HMAE APUE)
MY OB AAYE '

X K

Opt

Z= MOFg (Total births)

(M KE 2=9 AHEO) et 1000, 10000, 100000%9

- 24 —
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* Definition -

®

/4 (live birth) = d712v0] 24 80l =Ef (conception)Off 2o &t
MY E(product)0l ZHEEE HEDO SHEQ FTOIL EfRe
2a0EAE BAHLU0 =B HU AZ0S . 8252 ¢E, 22

=

9 By 2SSy 22
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page 2

The International Conference for the Tenth Revision of the International
Classification of Diseases convened by the World Health Organization met at WHO
Headquarters in Geneva from 26 September to 2 October 1989. The Conference was

attended by delegates fronf:ii Member States (See Annex VI).

1. The Conference was opened by Dr J.-P. Jardel, Assistant Director-General, on
behalf of the Director-General. Dr Jardel spoke»of the extensive consultations

and preparatory work which had gone into the revision proposals and necessitated
longer than usual interval between revisions. He noted that the Tenth Revision o

the ICD would have a new title - "The International Statistical Classification of

Diseases and Related Health Problems" - to emphasize its statlstlcal purpose and

reflect the w1den1ng of its scope. He also mentioned the new alphanumeric
structure to improve the balance of its content and leave room for future
additions and the intention to produce an ICD-10 manual of three character
categories and alphabetical index for use where the more complex, detailed four

character version would be inappropriate,

2. The Conference elected the following officers:

Chairman: Dr R. Wells (Australia)
Vice-Chairmen: Dr H. Bay-Nielsen (Denmark)
Dr R. Braun (German Democratic Republic)
Mr R. Israel (U.S.A.) k
Dr R. Laurenti (Brazil)
Rapporteurs: Ms E. Taylor (Canada)
Dr P. Maguin (France)

3. The Conference adopted an agenda dealing with the proposed content of the
chapters of the Tenth Revision of the International Classification of Diseases
with associated material to be 1ncorporated in the publlshed Manual, the process

of its introduction with associated classiflcatlons and related matters.
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4, History and development of uses of the ICD

The Conference was reminded -of the impressive history and evolution of a
statistical classification whose roots dated from the 18th century. Early
revisions of the classification were concerned only wirth causes of death with an
extension to the inclusion of non-fatal diseases occurring at the Sixth Revision,
This extension continued through the Ninth Revision with certain innovations being
introduced to meet the statistical needs of widely differing organizatiens.  In
addition, at the time of the Hinth Revision recommendations were adopted for
supplementary classifications of Procedures in Medicine and Impairments,

Disabilities and Handicaps.

5. Review of acrivities in the preparation of proposals for the Tenth Revision

The proposals before the Conference were the product of a vast amount of
activity at WHO and around the world., The programme of work had been guided by
regular meetings of the Heads of WHO Collaborating Centres for Classification of
Diseases. Policy guldance was provided by some specially arranged meetings and by
the Expert Committee on ICD-10 which met twice, in 1984 and 1987, to make
decisions on the direction the work should take and the form of the final

proposals.

There had been much preparatory activity devoted to a radical review of the
suitability of the present structure of ICD, a statistical classification of
diseases and other health problems, to serve for a wide variety of different
mortality and health-care data. Ways of stabilizing the ¢coding system to minimize
disruption at successive revisions had been investigated as had the possibility of

providing a better balance between the contents of the chapters of ICD.

Even with a new structure, it was plain that one classification could not
cope with the extremes of regquirements and the concept was developed of a "family’
of classifications, with the main ICD, as the "core"”, covering the centre ground
of needs of traditional mortality and morbidity statistics, while needs for more;
or less, detailed or different classifications and associated matters would be

dealt with by other members of the "family".
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Various alternative models for the structure of ICD were investigated by the
Collaborating Centres, but it was found that each had unsatisfactory features and
none had sufficient advantages over the existing structure to justify replacing
it. Special meetings held to evaluate ICD-9 confirmed that although some would-be
users found the present structure of ICD unsuitable, there was a large body of
satisfied users who congidered it had many inherent strengths whatever its

apparent inconsistencies and wished 1t to continue in its present form.

Various schemes involving alphanumeric notation of the present structure
were tried out to produce a coding frame giving better balance to the chapters and

with sufficient space to allow future changes without disrupting present codes.

Decisions made on these matters paved the way for the preparation of
succegsive drafts of proposals for the revision of the chapters of ICD-10.  These
were twice circulated to member countries for comment as well as being reviewed by
other interested bodies, meetings of Centre Heads, and the Expert Committee, A
large number of international professional specialist asgociations, individual
specialists and experts, other WHO headquarters units and regional offices gave
advice and guldance to the WHO service responsible for ICD and to the
Collaborating Centres in the preparation of the proposals Ffor the revision of the
chapters ¢f-1CD and for the associated material placed before the Conference. WHO

acknowledged this assistance with gratitude,

6, Tenth Revision of the ICD {ICh-10)

6.1  ICD-10 - General presentation of form and content

The main innovation was the proposal to adopt an alphanumeric coding scheme
of one letter and three numbers at the four-character level. This had the effect
of more than doubling the size of the coding frame in comparison to the Ninth
Revision and enabled the vast majority of chapters to be assigned a unique letter
or group of letters, each capable of providing 100 three-character categories. Of
the 26 available letters 25 have been used, the letter U being left vacant for
local and research purposes and for possible interim solutions to major

clasgification difficulties at the international level,
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As a matter of policy a number of three-character categories were left
vacant for future expansion and revision. The number of categories left vacant
varied among the chapters, the chapters with a primarily anatomical axis of
classification having fewer vacant catepgories as it was considered that future

changes in these chapters would be more limited in nature.

ICD-9 contains 17 chapters plus two supplementary classifications; the
Supplementary classification of External causes of injury and poisoning (the E
code) and the Supplementary classification of Factors influencing health status
and contact with health services (the V code). A&s recommended by the Preparatory
meeting on ICD-10 and endorsed by subsequent meetings these two chapters are no
longer considered to be supplementary but are included as a part of the core

‘iasgification.

As regards the order of entry of the chapters, this begins in the same way
as in ICD-9, however, in order to make sffective use of the available space,
disorders of the immune mechanism have been included with diseases of the blood
and blood-forming organs whereas in ICD-9 they were included with endocrine,

nutritional and metabolic diseases.

The new chapter of Diseases of the blood and blood-forming organs and
certain disorders involving the immune mechanism now follows the Neoplasms chapter

with which it sghares the letter D,

During elaboration of early drafts of the chapter of Disesases of the nervous
system and sense organs it soon became vlear that it would not be possible to
accommodate all the required detail undeyr one letter in 100 three-character
categories. It was decided, therefore, to create 3 separate chapters - Diseases
of the nervous system having the letter G, and the 2 chapters for Diseases of the

eyve and adnexa and Diseases of the ear and mastoid process sharing the letter H.

Also, the chapters of Diseases of the genitourinary system; Pregnancy,
childbirth and the puerperium; Certain conditions originating in the perinatal
peried, and Congenital malformations, deformations and chromosomal abnormalities

have been brought togather as contiguous chapters XIV to XVII.
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With the inclusion of the former supplementary classifications as a part of
the core classification and the creation of two new chapters the total number of

chapters in ICD-10 becomes 21.

The titles of some chapters have been amended in order to give a better

indication of their content.

It is not usual for draft proposals for revision of the ICD to-bé the
subject of fileld-testing as they are the result of 10, or in the case of ICD-10,
15 years experience in the use of the previous revision. Where radical changes
are proposed, however, field-testing is appropriate. This has been the case for

chapters:

v Mental and behavioural disorders
AIX Injury, polsoning and certain other consequences of external causes

¥¥  External causes of morbidity and mortalivy

and, while the changes have not been major, the chapter of Neoplasms has alsc been

subject to some fleld testing.
New features that have been introduced to the classification are as follows:

The exclusion notes at the beginning of each chapter have been expanded
to explain the relative hierarchy of chapters. These now make it clear that
the "special pgroups” chapters have priority of assignment over the
organ/system chapters and that, within the special groups, pregnancy,
childbirth and the puerperium and certain conditions originating in the

perinatal period, have priority over the others.

Also, at the beginning of each chapter there appears an overview of the
blocks of three-character categories and, where relevant, the asterisk
categories. This makes the structure of the chapters transparent and

facilitates the use of the asterisk categories.

The notes that appear at the various categories are those that apply to
all uses of the classification. If a note is appropriate only to morbidity
or only to mortality then it appears only in the special notes accompanying
the morbidity coding rules or mortality ceoding rules.
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ICD-9 identified a certain number of conditions as being drug-induced. This
approach has been extended in the draft proposals for the Tenth Revision and

a large number of such conditions are now separately identified.

An important innovation is the creation towards the end of certain chapters
of a category for postsurgical and postprocedural disorders. These identify
important conditions which arise after a procedure and which form a medical care
problem in their own right. These include such examples as endocrine and
metabolic diseases following ablation of an organ and other specific conditions
such as post-gastrectomy dumping syndrome. Conditions which may arise as a result
of any procedure continue to be classified with complications of medical care in
the chapter of Injury, poisoning and certain other consequences of external

rauses, Chapter XIX,

Another change is that, in ICD-9, the four-digit titles often had to be read
in conjunction with the three digit titles to ascertain the full meaning and
intent of the subcategory. In the draft presented to the Conference the titles

are almost invariably complete and stand alene.

The dual classification scheme for etiology and manifestation, known as the
dagger and asterisk system, that was introduced at ICD-9 has been the subject of a
certain amount of criticism. This criticism related mainly to the fact that the
classification frequently contained a mixture of manifestation and other
information at the three and four-digit levels and the same diagnostic labels
sometimes appeared under both axes. Also, the system was not considered by many

.0 be sufficiently comprehensive,

To overcome these problems, in the draft proposal for the Tenth Revision,
the asterisk information is contained in 82 homogeneous three-character
categories. This approach enables those diagnostic statements containing
information about both a generalised underlying disease process and a
manifestation or complication in a particular organ or site to receive two codes

which will permit retrieval or tabulation according to either axis.
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The dual classification system is applied to conditions which are not
recognized constituents of a disease as it first presents but which arise later as
a manifestation or compiication in another part of the body producing a condition,
which, as a medical-care problem in its own right would be classified to another

chapter of the ICD.

These characteristics of the proposed Tenth Revision were accepted by the

Conference .
6.2 . ICD-10 - Presentation of chapters

Each chapter {as listed in Annex I} was introduced to the Conference with a
presentation on changes introduced from the Ninth Revision and some background
related to certain innovations., Conference participants agreed to submit
questions and comments rvegarding minor technical changes to the draft proposals to
the Secretariat for follow-up and subsequent modification of the draft chapters as
presented. - Some significant lssues related to changes in chapter structure and
content were discussed by the Conference and agreement reached on follow-up and

modification by the Secretariat (Annex VII).

7. Standards and definitions related to maternal and child health

The Conference considered with interest the recommended definitions,
standards and reporting reguirements for ICD-10 related to maternal mortality and
to fetal, perimatal, neonatal and infant mnrtality,l These recommendations werse
the result of a series of special meetings and consultations and were directed

towards improving internatiomal comparability.

The Conference agreed that it was suitable to vetain the definicions of live

birth and fetal death as they appear in the Ninth Revision.

After discussion, and based on recommendations of & working party convened
during the Conference, the Conference also agreed on the retention of the

definition of maternal death as it appears in the Ninth Revizsion.

1 WHo/1CD10/REV.CONF/89.11
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formulated by the special working party and are included in Annex II. The

Conference

RECOMMENDS that countries consider the inclusion on death certificates of a

question regarding current pregnancy or pregnancy within one year preceding
death to facilitate and improve international comparability of maternal

mortality data.

The Conference agreed that, since the number of live births was more
universally available than total births, it should be used as the denominator in

all ratios related to maternal mortality.

With respect to perinatal, neonatal and infant mortality, it was strongly
advised that rates calculated and published based on birth cohorts should be so
identified and differentiated.

The Conference confirmed the practice of expressing age in completed units

of time and thus expressing the first day of life as day zero.

The Conference

RECOMMENDS the inclusion in ICD-10 of the definitions, standards and
reporting requirements related to maternal mortality and to fetal,

perinatal, neonatal and infant mortality as contained in Annex II.
8. Coding and selection rules and tabulation lists for ICD-10

8.1 ICD-10 Coding and selection rules for mortality

The Conference was made aware of an extensive review process regarding the
selection and modification rules for underlying cause of death and the associated
notes as presented in ICD-9. This review had resulted in several recommended

changes to the rules as well as extensive changes to the notes.2

2 WHO/ICD10/REV.CONF/89.13

— 43—



RECOMMENDS that the rules for selection of cause of death for primary
mortality tabulation as they appear in the Ninth Revision be replaced in the

Tenth Revision by those set out in Annex III.

The Conference was informed that additional notes for use in underlying
cause coding and the interpretation of entries of causes of death had been draftec
and were being reviewed. As these notes were intended to improve consistency in
coding, the Conference agreed that they would also be incorporated in the Tenth

Revision,

The Conference noted with interest the use of multiple condition coding and
analysis in relation to causes of death. The Conference expressed encouragement
of such activities but did not recommend that ICD-10 should contain any particula:

rules or methods of énalysis to be followed.

In considering the international form of medical certificate of cause of
death, the Expert Committee on ICD-10 recognized that with an aging population
frequently dying with multiple pathologies and the effect of therapeutic
interventions increasing the number of possible statements between the underlying
cause and the direct cause of death, an increasing number of conditions were bein
entered on death certificates in many countries. This led the’Committee to

recommend the inclusion of an additional line (d) in Part I of the certificate,
Based on the recommendation of the Expert Committee, the Conference

RECOMMENDS that, where a need has been identified, countries consider the

possibility of the additional line (d) in Part I of the medical certificate
of cause of death.

8.2 ICD-10 Coding and selection rules for morbidity

For the first time, ICD-9 contained guidance on recording and coding for
morbidity and specifically in the selection of a single cause for presentation of
morbidity statistics. Experience gained through the use of the definitions and
rules as presented in ICD-9 had proved their usefulness and generated requests fo
clarifiéation of the definitions and further elaboration regarding the tecording
of diagnostic information by health care practitioners as well as for increased

guidance in dealing with specific problem situations.
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The Conference endorsed the recommendations of the Conference for the Ninth

Revision of ICD &bout the condition to be used for single cduse analysis of

episodes of health care, and its view that, where practicable, multiple-cause

analysis should be undertaken to supplement the routine data. The Conference

stressed that the guildance provided in ICD-10 should make clear that much of such

guidance was applicable only when the tabulation of a "main condition" for an

episode was appropriate and when the concept of an "episode” per se was relevant

to the way in which the data collection was organized.

The Conference accordingly

RECOMMENDS that additional guidance on recording and coding of morbidity on
the lines of that set out in Amnex IV should be included in the Tenth
Revision. That the definitions of "main condition® and “other conditions"
as set out in that Armex should be incorporated, together with the modified

rules for dealing with obviously incorrectly reported "main condition ".

The Conference agreed that extensive notes and examples would be added to

provide further assistance.

It also

§.3

RECOMMENDS that where the "main condition” is subject to the dual
classification system provided in ICD, both the dagger and asterisk codes
should be recorded, to permit alternative tabulation by either.

Lists for tabulation of mortality and morbidity

The Conference was informed of difficulties that had arisen in the use of

the Basic Tabulation List (BTL) based on ICD-9 and of the activities that had

taken place to develop new lists for the tabulation and publication, particularly

by WHO, of mortality data. In this process it had become apparent that rather

than an infant mortality list, the list should include infant deaths and deaths of

children up to the age of five years in view of the fact that mortality up to the

age of five was a more robust indicator than infant mortality.

Two versions of each mortality list had been prepared for consideration by

the Conference with the second including chapter titles and residual items for

chapters as necessary.
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working party was convened to consider the possible inclusion of some additional
items. The report of the working party as presented was accepted by the

Conference and is reflected in the mortality lists as presented in Annex V.

On the topic of lists for the tabulation of morbidity, the Conference
reviewed both a proposed tabulation list and a ﬁodel publication list based on
chapter titles with selected items included as examples under each title.*
Considerable concern was expressed about the applicability of such lists to all
morbidity in the broadest sense and there was general agreement that the iists a
presented were probably more suited to hospital morbidity but that further effor
should be made toward the development of lists suitable for other morbidity
applications and further that both deCality and morbidity tabulation lists shou
be accompanied in ICD-10 by appropriate explanation and instruction as to their

use.

Based on concerns raised in the Conference and the results of the working
party, the Conference agreed that the tabulation and publication lists should
‘remain as preééﬁted in Annex V but that there should be an effort to establish

clearer, more descriptive titles for these.

To facilitate alternative tabulation of asterisk categories a second versi

of the tabulation list should also be developed.

9. Family of classifications

9.1 Concept of the family of classification

Already during the preparation of the ninth revision it was realized that
ICD alone could not cover all information required and that only a family of
disease and health-related classifications would meet the different requirements

in public health.

> Annex A, B, C, D of WHO/ICDLO/REV.CONF/89.9
4 Annex E, F of WHO/ICD10/REV.CONF/89.9
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envisaged, among which was a core classification (ICD) connected to a series of

modules, some hierarchically structured and others of a supplementary nature.

After studies and discussions in cooperation with the various WHO
Collaborating Centres for Classification of Diseases, a scheme was elaborated
which was reconsidered and revised by the second Expert Committee on ICD-10 and

recommended as shown below:

STRUCTURE AND CONTENT OF THE FAMILY OF DISEASE AND HEALTH RELATED CLASSIFICATIONS
The proposed scheme is presented below:

FAMILY OF DISEASE AND HEALTH RELATED CLASSIFICATIONS

INTERNATIONAL STATISTICAL
CLASSIFICATION OF DISEASES
AND RELATED HEALTH PROBLEMS
T INFORMATION SUPPORT 1ICD 3-CHARACTER CORE . SPECIALITY-BASED
TO PRIMARY HEALTH CARE CLASSIFICATION ADAPTATIONS
« Lay raporting +» Diagnoses .
« Other community-based * Symptoms + Dentistry and stomatology
intormation schemes in heatth * impairments « Ophhaimoiogy
: = Abnormal laboratory findings « Dermatoiogy
+ Injuries and poisonings « Psychiatry
+ Extemnal causes of morbidity | «Neurology
and montality + Crorhinolaryngoiogy
« Factors infivencing + Rhsumatology and
heaith status orthopasclics
» Paediatrics, etc,
] ! + General medicat practice
Short ICD
Tabutation 4-character
Lists ciassification
OTHER HEALTH RELATED ué'gé?é‘&’i{'féé‘op
CLASSIFICATIONS
DISEASES (IND)
« impairment, Disabiities
and Handicaps
~ Procedures
» Reasons for encounter
{complaints)
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The Conference

RECOMMENDS that the concept of the family of disease and health related
classification should be followed up by WHO and that the three-character
core, the four-character classification and the short lists for tabulation
should form together the International Statistical Classification of

Diseases and Related Health Problems {ICD-10).

The Conference further

RECOMMENDS that in the interests of international comparability, no changes
should be made to the content as indicated by the titles of the
three-character categories and four-character subcategories of ICD-10 in the

preparation of translations or adaptations.

The secretariat of WHO is responsible for ICD and acts as central clearing
house for any publication or translation to be derived from it. WHO should

be promptly notified about the intention to produce these.

The Conference viewed with interest a practical demonstration of the use and
linkage of different members of the family in the medicosocial and
multidimensional assessment of the elderly in relation not only to health but also
to activities of daily living as well as the social and physical environment. It
was demonstrated that effective information could be obtained through use of the
1CD and the ICIDH and especially through use of the codes from the proposed
Chapter X¥XI of ICD-10.

International Nomenclature of Diseases

Since 1970 the Council for International Organizations of Medical Sciences
(CIOMS) has been involved in the preparation of an International nomenclature of

diseases (IND) which should serve as a complement to the ICD.

The principal objective of the IND is to provide, for every morbid entity, a
single recommended name. The main criteria for selection of this name are that it
should be specific, unambiguous, as self-descriptive as possible, as simple as
possible, and (wherever feasible) based on cause. Each disease or syndrome for
which a name is recommended is defined as unambiguously, and vet as briefly, as
possible. To the definition is appended a list of synonyms.
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at the time of the Conference volumes had been published on the lower
respiratory tract, infectious diseases, mycoses, viral and bacterial, and
parasitic diseases, and cardiac and vascular disesases, and work was in preparation
on volumes for the digestive system, urinary and male genital system, female
genital system, metabolic and endocrine diseases, bleood and blood-forming organs,

immunclogical system, musculoskeletal system and nervous system.

Plans for future volumes included psychiatric diseases, as well as diseases

of the skin, ear, nose and throat, and evye and adnexa.

The Conference reécognized that an authoritative, up-to-date, and
international nomenclature of diseases is important in the development of the ICD

and for the comparabilizy of health information. The Conference therefore

RECOMMENDS that WHO and CIOMS be encouraged to explore cost efficient ways

to achieve the timely completion and maintenarnce of such a nomenclature.

9.2 Procedures in medicine

In 1978 WHO published the International Classification of Procedures in
Medicine (ICPM) for trial purposes in accordance with the recommendations of the
International Conference for the Hinth Revision in 1975 and resolution WHA29 .35 of
the 1976 World Health Assembly.

The classification was adopted by a few countries and was used as a basis

for the national classifications of surgical operations of a number of others.

The Heads of WHO Collaborating Centres for Classification of Diseases have
recognized that the essential process of drafting proposals, obtaining comments,
redrafring and soliciting further comments, that WHO necessarily has to go through
before finalization and publication, was inappropriate in such a rapidly advancing
field as that of procedures. The Centre Heads recommended therefore that there

should be no revision of the ICPM, in conjunction with ICD-10.

The second Expert Committee on ICD-10 asked that WHO consider updating for
ICD-10 at least the outline of the surgical procedures (chapter 3) of the trial
ICPM. Based on this reguest and the needs expressed by a number of countries an

attempt was made by the secretariat to prepare a tabulation list for procedures.
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This list was presented to the Centrs Heads at their 1989 meeting and it was
agreed that such a list could serve as a guide for national presentation or
publication of statistics on surgical procedures and could also facilitate

intercountry comparisons.

The aim of the list would be to identify and define procedures and groups of
procedures as g basis for the development of national classifications thereby

improving the comparability of such classifications.

The Conference agreed on the value of such a list and that work should
continue on its development even though any publication would follow the

implementation of ICD-10.
9.3 Impairments, Disabilities and Handicaps

The International Classification of Impairments, Disabilities and Handicaps
(ICIDH) was published in English by WHO in 1980. Since that time research and

development on the classification has followed a number of paths.

All three major definitions have undoubtedly been instrumental in changing
attitudes to digablement. The definition of impairment, an area where there is
considerable overlap with the terms included in the International Classification
of Diseases (ICD), has been widely accepted. The definition of disability broadly
matches the field of action of rehabilitation professionals and groups although
there is felt to be a need for more asttention in the associated code to the
gradation of severity, often a predictor of handicap. There has also been
increasing requests to revise the definition of handicap so as to put more

emphasis on the effect of the envirorment.

The rate of evolution of ideas and practices in the management of
digablement ruled out the production of 2 revised TCIDH in time to be submitted to
the Revision Conference. The Conference was told that a definitive revision was

unlikely after implementatvion of ICD-10.
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9.4 Extending and condensing of ICD for specific purposes/clinical specialities

and general medicine

The Conference was informed of plans for development of several adaptations
of ICD-10 in the mental health programme area. Clinical guidelines would
accompany a version intended for use by clinicians working in the field of
psychiatry; research criteria would be proposed for use in investigations of
mental health problems; multiaxial presentations for use in dealing with childhood
disorders and for the classification of adult problems would be developed as well
as a version for use by general practitioners. Compilations of ICD codes relevant
to psychiatry (ICD-10 PA) and to neurology (ICD-10 N&} would alse be produced

along the lines of previous such publications.

The Conference also heard of the methods used to maintain the intent of the
ICD in the development of the application for medical specialities for dentistry
and stomatology (ICD-DA) and that a new revision of the ICD-DA linked to the
ICD-10 was in the final stages of preparation.

There was also a presentation on the International Classification of
Diseases for Oncology (ICD-0), Second Edition, a multiaxial classification
including both the topography and morpholegy of neoplasms. The topography codes
of the second edition would be based on categories C00-C80 in ICD-10 and
publication would, therefore, await World Health Assembly approval of the Tenth
Revision. The morphology codes of the ICD-0 which had evolved over a long history

had been revamped and extensively field tested before inclusion in the ICD-O,

Second Edition.
9.5 Community-based information for health and lay reporting

Given the shortcomings of the formal health statistical systems in specific

geographic areas, alternative methods exist or should be sought.
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the Ninth Revision of ICD, a Working Group was convened by the WHO Regional Office
for South-East Asia in New Delhi from 22-27 November 1976. The Working Group drew
up a detailed list of symptom associations. From this detailed list, two short
lists were derived, one for causes of death and one for reasons for cohtact with
health services. Field trials of this system were carried out in countries of the
Region and the results were used to revise the list of symptom associations and
the reporting forms. This revised version was published by WHO in’l978 in the

booklet Lay Reporting of Health Information.

The global strategy for Health for All by the Year 2000 (HFA/2000) launched
in 1978 has thrown open a number of challenges for the development of infdrmation
systems in Member States. With countries in conjunction with the global stratégy
of Health for All by the year 2000, reorienting and strengthening their health
services to a health system based on primary health care, they recognized an
urgent need to improve their information support for developing and managing such
a system. With primary health care becoming the main focus for the countries’
health systems, decentralization with maximum community involvement in identifying
priority problems and participéting in solving them, has become the basis for
health systems development and management. This requires collection of -
information on health status that is meaningful to health personnel with different

levels of education and training in medicine.

To obtain a’factual picture of the health situation for the whole country
and particularly to overcome difficulties in the collection of morbidity and
mortality déta, several initiatives including the use of lay reporting procedures
have been undertaken. The information needs of health systems based on primary
health care can be achieved by broadening the scope of lay reporting to a
Community-based Health Information System (CHIS) that includes: health problems
and needs, related risk factors and resources (including relevant information from
related sectors) and is focussed on individuals grouped to families and based on
communities. This expanded scheme is being tested in a number of countries and it

appears that CHIS can provide information that is

- complete compared with conventional institution-based information - i.e

covering the total population and not restricted to demand;

- comprehensive as it facilitates the provision of continuity in health

care; coverage of total pepulation receiving all elements of PHC can b

derived; - 52—
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-  efficient since common data elements of various programmes are generated

only once and can be contimvously updated;

- effective by being the basis for proVviding a consistent set of eligible
persons for different programmes. Programme delivery records can be
tailored to the requirements of the users but built on this common dataset;

relevant information and indicators can then be derived for management;

- meaningful since data are generated in terms understandable to those who

generate and use them.

At the community level, apart from morbidity and mortality data that can be
generated through the lay reporting method, risk factors in terms of environmental
hazards, behaviour and others of medical significance requiring special care can be
studied for all individuals within a family and a risk score assigned to the family
for priority attention for relevant care. The list of individuals when properly
updated can also provide information on eligibles for various health care activities
and services such as antenatal care, immunization, child care, nutrition etc., Given
the socio-economic and environmental information, it should be possible to choose
appropriate types and modes of interventions, be they promotional, preventive or
curative, to ensure their effectiveness and contribution to improving the éuality of
life that underlies the health for all strategles, Continuous care registers. for
various programme/service interventions can be built around this "family sheet” to
facilitate the initiation and maintenance of appropriate care to individuals through
"follow-ups”. The service registers, records and reports will thus have a single
focus, to satisfy the managerial needs for information at different levels, with
information emanating from different sources, it should be possible to develop a

comprehensive measure of access to PHC,

At the national level, the community information, and if necessary even family
information, can be aggregated to derive among others, a complete picture of the
morbidity and mortality situation including the pattern of conditions for the whole
country. This can be supplemented with a scheme such as sentinel reporting for

epidemiological surveillance.
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The Confersnce supported the concept of develeoping non-conventional methods at
the compunity level as a method of filling gaps in and strengthening the information
systems of individual countries. It was stressed that, for both developed and
developing countries, such methods or systems should be developed locally and that,
due to factors such as wmorbidity patterns as well as language and cultural variations,

transfer to other locales should not be attempted,
10. Timetable for TCD-10
10.1 Publication of ICB-10

The Conference was informed that it was the intention of WHO to publish the
4 character version of ICD-10 in three volumes, A volume containing the Tabular List
a second containing all related definitions, standards and rules, and the third
containing the Alphabetical Index, The 3 character version of ICD-10 would appear as
a single volume which, in the Tabular List would contain all inclusion
and exclusion notes. 1t would also contain all related definitions, rules and

instructions and & shortened Alphabetical Index.

The planned publication timetable for avallability of all three volumes of the
English and French four character wversions of ICD-10 had & target date of the end of

1991, It was not anticipated that the three character version would be published
before 1992

Member States intending to produce national language versions of ICD-10, should
notify WHO of their intentions. Coples of the draft proposals of ICD-10 at the 3 and

4 character levels would be made aveilable from WHO both in printed form and on

electronic media.

With respect to the physical appearance of the pages and type formats in both
the Tabular List and Alphabetical Index, the Conference was assured that
recommendations from the Centre Heads and complaints from coders would be considered

and every attempt made to improve these aspects over ICD-9.

— 54—



WHO/ICDLO/REV.CONF/89.19
page 21

10.2  Familiavization and training

As with the ICD-9, it is intended to develop training material for
resrientation of trained coders with the help of the Collaborating Centres. The
actual training courses would be the responsibility of the regional offices. They
would be carried out during late 1991 and through 1992 to finish before the
implementation of ICD-10.

Training materials for basic training courses in the use of ICD-10 will be

developed by WHO. It is not planned to begin these courses, however, before 1993.

0.3 As noted sbove, WHO will be prepared to provide ICD-10 (both the Tabular List
and Alphabetical Index) on electronic media. In future, with the assistance of the
(ollaborating Centres, software may also become available. A conversion key for ICD-9
to ICD-10 and the reverse is intended to be made available before ICD-10

implementation.
10,6 Introduction of ICD-10 din countries

45 activities that had been endorsed by the Expert Committee are on schedule,

the Conference

RECOMMENDS that the Tenth Revision of the International Classification of

Diseases should come inte effect on 1 January 1993,

11, Future core classification

The Conference discussed the difficulties experienced over the extended
implementation period of ICD-9 because of the recognition of new diseases and the lack

of an updating mechanism te accommodate them.

Various suggestions for mechanisms to overcome this difficulty and avoid
similar problems with respect to ICD-10 were discussed. Theve was a clear feeling
that there was a need for ongoing information exchange to standardize the use of
16D-10 between countries but that any changes introduced throughout its "lifetime”
should be considered very carefully with relation to their impact on analyses and
trends. There was discussion of the types of forums in which such changes could be
discussed and Member State input received as well as the potential for the use of the
unused alpha character "U" for new or temporary code assignments. It was agreed that
revision conferences were not feasible more frequently than every 10 years.
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to attempt to determine or define the exact process to be used, the Conference

RECOMMENDS that WHO give consideration as to how an effective updating

mechanism could be put in place.
12. Adoption of the Tenth Revision of the International Classification of Disea
The Conference,

Having considered the proposals prepared by the Organization on the

recommendations of the Expert Committee on IGCD-10

‘Recognizing the need for a few further minor modifications to meet the comm

on points of detail submitted by Member States during the Conference,
RECOMMENDS that the proposed revised chapters as listed in Annex I and the

Short Tabulation Lists for Morbidity and Mortality in Annex V to this repor

constitute the Tenth Revision of the International Classification of Diseas
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List of Chapters

I:

1I1:

III:

VIIi:

VIII:

XI:

XI1:

XIII:

XIV:

XV:

XVI:

XVII:

XVIII:

XIX:

XX:

XXI:

Certain infectious and parasitic diseases
Neoplasms

Diseases of the blood and blood-forming
organs and certain disorders invelving the
immune mechanism

Endocrine, nutritional and metabolic diseases
Mental and behavioural disorders

Diseases of the nervous system

Diseases of the eye and adnexa

Diseases of the ear and mastoid process
Diseases of the circulatory system
Diseases of the respiratory system
Diseases of the digestive system

skin and subcutaneous tissue

Diseases of the

Diseases of the musculoskeletal system and
connective tissue

Diseases of the genitourinary system

Pregnancy, childbirth and the puerperium

‘Certain conditions originating in the

perinatal period

Congenital malformations, deformations, and
chromosomal abnormalities

Symptoms, signs and abnormal clinical and
laboratory findings not elsewhere classified

Injury, poisoning and certain other
¢onsequences of external causes

External causes of morbidity and mortality

Factors influencing health status and contact
with health services
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1.1

1.2

1.3

1.4

1.5

1.6

WHO/ICD10/REV.CONF/89.19

ANNEYX II

RECOMMENDED DEFINITIONS, STANDARDS AND REPORTING REGUIREMENTS FOR ICD-10 RELATED
TG FETAL, PERINATAL, NEONATAL AND INFANT MORTALITY

Definitions

Live birth

Live birth is the complete expulsion or extraction from its mother of a product
of conception, irrespective of the duration of the pregnancy, which, after such
separation, breathes or shows any other evidence of life, such as beating of the
heart, pulsation of the umbilical cord, or definite movement of voluntary
muscles, whether or not the umbilical cord has been cut or the placenta is
attached; each product of such a birth is considered live born.

Fetal death [deadborn fetus]

Fetal death is death prior to the complete expulsion or extraction from its
mother of a product of conception, irrespective of the duration of pregnancy;
the death is indicated by the fact that after such separation the fetus does not
breathe or show any other evidence of life, such as beating of the heart,
pulsation of the umbilical cord, or definite movement of voluntary muscles.

Birth weight

The first weight of the fetus or newborn obtained after birth.

Low bireh weigh

Less than 2500 g (up to, and including 2499 g).

Very low birth weight

Less than 1500 g (up to, and including 1499 g).

Extremelv low birth weight

Less than 1000 g (up to, and including 999 g).
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1.7 Gestational age

The duration of gestation is measured from the first day of the last normal
menstrual period. Gestational age is expressed in completed days or completed
weeks (e.g. events occurring 280 to 286 completed days after the onset of the

lagt normal menstrual period are considered to have occurred at 40 weeks of
gestation).

1.8 Pre-term

Less than 37 coupleted weeks (less than 259 days) of gestation.

1.9 Term

From 37 completed weeks to less than 42 completed weeks (259 to 293 days) of
gestation:

1.10 Post-term

42 completed weeks or more (294 days or more) of gestation.

1.11 Perinatal peyviod

The perinatal period commences at 22 completed weeks (154 days) of gestation

(the time when birth weight is normally 500 g), and ends 7 completed days (168
hours) afrer birth.

1.12 Neonatal period

fa

Fak
ot

The neonatal period commences at birth and ends 28 completed days after birth.
Neonatal deaths (deaths among live births during the first 28 completed days of
1ife) may be subdivided into early neonatal deaths, occurring in the first seven

days (167 hours) of life and late neonatal deaths, occurring after the seventh
day but before 28 completed days of life.

Notes on definitions

For live births, birth weight should be measured preferably within the first
hour of life before significant postnatal weight loss has occurred. Whilst
statistical tabulations include 500 g groupings for birth weight, weights should

not be recorded in those groupings. The actual weight should be recorded to the
degree of accuracy that it is measured.

The definitions of "low™, "wery low", and "extremely low"” birth weight do not
constitute mutually exclusive categories. Below the set limits they are
all-inclusive and therefore overlap. (i.e. "low" includes "wvery low" and
"extremely low"”, while "very low" includes "extremely low").

— 59



WHO/ICD10/REV.CONF/89.19
Apnnex 11
page 3

2.3 Gestational age 1z frequently a source of confusion when calculations are based
on menstrual dates. For the purposes of calculation of gestational age from the
date of the first day of the last normal menstrual period and the date of
delivery, it should be borne in mind that the first day is day zero and not day
one; days 0-6 therefore correspond to "completed week zero", days 7-13 to
“completed week one®”, and the 40th week of actual gestation is synonymous with
"eompleted week 397, In order to avoid misunderstanding, tabulations should
indicate both weeks and davs.

3. BReporting reculrements

3.1 It is recognized that legal requirements for the registration of fetal deaths
and live births still vary from country to country and even within countries.
However, 1t is recommended that, whersver possible, all fetuses and infants
delivered weighing at least 500 g, whether alive or dead, be included in the
statistical tabulations. When birth weight is unavailable, the corresponding
criteria for gestational age (22 completed weeks), or body length (25 cm
crown-heel) should be used. The criteria for deciding whether an event has
taken place within the perinatal periocd should be applied in the order 1) birth
weight, 2) gestational age, 3) crown-heel length. The inclusion of fetuses and
infants weighing between 500 g and 1000 g in national statistics is recommended
both because of its inherent value and because this inclusion improves the
completeness of reporting at 1000 g and oveyr.

3.2 In statistics for international comparison, inclusion of this group of extremely
low birth weight births disrupts the validity of comparisons and is not
recommended. Countries should therefore arrange registration and reporting
procedures so that the events and the criteria for thelr inclusion in the
statistics can be easily idenvified. Less mature fetuses and infants not
corresponding to these criteria should be excluded from perinatal statistics
unless there are legal or other valid reasons to the contrary, in which case
this inclusion must be explicitly stated. VWhere these charvacteristics are
unknown, the event should be included in, rather than excluded from, mortality
statistics of the perinatal peériod. Countries should also present standavd
statistics in which both the numerator and the denominator. of all ratios and
rates are restricted to fetuses and infants weighing 1000 g or more
{(weight-specific ratios and rates); where birth weight is unavailable, the
corresponding gestational age (28 completed weeks) or body length (35 em
crown-heel) should be used.

3.3 In reporting fetal, perinatal, neonatal and infant mortality statistics the
number of deaths due to malformations should whenever possible be identified for
live births and fetal deaths and in relation to birth weight of 500-999 g and
1000 g or more. Neonatal deaths due to malformations should be subdivided into
early and late neonatal deaths. The availability of this information enables
perinatal and neonatal mortality statistics to be reported with or without the
deaths from wmalformations. A& malformation is defined as a congenital
morphological anomaly (see Chapter XVII) regarded to be the underlying cause of
death during the fetal and necnatal period.

&. PRaties and rates
Published ratios and rates should always specify the denominator that has been
used, i.e., live births or total births (live births plus fetal deaths).

Countries are encouraged te provide the ratios and rates listed below, or as
many of them as their data collection systems permit:
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4,1 Fetal death ratio

Fetal ?eaths % 1000
Live births

Lo
X

Fetal death rate:

Fetal deaths s« 1000
Total births

4.3 Fetal death rate, weight-specific:

Fetal deaths weighing 1000 g and over . 1000
Total births weighing 1000 g and over

4.4 Early peonatal mortality rate:

Earlv peopatal deaths % 1000
Live births

4.5 Early neonatal mortality rate, weight-specific:

Earlyv neonatal deathe of infants weighine 1000 ¢ and over at birth % 1000
Live births weighing 1000 g and over

S
o5

Perinatal mortality ratio:

Fetal deaths and earlyv veonatal deaths % 1000
Live births

4.7 Perinatal mottality ratel
Fetal deaths and earlvy neonatal deaths % 1000
Total births

4,8 Perinatal mortality rate, welght-specific:

Fetal deaths weighing 1000 g and over, plus
early neonatal deaths of infants weighing 1000 g and over at birth . 1400
Total births weighing 1000 g and over

4.9 Neonatal mortality rate:

Ne?nata% deaths x 1000
Live births

4,10 Nepnatal mortality rate, welght-specific:

Neogpatal deaths of infante weighine 1000 ¢ and pver at birth % 1000
Live births weighing 1000 g and over

4.11 Infant mortality rate:

NBumber of deaths under one vear of age . 1gp0
Live births

mmmmmmmmmmmmmmmmmmmmmmmm

LThe perinatal mortality rate is the number of fetal deaths weighing
at least 500 g {(or, when birth weight is unavailable, after 22 completed
weeks of gestation or with a crown-heel length of 25 cm or more), plus the
number of early neonatal deaths, per 1000 total births. Because of the
different denominators in each component, this is not necessarily equal to
the sum of the fetal death rate and the early neonatal mortality rate.
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4.12 Infant mortélity rate, weight-specific:

Infant deaths amo live births weighi 000 and over at birth

v x 1000
Live births weighing 1000 g and over

RECOMMENDED DEFINITIONS, STANDARDS AND REPORTING REQUIREMENTS FOR ICD-10 RELATED
TO MATERNAL MORTALITY -

Definitions

.1 A maternal death is defined as the death of a woman while pregnant or within 42

days of termination of pregnancy, irrespective of the duration and the site of
the pregnancy, from any cause related to or aggravated by the pregnancy or its
management but not from accidental or incidental causes.

Maternal deaths should be subdivided into two groups:

.1 Direct obstetric deaths: those resulting from obstetric complications of the
pregnant state (pregnancy, labour and puerperium), from interventions,

omissions, incorrect treatment, or from a chain of events resultlng from any
of the above.

.2 Indirect obstetric deaths: those resulting from previous-existing disease or
disease that developed during pregnancy and which was not due to direct

obstetric causes, but which was aggravated by physiologic effects of
pregnancy.

A pregnancy death is defined as the death of a woman while pregnant or within 42
days of termination of pregnancy, irrespective of the cause of death. This
includes direct and indirect obstetric deaths as defined above under 1.2.1 and
1.2.2 plus deaths resulting from violent or incidental causes not related to
pregnancy, childbirth or the puerperium,; but occurring during that period.

A late maternal death is defined as the death of a woman from direct or indirect

obstetric causes more than 42 days but less than one year after terminatien of
pregnancy.

Reporting requirements

For the purposes of the international reporting of maternal mortality only those
maternal deaths occurring before the end of the 42-day reference period should

be included in the various ratios and rates, though the collection of 1ater
deaths is useful for national analytical purposes.

Published maternal mortality rates should always specify the numerator (number
of recorded matermal deaths), which can be given as:

- the number of recorded direct obstetric deaths, or
- the number of recorded obstetric deaths (direct plus indirect).

The denominator used for calculation should iikewise be specified as either the
number of live births or the number of total births (live births plus fetal

deaths). Where figures for both live births and fetal deaths are available, a
calculation should be published for each denominator.
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2.4 Maternal deaths due to obstetric causes but occurring after the end of the

puerperium should not be included in the calculation of maternal mortality
rates.

3. Ratios and rates
These should be expressed as a ratio of the numerator to the denominator,

multiplied by 1 000, 10 000, or 100 000 as preferred and indicated by the
country. Maternal mortality ratios and rates can thus be expressed as:

3.1 Maternal mortality rate:

Maternal deaths (direct and indirect % k
Live births
3.2 Direct obstetric mortality ratio:

Direct obstetric deaths only % k
Live births

3.3 Pregnancy mortality ratio:

Pregnancy deaths . |
Live births

where k may be 1 000, 10 000 or 100 000 as specified by the country.
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ANNEX II1

RULES FOR SELECTION OF CAUSE OF DEATH FOR PRIMARY MORTALITY TABULATION

Logical Segquence

For the purposes of selection of the underlying cause of death, it is necessary to
rake into aceount the concept of "logical sequence™.

The term "sequence" or “logical sequence” means two or more conditions entered on
successive lines of Part I, each condition being an acceptable cause of the one entered o
the line above 1L,

Example 1: 1 (&) Respiratory failure
(b} Bronchopneumonia
{¢) MHeasles

In this example, the sequence reported by the physician is: respiratory failure (dw
-0) bronchopneumonia (due to) measles. Or, in an inverse way: measles (leading to)
bronchopneumonia (leading to) respiratory fallure.

Tf there iz more than one cause of death in a line of the cervificate, it iz possibl
to have more than one reported logical sequence. In the example shown below there are
four sequences reported:

Example 2: T {a)y Coma
(b)y  Myocardial infarction and cerebrovascular accident
{¢y Athevosclevosis  Hypertension

Atherosclerosis (leading to) Myocardial infarction {leading to) Coma
Atherosclerosis (leading to) Cerebrovascular accident (leading to) Coma
Hypertension (leading to) Myocardial infarction {leading to) Coma
Hypertension (leading to) Cerebrovascular accident (leading to) Coma

SELECTION RULES

seneral Principle

When more than one condition is entered on the certificate, select the condition
entered alone on the lowest used line of Part I only if it could have given rise to all
the conditions entered above it.

Rule 1. 1f the General Principle does not apply and there is a logical sequence
terminating in the condition first entered on the certificate, select the originating
cause of this sequence.

1f there is more than one sequence terminating in the condition first mentioned
select the originating cause of the first-mentioned sequence.

Rule 2. If there is no logical sequence terminating in the condition first entered on
the certificate, select this first-mentioned condition.

Rule 3. If the condition selected by the General Principle or by Rule 1 or Rule 2 is
obviously a direct consequence of another reported condition, whether in Part I or Part
11, select this primary condition.
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THE MODIFICATION RULES

WLE A, SENILITY AND OTHER TLL-DEFINED CONDITIONS. Where the selected cause is
classifiable to Chapter XVIII (Symptoms, signs and abnormal clinical and laboratory
findings not elsewhere classified) except for R95 (Sudden Infant Death Syndrome (SIDS))
md 2 condition classified eslsewhere than to ROD-R%4 or to RY6-R99 is reported on the
rertificate, reselect the cause of death as if the condition classified to Chapter XVIII
had not been reported, except to take account of that condition if it modifies the coding.

WLE B.  TRIVIAL CONDITIONS. Where the selected cause is a trivial condition unlikely to
cause death and a more serious condition is reported, reselect the underlying cause as if
the trivial condition had not been reported. If the death was the result of an adverse
ireaction to treatment of the trivial condition select the adverse reaction.

WLE C. LINKAGE. Where the selected cause is linked by a provision in the classification
or in the Notes for use in underlying causes mortality coding on pages ... with one or
mwre of the other conditions on the certificate, code the combination,

7 Where the linkage provision is only for the combination of one condition specified
due to another, code the combination only when the . correct causal relationship is stated
oor can be inferred from application of the selection rules.

Where a conflict in linkages occurs, link with the condition that would have been

selected if the cause initially selected had not been reported. Apply any further linkage
that iz applicable.

WLE D. SPECIFICITY. Where the selected cause describes a condition in general terms and
i term which provides more precise information about the site or nature of this condition
is reported on the certificate, prefer the more informative term. This rule will often

sply when the general term can be regarded as an adjective, qualifying the more precise
term.

IWLE E. EARLY AND LATE STAGES OF DISEASE. Where the selected cause is an early stage of
1 disease and a more advanced stage of the same disease is reported on the certificate,
code to the more advanced stage. This rule does not apply to a "chronic" form reported as

due to an "acute" form unless the clasgification gives special instructions to that
effect.

RLE F. SEQUELAE. Where the selected cause is an early form of a condition for which the
classification provides a separate "Sequelae of ..." category and there is evidence that
death occurred from residual effects of this condition rather than in its active phase,
tode to the appropriate "Sequelae of ..." category.

: The following "Sequelae of ..." categories have been provided: B90-B94, E64, GO9,
?ﬁQ*Og? and YB3-Y8% (See 111 Sequelae, page ...}.
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ROUTINE SINGLE-CAUSE ANALYSIS OF CAUSES OF MORBIDITY
Definitions

The condition to be used for single-cause analysis of episodes of health care
is the "main condition" treated or investigated during the relevant episode.

The MAIN CONDITION is defined as the diagnosis, established at the end of the
episode of health care, of the condition primarily responsible for the patient
receiving treatment or being investigated. If there is more than one such
condition, the one which was responsible for the greatest use of resources should
be selected. If no diagnosis was made, the main symptom, abnormal finding or
problem should be selected as the main condition.

Thekrecord used for statistical analysis should, where practicable, also
include, separately, "other conditions" or problems dealt with during the relevan
episode of health care,

OTHER CONDITIONS are defined as those which co-exist or develop during the
episode of health care and affect the management of the patient. Conditions that
relate to an earlier episode and which have no bearing on the current episode of
health care should not be recorded.

An "episode of health care" refers to a period of in-patient care or, for
example, a contact {(or series of contacts in a specific time-period) with a
health-care practitioner in relation to the same condition or its immediate
consequences. Administrative or organizational considerations will determine wha
is to be regarded as an episode of health care for a specific data-collection
system., It is therefore important that the criteria adopted in defining what is
meant by an "episocde" be explicitly stated in presentation of the statisties.

Routine single-cause analysis of data derived from surveys should be based on
the condition mainly responsible for the relevant episode of illness.

The limitation of analysis to a single cause per episode necessarily involves
a loss of information and it is recommended that, where practicable,
multiple~condition coding and analysis be undertaken to supplement routine data.
This should be done according to local rules, since no international rtules have
been recommended. '

Guidelines for recording diagnostic information

General

" The diagnoses in relation to the relevant\episode of health care should be
determined, and the "main condition™ selected by the health care practitiomer
responsible for the patient’s treatment.

It is important that adequate health care record systems be provided in which
the information is organized systematically and standard recording methods are
used, thus allowing the responsible health care practitioner to indicate clearly
his assessment of the "main condition" and "other condition" for each episode of
health care. A properly-completed record is an essential tool in
patient-management and also provides a valuable source of epidemiological and
other statistical data on morbidity and other health care problems.
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Specificity and detail

Each diagnostic label should be as informative as possible and should include
whatever detail is available about the site, variety, etiology, etc. of the
condition, to allow a good patient-management and at the same time a
classification to the most specific ICD category. Examples of such diagnostic
statements are shown below:

- transitional cell carcinoma of trigone of bladder;

- acute perforated appendicitis;

- disbetic cataract;

- meningococcal pericarditis;

- antenatal care for pregnancy-induced hypertension;

- diplopia due to allergic reaction to antihistamine taken as prescribed;
- osteoarthritis of hip due to an old hip fracture;

- fracture of neck of femur;

- third-degree burn of hand.

Uncertain diagnoses or symptoms

If, and only if, no definite diagnosis has been established by the end of an
episode of health care, that information should be recorded which permits the
greatest degree of specifity and knowledge about the condition which necessitated
care or investigation. This should be in the form of stating a symptom, abnormal
finding or problem, rather than qualifying a diagnosis as "possible",
"questionable" or "suspected"” when it has been considered but not established.

Non-illness situations

Episodes of health care or contact with health services are not restricted to
the treatment or investigation of current illmess or injury. When persons who are
not currently sick or who have no condition classifiable to Chapters I-XiX
encounter the health care system, details of the relevant circumstances should be
recorded as the "main condition®. ‘

Examples of such reasons for contact are:

- monitoring of previously treated conditions;

- immunization;

- surveillance of persons at risk because of certain personal or family
history;

- examinations of healthy persons for, e.g. insurance or occupational
reasons; :

- seeking of health-related advice;
- requests for advice by persons with social problems;
- consultation on behalf of a third party.

Chapter XXI (Factors influencing health status and contact with health
services) provides a broad range of categories (Z00-Z98) for classifying these
sircumstances; reference to this chapter will give an idea of the detail required
to permit classification to the most relevant category.
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Multiple conditions

Where an episode of health care is directed at multiple related conditions,
for example, multiple injuries, multiple sequelae of a previous illness or injury,
or multiple conditions occurring in Human immunodeficiency virus [HIV] disease,
and one of them is clearly more severe and resource-intensive than the others,
that one should be recorded as the "main condition" and the others recorded as
"other conditions". Where no one condition predominates in the use of resources,
a term such as "multiple fractures", "multiple head injuries" or "HIV disease with
multiple infections" may be recorded as the "main condition", followed by a list
of the conditions. Only if this is impracticable because of the number of such
conditions should a term such as "multiple injuries"™, or "multiple crushing
injuries" be recorded alone. Categories are provided in ICD for coding "Multiple
... " where necessary.

Conditions _due to external causes

Chapter XX (External causes of morbidity and mortality) permits the
classification of external causes of morbidity. When a condition such as an
injury, poisoning or an other effect of external causes is recorded, it is
important to describe fully both the nature of the condition and the circumstances

which gave rise to it. Examples are: "fracture of neck of femur caused by fall
due to slipping on greasy pavement"; "cerebral contusion caused when patient lost
control. of car, which hit a tree"; "accidental poisoning - patient drank
disinfectant in mistake for soft drink"; '"severe hypothermia - patient fell in

her garden in cold weather™.

Dual classification system ("dagger and asterisk" system)

The ICD provides a dual classification system (dagger (+) codes and asterisk
(*) codes) for coding diagnostic statements which combine information about an
underlying disease and a complication or manifestation in -a particular organ or
site. Where conditions linked in this way are the main reason for treatment or
investigation, both elements should be included in the description of the "main
condition", to allow the ICD coding to represent the situation fully. Examples of
such descriptions are: "Tuberculous pericarditis”, "Diabetic cataract",
"Meningitis in infectious mononucleosis". Reference to the ICD manual will give
an idea -of the kind of conditions which the classification links in this way.

Treatment for sequelae of pre-existing conditions

Where an episode of care is for treatment or investigation directed to a
residual condition (a "sequela") of a disease that is no longer present, the
nature of the sequela should be fully described and its origin stated, together
with a clear indication that the original disease is no longer present.. Examples
are: "Deflected nasal septum - fracture of nose in childhood", "Contracture of
Achilles tendon - late effect of injury to tendon", "Infertility due to tubal
occlusion from old tuberculosis".

Where multiple sequelae are present and treatment or investigation is not
directed predominantly at one of them, a statement such as "Sequelae of
cerebrovascular accident" or "Sequelae of multiple fractures" is acceptable.
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Guidelines for coding of "main condition”

General

The determination of the "main condition’ and "other conditions” relevant to
an episede of health care should have been done by the responsible health care
practitioner, and coding is therefore usually straightforward, since the "main
condition® indicated as such should be accepted for coding and processing unless
it is obvious by reference to other data being coded that the health care
practitioner has not understood or followed the guidelines provided above,
Whenever possible, a record with an obviously inconsistent or incorrectly recorded
"main condition” should be returned to the responsible health care practitioner
for clarification. Failing clarification, Rules MBl to MBS are provided to deal
with the more frequent warieties of incorrect recording which the ceder may
encountey .

Once the "main condition” is determined, its ICD code should be assigned
following normal procedures. In most cases this is straightforward, but
guidelines are provided below for assignment in certain situations in which the
coder may be unclear as to the appropriste code.

It has been recommended that "other conditions” in relation to an episcde of
care are recorded in additlion to the "main condition" even when single-cause
analysis only is to be performed. This alse provides the coder with a full
picture of the circumstances which may assist in the assignment of the correct ICD
code for the "main condition”.

Optional additieonal codes

In the guidelines below, a preferred code for "main diagnosis” is sometimes
indicated, together with an optional additional code which may elaborate the
situation. The preferred code is that to be used for the "main condition" for
single-cause analysis and the additional code may be included, if wished, in the
codes subjected to multiple-cause analysis.

Examples: ...

Coding of conditions to which the dagper and asterisk system applies

For diagnostic statements to which the dagger and asterisk system applies,
both "dagger® and "asterisk" codes should be used for coding the "main condition”,
since they are alternatives permitting different kinds of single-cause analysis.
(5ee Introduction to the Manual, pages ...). If it is not possible to use more
than one code, the dagger code should be used, as this is the "traditional™ ICD
code for epidemiological purposes.

Examples:
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Coding of suspected conditions, symptoms and abnormal findings, and
non-iliness situations

The coder should in general be wary of coding as the "malin condition®
conditions classifiable to Chapters XVIII and XXI if the episcde of health care
relates to a stay as an in-patient, If, but only 1f, it is apparent that no more
specific diagriosis was formulated by the end of the in-~patient stay, or-that the
in-patient care was genuinely that of a patient with no cedable current illness or
injury, codes from these chapters arve perfectly acceptable. (See also Rules MB3
and MB5, pages and Y. For other types of episode of contact with health
services, the categorles are often acceptable without question.

If at the completion of an eplsode of health care the "main condition” is
still recorded as “suspected [.." "gquestionable®™, ete., ‘and other relevant
information dand clarification is not available or possible, the disgnosis must be
coded as 1f it existed.

A category, Z04 -, is provided in ICD for coding certain conditions which were
originally suspected but have been ruled out after study.

Examples:

Coding of multiple conditions

Where multiple conditions are recorded for which the ICD provides a category
entitled "Multiple ..." and no single one of them is indicated as, or can be
assumed to be, the condition to which treatment was predominantly directed; the
code for the category or subcategory entitled "Multiple ..." should be used as the
préferred code, and c¢odes for any Individual conditions listed should be added as
optional additional codes.

This applies mainly to conditions assoclated with HIV disease, to injurles and
sequelae. See the chapter-specific notes (section 2.5) for further explanation of

coding.

Codine of combinations of conditions

The ICD provides certain categories where two conditions or a condition and an
associated secondary process can be represented by a single code. Such
combination categories should be used as the "main condition” where appropriate
information is recorded. The Alphabetical Index indicates where such combinations
are provided for, under the indent "with", which appears immediately after the
lead term. Two or more conditions recorded under "main condition®” may be linked
if one of them may be regarded as an adjectival modifier of the other.

Examples: ...

Coding of external causes of morbidity

It is recommended that for injuries and other conditions due to external
causas, both the nature of the condition and the circumstances of the external
cause are to be coded. The preferred "main condition" code should be that for the
nature of the condition. This will usually be classifiable to Chapter XIX, but
will sometimes be in one of the other chapters. The code from Chapter XX
indicating the external cause should be used as an optional additional code.

Examples:
— T
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Coding of sequelae of certain conditions

The ICD provides a number of categories entitled "Sequelae of ..." (B90-B94,
E64, E68, GO9, 159, 097, T90-T98, YB5-Y89) which may be used to indicate
conditions riot now present as the cause of a current problem undergoing treatment
or investigation. The preferred code for the "main condition" is, however, the
code for the nature of the sequela itself, to which the code for "Sequelae of ..."
may be added as an optional additional code.

Where a number of different very specific sequelae is present, and treatment
of no one of them predominates in severity and use of resocurces, it is permissible
for the description "Seguelae of ..." to be recorded as the "main conditiom”, and
this may then be coded to the appropriate category. Note that it is sufficient
that the causal condition be described as "old", "no longer present®, etc. or that
the resulting condition be described as "late effect of ...", or "sequela of ..."
for this to apply. There is no minimum time interval.

Examples:

Coding of acute and chronic conditions

Where the "main condition” is recorded as being both acute (or subacute) and
chronic, and ICD-10 provides separate categories or subcategories for each, the
category for the acute condition should be used as the preferred "main condition".

Examples:

fules for reselection when the "main condition®™ is obwviocusly incorrectly recorded

As previously emphasized, it is the responsible health care practitioner who
should indicate his selection of "main diagnosis” to be coded and this should
normally be accepted for coding, subiect to the guidelines above.

However, certain circumstances or the availability of other information may
indicate that the health care practitioner has not understood or not followed the
advice on what was required. If it is not possible to obtain clarification from
the health-care practitioner, one of the following rules may be applied and the
"main condition” reselected.

Rule MBL. Minor condition recorded as "main condition®. more significant
condition recorded as "other condition®

Where a minor or long-standing condition or an incidental problem is
recorded as the "main condition”, and a more significant condition, relevant
to the treatment given and/or the speciality which cared for the patient, is
recorded as an "other condition", reselect the latter as the "main condition®,

Eramples:

Rule MB2. Several conditions recorded as "main condition”

1f several conditions which cannot be coded jointly are recorded as the
"main condition" and other details on the record point to one of them as being
the "main condition® for which the patient received care, select that
condition, Otherwise select the first menticned.
Note: See paragraphs ... page ... on the use of "combination" and "multiple”
codes .

Examples: ... - 71—



Rule MB3. Condition recorded as "main condltlon" is the presenting symptom of
diagnosed treated condition

— If a symptom or sign (usually classifiable to Chapter XVIII), or a
problem classifiable to Chapter XXI, is recorded as the "main condition", and
this is obviously the presenting sign, symptom or problem of a diagnosed
condition recorded elsewhere, and care was given for the latter, reselect the
diagnosed condition as the "main condition”.

Examples: ...
Rule MB4. Specificity
Where the diagnosis recorded as the "main condition" describes a
condition in general terms, and a term which provides more precise information
about the site or nature of the condition 1s recorded elsewhere, reselect the

latter as the "main condition".

Examples: ...

Rule MBS. Alternative main diagnoses
Where a‘symptom or sign is recorded as the "main condition" with an
indication that it may be due to either one condition or another, select the
symptom as the "main condition®.

Where two or more conditions are recorded as diagnostic options for the
"main condition", select the first condition recorded.

Examples: ..;



25.
26.
27.
28.
29.
30.
31.
32.
33.
34,
35.
36.

37.
38,
39.
40.

41.
42,
43,
44,

Cholera

Diarrhoea and gastroenteritis of presumed infectious

origin

Other intestinal infectious diseases
Respiratory tuberculosis
Other tuberculosis

Plague
Tetanus

Diphtheria
Whooping cough
Meningococcal infection
Septicaemia
Infections with a predominantly sexual mode of
transmission

Acute poliomyelitis

Rabies

Yellow fever
Other arthropod-borne viral haemorrhagic fevers

Measles

Viral hepatitis
Human immunodeficiency wvirus [HIV] disease

Malaria

Leishmaniasis

Trypanosomiasis
Schistosomiasis
Remainder of certain infectious and parasitic

diseases

Malignant
Malignant
Malignant
Malignant
Malignant
ducts
Malignant
Malignant
Malignant
Malignant
Malignant
Malignant
Malignant

neoplasm
neoplasm
neoplasm
neoplasm
neoplasm

neoplasm
neoplasm
neoplasm
melanoma
neoplasm
neoplasm
neoplasm

of uterus

Malignant
Malignant
Malignant
Malignant

neoplasm
neoplasm
neoplasm
neoplasm

parts of nervous
Non-Hodgkin’s lymphoma
Multiple myeloma and plasma cell neoplasms

Leukaemias

of
of
of
of
of

of
of
of
of
of
of
of

of
of
of
of

lip, oral cavity and pharynx
oesophagus

stomach

colon, rectum and anus

liver and intrahepatic bile

pancreas
larynx :

trachea, bronchus and lung
skin

breast

cervix uteri

other and unspecified parts

ovary
prostate
bladder
meninges, brain and other

system

Remainder of malignant neoplasms
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AQO
AO9

A0l-A08
Al5-Al6
Al7-A19
AZ0
A33-A35
A36
A37
A39
A40-A41
A50-A64

A80
A82

A95

A90-A94, A96-A99
BOS

B15-B19

B20-B24

B50-B54

B55

B56-B57

B65
A21-A32,A38,A42-A49,
A65-A79,A81,A83-489,
B0OO-BO4,B06-B09,
B25-B49,

B58-B64, B66-B99
C00-Cl4

c15

C16

C18-C21

c22

Cc25

C32
€33-C34
C43

c50
C53
C54-C55

C56
C61
c67
€70-€72

C82-C85

€90

€91-C95

Cl7, C23-C24,
C26-C31,
C37-C41,C44-C49,
€51-€52,C57-C60,
C62-C66,C68-CE9,
¢73-Cc81, C88,
C96-C97
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43, Anaemias

46, Diabetes mellitus

47, Malnutrition

48, Mental and behavioural disocrders due to
pyschoactive and other substance use

49, Meningitis

50, Alzheimer’s disease

51. Acute rheumatic fever and chronic rheumatic
heart disease

52. Hypertensive dissase

53, Ischaemic heart disease

54, Other heart disease

55, Cerebrovascular diseases

56, Atherosclerosis

57. Remainder of diseases of the circulatory system

58, Influenza

59, Pneumonia

60. Other acute lower respiratory infections

61. Chronic lower respiratory diseases

62. Remainder of diseases of the respiratory system

63. Gastric and duodenal ulcer

64, Diseases of liver

65. Glomerular and renal tubulo-interstitial diseases

66. Pregnancy with abortive ocutcome

67, Other direct obstetric deaths

68, Indirect obstetric deaths

69. Certain conditions originating in the perimatal
period

70. Congenital malformations, deformations and
chromosomal abnormalities

71. Symptoms, signs and abnormal clinical and
laboratory findings REC

72. All other diseases

73. Transport accldents

74. Falls

75, Accidental drowning and submersion

76, Exposure to smoke, fire and flames

77. Accidental poisoning by and exposure to noxious
substances

78. Intentional self-harm

79. Assault

80. All other external causes

- T

D50-D64
E10-El4
B4O-EAG
F10-F19

GO0, 603
G30
I00-109

110-115
120-125
126-151
160-169
170
I71-199
J12-J13
J14-320
J10-311,
Ja0-J47

J21

J00=J06, J30-339, J60-798

¥25-K27
Ki0-K76
NOO-N15
000-008
010-092
098-099
POO-PE5

Qoo-099
ROO-R99

DOR-D4E;
E20-E35,
F20-F99,
HOO-H95,
K80-K92,
N17-N39,
Voo-ves
Wo0-W1i9
W65-W74
X00-X09
Z40-Z69

X60-X84
X85-%09
W20-Wed,
X50-X57,

D65-DEY,
E50-E90,
GO4-G25,
K00-K22,
LGO-1L98,
095-097,

W75-W99,
Y10-Y89

E0O-EQ7
FOL-FO9
G31-G98
H27-K66,
MOO-M99,
500-798

X10-%39,
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27.
28.
29.
30,
3.

32,
33,
34,
35.
36,
37,
38,

39.
40.
41,
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43,
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45,
46,
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2. MORTALITY TABULATION SHORT LIST

CERTAIN INFECTIOUS AND PARASITIC DISEASES

Cholera

Diarrhoea and gastroenteritis of presumed infectious

origin

Other intestinal infectious diseases
Respiratory tuberculosis
Other tuberculosis

Plaguse
Tetanus

Diphtheria

. Whooping cough
. Meningococcal infection
. Septicaemia
. Infections with a predominantly sexual mode of

transmission

. Acute poliomyelitis
. Rabies
. Yellow fever
. Other arthropod-borne viral haemorrhagic fevers
. Measles

Viral hepatitis

Malaria

NEOPLASHS
Malignant
Malignant
Malignant
Malignant
Malignant
ducts
Malignant
Malignant
Malignant
Malignant
Malignant
Malignant
Malignant

. Leishmaniasis

. Trypanosomiasis
. Schistosomiasis
. Remainder of certain infectious and parasitic
diseases

neoplasm
neoplasm
neoplasm
neoplasm
neoplasm

neoplasm
neoplagm
necplasm
melanoma
neoplasm
neoplasm
neoplasm

of uterus

Malignant
Malignant
Malignant
Malignant

neoplasm
neoplasm
neoplasnm
neoplasm

parts of nervous
Non-Hodgkin’s lymphoma
Multiple myeloma and plasma cell neoplasms

Leukaemias

of
of
of
of
of

of
of
of
of
of
of
of

of
of
of
of

. Human immunodeficiency virus [HIV] disease

1ip, oral cavity and pharynx

oesophagus

stomach

colon, rectum and anus
liver and intrahepatic bile

pancreas
Larynx

trachea, bronchus and lung
skin

breast

ceyvizaiteri

other and unspecified parts

ovary
prostate
bladder
meninges, brain and other

system

Remainder of malignant neoplasms

— 75

ADO-B99
AQO
A0S

A01-808
A15-A16
Al7-A19
A20
A33-A35
A36
A37
A39
AGO-A4L1
A50-AB4L

ABO

A2

A95
A50-494,
BOS
B15-B19
B20-B24
B50-B54
B55
B56-B57
B&5
A21-A32,
AB5-AT79,
BOO-BO4,
R58-B64,
CO0-D48
CoO0-Cl4
c15

cle
cl8-c21
c22

AD6-AY9

A38, ALZ-AL9,
AB81, AB3-A89,
BO6-BO9, B25-B49,
B66-B9Y

C25
32
€33-034
C43
C50
€53
C54-055

€56
cél
ce7
G70-C72

CB2-C85

c80

C91-C95

C17, €23-C24, C26-C31,
C37-C41, CA44-CAY, C51-C52,
C57-C60, C62-C66, C68-069,
C73-C81, C88, C€96-C97
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47,
48,

49.
50.

51.
52.
53,
54,

55.
56.

57,
58.
59,
60,
61,
52.
63.
64,
65.

66.
67.
68.
69,
70.
71,
72,
73.
4,
75.
76.
7.
78.
79.
80.
81.
82.
83.

84
85.
86.
87.
88.
8a9.
90.
91.
9z.

Remainder of neoplasms

DISEASES OF THE BLOOD AND BLOOD-FORMING ORGANS AND
CERTATIN DISORDERS INVOLVING THE IMMUNE MECHANISM

Anaemias

Remainder of diseases of the blood and blood-forming

organs and certain disorders invelving the
immune mechanism
ENDOCRINE, NUTRITIONAL AND METABOLIC DISEASES
Diabetes mellitus
Malnutrition

Remainder of endocrine, nutritional and metabolic

diseases

MENTAL AND BEHAVICURAL DISORDERS

Mental and behavioural disorders due to
psychoactive and other substance use

Remainder - of mental and behavioural disorders

DISEASES OF THE NERVOUS SYSTEM

Meningitis

Alzheimer's disease

Remainder of diseases of the nervous system

DISEASES OF THE EYE AND ADNEXA

DISEASES OF THE EAR AND MASTOID PROCESS

DISEASES OF THE CIRCULATORY SYSTEM

Acute vheumatic fever and chronic rheumatic
heart disease

Hypertensive dissase

Ischaemic heart disease

Other heart disease

Cerebrovascular diseases

Atherosclerosis

Remainder of diseaseés of the circulatory systenm

DISEASES OF THE RESPIRATORY SYSTEM

Influenza

Prneumonia

Other acute lower respiratory infections

Chronic lower respiratory diseases

Remainder of diseases of the respiratory system

DISEASES OF THE DIGESTIVE 'SYSTEM

Gastric and ducdenal ulcer

Diseases of liver

Remainder of diseases of the digestive system

DISEASES OF THE SKIN AND SUBCUTANEOUS TISSUE

DISEASES OF THE MUSCULOSKELETAL SYSTEM AND
CONNECTIVE TISSUE

DISEASES OF THE GENITOURINARY SYSTEM

Glomerular and renal tubulo-interstitial diseases
Remainder of diseases of the genito-urinary system

PREGHANCY, CHILDBIRTH AND THE PUERPERIUM
Pregnancy with abortive outcome

Other direct obstetric deaths

Indirect chstetric deaths

DOO-D48
D50-D89

D50-D64
D65 -DBY

EOO-EBY
E10-El4
E4C-ELb6
EGO-EO7, E15-E34, 'E50-E89

FOL-F99
F10-F19

FOL-FO9, F20-F99
GOO-GS8

GGO,; 603

G30

G04-G25, G31-G98
HOO-H59

H60-HI5

100-199

100-109

110-115

120-125

126-15%

I60-169

176

I7%1-199

JOG-J98

J12-313

J14-320

J10-31%, 021

Jh0-J47

JO0-306, J30-339, J60-398
KOO-K92

K25-K27

K70-K76

KOO-K22, K28-K&6, KBO-K92
LO0-L88

HMOO=M99

NOG-N99
NOO-N15
N17-N98
000-099
000-008
010-092
098099

Remainder of pregnancy, childbirth and the puerperium 095-097

CERTAIN CONDITIONS ORIGINATING IN THE PERINATAL
PERIOD

o P

POO-P95
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93, CONGENITAL MALFORMATIONS, DEFORMATIONS, AND GO0-Q%9
CHROMOSOMAL ABNORMALITIES ,

94, SYMPTOMS, SIGNS AND ABNORMAL CLINICAL AND LABORATORY ROO-R99
FINDINGS NOT ELSEWHERE CLASSIFIED

95, EXTERNAL CAUSES OF MORBIDITY AND MORTALITY V00-v89
96. Transport accldents vGo-v99
47. Falls Woo-vis
98, Accidental drowning and submersion We5-W74
99, Exposure to smoke, fire and flames X00-X09
100.Accidental poisoning by and exposure to noxious RL0-Z49
substances
101, Intentional self-harm X60-X84
102 Assault %85-¥09
103,811 other external causes W20-Wé4, W75-W99, X10-X39,

Z50-X57, Y10-Y89

— 7T -
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3. GENERAL INFANT AND. CHILD MORTALITY SHORT LIST
1. Diarrhoea and gastroenteritis of presumed infectious AQ9
origin
2. Other intestinal infectious diseases ADO-ADE
3. Tuberciulosis Al5-A19
4, Tetanus A33, A3
5, Diphtheria A3S
&, Whooping cough A37
7. HMeningococcal infection A39
8. Septicaemia ALD-AL1
9. Acute poliomyelitis ABO
10, Measles BOB
11, Human immunodeficiency virus [HIV] disease B20-B24
12. Othey viral diseases AB1-B04, BUOG-BLS
B25-B34
13, Malaria B50-B54
14, Remsindey of certain infectious gnd parasitic AZ0-A32, A38, ALZ-ATY,
diseases B35-B4Y9, B35-BY99
15, Leukaemia £91-¢95
16. Remainder of malignant neoplasms Co0-C90, ©96-097
17. Anaemias D50-Do4
18, Remsinder of diseases of the blood and blood- DE5-DBY
forming organs and certain disorders invelving
the immune mechanism
19, Malnutyition and other nutritional deficiencies E40-E64
20. Meningitis GO0-GO3
21. Remainder of diseases of the nervous system G04-G28
22. Pneumonia J14-320
23, Other acute respiratory infections JO0-J13, J21
24. Diseases of the digestive system KO0-K92
25. Fetus or newborn affected by maternal factors and by POO-PO4
complications of pregnancy, labour and delivery
26, Disorders relating to length of gestation and PO5-P08
fetal growth
27. Birth trauma F10-P15
28, Imtrauterine hypoxia and birth asphyxia P20-921
29. Respiratory distress P2z
30. Congenital pneumonia P23
31. Other respiratory conditions of newborn P24-728
32. Bacterial sepsis of newborn ‘ P36
33. Omphalitis of newborn with or without mild P3g
haemorthage
34, Haemorrhagic and haematolegical disorders of fetus P30-P6l
or newborn
35. Remainder of perinatal conditions P29, P35, P37, P39,
P70-P95
36. Congenital hydrocephalus and spina bifida Q03, QU5
37. Other congenital malformations of the nervous QU0-002, Q04, Q06-GQO7
system
38. Congenital malformations of the heart Q20-Q24
39. Other congenital malformations of the G25-0Q28
circulatory system
40, Down’s syndrome and other chromosomal abnormalities Q90-0Q99
41. Other congenital malformations Q10-018, Q30-Q89

TR
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2. Sudden infant death syndrome R95
, Other symptoms,; signs and abnormal clinical and ROO-RB4, R96-RI9
laboratory findings NEC
. All other diseases DOG-D4&B, EOD-E34, E65-EBY
: FO01-F99, HOO-H95, I00-199
J30-J98, L00-1L98, MOO-M99,
NOO-N99
45, Transport accidents v01-v99
. hecidental drowning and submersion . Wes-WT4G
47, Other accidental threats to breathing ) W75-Wea
. Exposure to smoke, fire and flames X00-%09
. Accidental poisoning by and exposure to noxious X40-%49
substances
. Assault ; %85-¥09
. 411 other external causes : WO0-W64, W85-W99, X10-X39,

X50-¥84, Y10-Y89

— TG
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15.

16.
17.
18,
19.
20,

21.
22.

23.
24,
25.

26.
27.
28.
29.
30.
31.
32.
33.
34.
35.
36.
37.

38.
39.
40.
41,

i

CERTAIN INFECTIOUS AND PARASITIC DISEASES

Diarrhoea and gastroenteritis of presumed infectious
origin

Other intestinal infectious diseases

Tuberculosis

Tetanus

Diphtheria

Whooping cough

Meningococcal infection

Septicaemia

. Acute poliomyelitis

.. Measles

. Human immunodeficiency virus {HIV] disease
. Other viral diseases

. Malaria

Remainder of certain infectious and parasitic
diseases

NEOPLASMS

Leukaemia

Remainder of malignant neoplasms

Remainder of neoplasms ,

DISEASES OF THE BLOOD AND BLOOD-FORMING ORGANS AND
CERTAIN DISORDERS INVOLVING THE IMMUNE MECHANISM

Anaemias

Remainder of diseases of the blood and blood-
forming organs and certain disorders involving
the immune mechanism

ENDOCRINE, NUTRITIONAL AND METABOLIC DISEASES

Malnutrition and other nutritional deficiencies

Remainder of endocrine, nutritional and metabolic
diseases ‘ '

DISEASES OF THE NERVOUS SYSTEM

Meningitis

Remainder of diseases of the nervous system

DISEASES OF THE EAR

DISEASES OF THE CIRCULATORY SYSTEM

DISEASES OF THE RESPIRATORY SYSTEM

Pneumonia

Other acute respiratory infections

Remainder of diseases of the respiratory system

DISEASES OF THE DIGESTIVE SYSTEM

DISEASES OF THE GENITOURINARY SYSTEM

CERTAIN CONDITIONS ORIGINATING IN THE PERINATAL
PERIOD

Fetus or newborn affected by maternal factors and by

- complications of pregnancy, labour and delivery

Disorders relating to length of gestation and
fetal growth

Birth trauma

Intrauterine hypoxia and birth asphyxia

— 80D —

- 4, INFANT AND CHILD MORTALITY TABULATION SHORT LIST

ADO-A99
A09

A00-AO8
Al5-A19
A33, A35
A36

A37

A39
A4O-A41
A80

BO5
B20-B24
AB81-B04, B06-B19,

B25-B34

B50-B54

A20-A32, A38, A42-A79
B35-B49, B55-B99
C00-D48

'C91-C95

C00-C90, C96-C97
D00-D48
D50-D89

D50-D64
D65~-D89

E0Q-E89

E40-E64
'E00-E34, E65-E89

G00-G98
GO0, GO3
G04-G98
H60-H95
100-199
J00-J98
J14-320

- J00-J13, J21

J30-J398
K00-K92 -
NOO-N99
POO-P95

P00-PO4

P05-P08

P10-P15
P20-p21



42,
43,
44,
45,
46,

47.
48.
49,

50.
51.

52,
53.

54,
55.
36.

Respiratory distress

Congenital pneumonia

Other'respiratory conditions of newborn

Bactevrial sepsis of newborn

Omphalitis of newborn with or without mild
hasmorrhage

Haemorrhagic and haematological disorders of fetus
or newborn

Remainder of perinatal conditions

CONGENITAL MALFORMATIONS, DEFORMATIONS AND
CHROMOSOMAL ABNORMALITIES

Congenital hydrocephalus and spina bifida

Other congenital malformations of the nervous
system

Congenital malformations of the heart

Other congenital malformations of the
circulatory system ' '

Down’s syndrome and other chromosomal abnormalities

Other congenital malformations

SYMPTOMS, SIGHNS AND ABNORMAL CLINICAL AND
LABORATORY FINDINGS NEC

. Sudden infant death syndrome
. Other symptoms, signs and abnormal clinical and

laboratory findings NEC

. All other diseases

. EXTERNAL CAUSES OF MORBIDITY AND MORTALITY

. Transport accidents

. Accidental drowning and submersion

. Other accidental threats to breathing

. Exposure to smoke, fire and flames

. Accidental poisoning by and exposure to noxious

substances

. Assault
. All other external causes

— 8F
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P22
P23
P24-P28
P36
P38

P50-Pel

P29, P35, P37, P39,
P70-P95
G00-0Q99

Q03, Q05
Q00-Q02, Q04, Q06-Q07

Q20-Q24
Q25-Q28

Q90-Q99
Q10-Q18, Q30-Q89
ROO-R99

R85
ROO-R94, R96-RYY

FOL-F99, HOO-H59, LOG-L98,

MOQ-M99,
vVO0-Y89
v01-v99
We5-W74
W75-WBh
X00-X0%
Z40-X49

X85-Y09

WOO-Wé4, W85-w99, X10-X39,

X50-X84, Yi0-Y89



VB wWN

[+))

10.
11.
12.
13.
14,
15.
16.
17.
18.

19.
20.
21.
22.
23.
24,

25.
26.
27.
28.
29.
30.
31.
32.
33.
34.

35.
36.
37.
38.
39.
40.
41.

5. TABULATION LIST FOR MORBIDITY

Cholera

Typhoid and paratyphoid fevers

Shigellosis

Amoebiasis

Diarrhoea and gastroenteritis of presumed
infectious origin’

Other intestinal infectious diseases

Respiratory tuberculosis
Other tuberculosis
Plague

Brucellosis

Leprosy [Hansen's disease]
Tetanus neonatorum -
Other tetanus

Diphtheria

Whooping cough
Meningococcal infection
Septicaemia

Other bacterial diseases

Congenital syphilis

Early syphilis

Other syphilis

Gonococcal infection

Sexually transmitted chlamydial diseases

Other infections with a predominantly sexual
mode of transmission

Relapsing fevers

Trachoma

Typhus fever

Acute poliomyelitis

Rabies

Viral encephalitis

Yellow fever

Other viral haemorrhagic fevers

Herpesviral [herpes simplex] infections NEC

Varicella [chickenpox] and zoster [herpes zoster]

Measles

Rubella [German measles]

Acute hepatitis B

Other viral hepatitis

Human immunodeficiency virus [HIV] disease
Mumps

Other viral diseases

— 82—

A0O
A0l
AO3
AO6
AO09

A02, AO4-AO5, A07-AO8

Al5-A16
Al7-A19
A20

A23

A30

A33
A34-A35
A36

A37

A39
A40-AL]
A21-A22, A24-A28, A31-A32

A38, A42-A4L9

A50
A51
A52-A53
AS54
A55-A56
A57-Ab64

A68
A7l
A75
A80
A82
A83-A86
A95
A96-A99
BOO
BO1-B02

BO5

BO6

B16

B15, B17-B19

B20-B24

B26

A81, A87-A94, B03-BO4,
BO7-B09, B25, B27-B34



a4z.
43,
44,
45,
46.
47.
48,
49.
50.
51.
52.
53.
54,
55.
56.
57.

58.

59.
60.
61.
62.

63.

64,
65.
66.
67.
68.

69.
70.
71.
72.
73.
4.
75.

76,

77.
78.
79.
80.
81.
82.
83.

84.

85.

Mycoses

Malaria

Leishmaniasis

Trypanosomiasis
Schistosomiasis [bilharziasis]
Other fluke infections
Echinococcosis

Dracunculiasis

Onchocerciasis

Filariasis

Hookworm diseases

Other helminthiases

Sequelae of tuberculosis
Sequelae of poliomyelitis
Sequelae of leprosy

Other infectious and parasitic diseases

Malignant neoplasm of 1lip, oral cavity
and pharynx ‘
Malignant neoplasm of oesophagus
Malignant neoplasm of stomach
Malignant neoplasm of colon
Malignant neoplasm of rectosigmoid junction,
rectum, anus and anal canal
Malignant neoplasm of liver and
intrahepatic bile ducts
Malignant neoplasm of pancreas
Other malignant neoplasms of digestive organs
Malignant neoplasms of larynx
Malignant neoplasm of trachea, bronchus and lung
Other malignant neoplasms of respiratory and
intrathoracic organs
Malignant neoplasm of bone and articular cartilage
Malignant melanoma of skin
Other malignant neoplasm of skin
Malignant neoplasm of mesothelial and soft tissue
Malignant neoplasm of breast
Malignant neoplasm of cervix uteri
Malignant neoplasm of other and unspecified
parts of uterus
Other malignant neoplasms of female
genital organs ‘
Malignant neoplasm of prostate
Other malignant neoplasms of male genital organs
Malignant neoplasm of bladder
Other malignant neoplasm of urinary tract
Malignant neoplasm of eye and adnexa
Malignant neoplasm of brain
Malignant neoplasm of other parts of
central nervous system
Malignant neoplasm of other, ill-defined,
secondary, unspecified and multiple sites
Hodgkin’s disease

— 83—

B35-B49
B50-B54

B55

B56-B57

B65

B66

B67

B72

B73

B74

B76

B68-B71, B75, B77-B83
B0

B91

B92

A65-A67, A69-AT0, AT4,
A77-A79, BS58-B64,
B85-B89, B94-B9Y

C00-Cl4

C15
Clé
Ccl18
C€19-C21

c22

C25

Cl7, €23-C24, C26
c32

C33-C34

€30-C31, €37-C39

C40-C41
C43
Cad
C45-C49
€50
€53
C54-C55

C51-€52, C56-C58

c61

€60, C62-C63
c67

C64-C66, C68
69

c71

C70, €72

C73-C75, C€76-C80,
€97
c8l
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86.
87.
88.

89,
80,
91.
92.
93.
94,
95.

96.

97.
98.
99.

100,

101.
102,
103.
104,
105,
106,
107.
108.

109,
110,
111.

112.
113,
114,
115.
ils6.
117.

118.
119.

12

Non-Hodgkin's lymphoma

Leukaemia

Othet malignant neoplasms of lymphoid,
haematopoietic and related tissue

Carcinoma in situ of cervix

Benign neoplasm of skin

Benign neoplasm of breast

Leiomyoma of uterus

Benign neoplasm of ovary

Benign neoplasm of urinary organs

Benlgn neoplasm of brain and other parts of
central nervous system

Other in situ and benign neoplasms and neoplasnms
of uncertain and unknown behaviour

Ivon deficiency angemia

Other anaemias ;

Haemorrhagic conditions and other diseases of blood
and blood-forming organs

Certain disorders involving the immune mechanism

Iodine~deficiency related thyroid disorders

Thyrotoxicosis with or without goitre

Other disorders of thyroid

Diabetes mellitus

Malnutrition

Vitamin A deficiency

Other vitamin deficiencies

Sequelae of malnutrition and other
nutritional deficiencies

Obesgity

Volume depletion

Other endocrine, nutritional and metabolic
disorders

Dementia

Mental and behavicural disorders dus to use
of alcohol

Mental and behavioural disorders due to other
substance use

Schizophrenia, schizotypal, and
delusional disorders

Mood [affective] disorders

Neurotic, stress-velated, and somatoform disorders

Mental retardation

Other mental and behavioural disorders

— 84 —

C82-C85
£91-C95
C88-C90, C9%6

Dos
D22-D23
D24
D25
D27
D30
D33

DO0-DO5, DO7-D21, D26
D28-D29, D31-D32, D34-D48

D50
D51-Dé4
D65-D76

DBO-DBY

EQO-EO2

EO5

EQ3-E04, EQ6-EOQ7
EL0-El4

E40-B46

E50

E51-E56

E54

E66

EEG

E15-E35, ES58-E63, E65
E67-E90

FOD-FO3
F10

Fi11-F19
F20-¥29
F30-F39
F40-F48

Fi0-F79
F04-F09, F50-F69, FB0-F99
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120, Inflammatory diseases of the central nervous GO0-GOS
system «
121, Parkimson's disease , G20
122, Alzheimer’s disease G30
123, Multiple sclerosis G35
124, Epilepsy and status epllepticus G4O-G41
125, Higraine and other headache syndromes G43-Ghb
126, Transient cerebral 'ischaemic attacks and G45B
related syndromes ;
127, Herve, nerve root and plexus disorders G50-G58
128, Cerebral palsy and paralytic syndromes GBO-G83
129, Other disesses of the nervous system Gl0-G13, G21-626, $31-G32
G36-G37, G46-G4T, G60-G73
(390-G99
130, Inflammation of eyelid HOO-HOL
131, Conjunctivitis H1O
132, Keratitis Hi6
133. Cataract H25-H26
134, Retinal detachments and breaks H33
135, Glaucoma H4O0-H4Z
136. Strabismus H4B-H50
137. Disorders of refraction and accommodation H52
138, Blindness and low vigion H54
139, Other diseases of the eve and adnexa HOZ2-BO6, H11-H15, H17-H2Z,
H27-H32, H34-H36, H43-H4E,
H5L, H53, H55-H59
140, Otitis media and mastoiditis HE5-HET7, BIO
141. Hearing loss H90-H91
142, Other diseases of the ear and mastoid process H60-H6Z, HAB-HEY, H71-HB3,
H92-H95
143, Acute rheumatic fever 100-102
144, Chronic rheumatic heart disease 105-109
145, Essential (primary) hypertension 119
146, Other hypertensive disease I11-115
147, Acute myocardial infarction I21-122
148, Other ischaemic heart disease 120,-123-125
149, Pulmonary embolism 126
150, Conduction disorders and cardiac arrhythmias 144149
151, Heart failure 150
152, Other heart diseases 127-143, 151-152
1533, Cerebral haemorrhage 160-162
154, Cerebral infarction 163
155, Stroke, not specified as haemorrhage 164
or infarction
156. Other cerebrovascular disegses 165-189
157. Atherosclerosis 170
158, Other peripheral vascular diseases 173
158, Arterial embolism and thrombosis 174
160, Other diseases of arteries, arterioles and 171-172, 177-179
capillaries
161. Phlebitis, thrombophlebitis, wenous embolism 180-182
and thrombosis
162, Varicose veins of lower extremities 83
163, Haemorrhoids 184
164, Other diseases of the circulatory system I85-199

— 85
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165,
166.
167.
168,
1569,
170.
171,
172.
173.
174,
175.

176.
177.
178.
179.

180,
181.
182.

183,
184,
185.

186.
187.
188,
189,

190,

191.
192.
193.
194,
195.
196.

197,

198,
199,

14

Acute pharyngitis and acute tonsillitis

Acute laryngitis and tracheitis

Other acute upper respiratory infections

Acute bronchitis and acute bronchioclitis

Influenza

Pneumonia

Chronic sinusitis

Other diseases of nose and nasal sinuses

Chronic disease of tonsils and adenoids

Othey diseases of upper respiratory tract

Bronchitis, emphysema, and other chronic
chstructive pulmonary diseases

Asthma

Bronchiectasis

Preumoconiosis

Other diseases of the respiratory system

Dental caries

Othey disorders of teeth and supporting structures

Other diseases of the oral cavity, salivary
glands and jaws

Gastric and duodenal ulcer

Gastritis and ducdenitis

Other diseases of opesophagus, stomach and
duodenum

Dissases of appendix

Inguinal he¥nia

Other Hernia

Crohn's disease [regional enteritis] and
ulcerative colitis

Paralytic ileus and intestinal obstruction
without hernia

Diverticular disease of intestine

Other diseases of intestines and peritoneum

Alcoholic liver disease

Other diseases of the liver

Cholelithiasis and cholecystitis

Acute pancreatitis . and other diseases
of the pancreas

Other diseases of the digestive system

Infections of the skin and subcutaneous tissue

Other digeases of the skin and subcutansous
tisgue
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J02-303

JO4

JO0-J01, J05-J06
J10-J%1

J12-J13

J14-320

J32

J33-J34

J35

J30-331, J36-339
JE&0-Thb

J45-346

J47

J60-J65

J21, J66-J99

K02
KO00-KO1, KO3-K08
KO9-K14

Ke5-XK27
K29
K20-K23, K28, K30-K31

K35-K38
K40

K4l-K46
K50-K51

K56

K57

K52-K55, K58-K63, K65-K67
K70

K7L-K77

K80-K81

K85-K87

KB2-K83, K90-K93

LOO-108
L10-199



200.

240
41,
42,

Fheumatoid arthritis and other
inflammatory polarthropathies

. Arthfosis

. Acquired deformities of linmbs

. Other disorders of joints

. Systemic comnective tissue disorders

. Cervical, lumbar and other disc disorders

. Other dorsopathies

. Sofr tizsue disorders

. Disorders of bone density and structure

. OUsteomyelitis

. Other diseases of the musculoskeletal system

and connective tissue

. Acute and rapidly progressive nephritic-syndromes
. Other glomerular diseases

. Renal tubule-interstitial diseases

. Renal failure

. Urolithiasis

. Lystitis

. Other diseases of the urinary system

. Hyperplasia of prostate

. Other disorders of prostate

. Hydrocele and spermatocele

. Redundant prepuce, phimosis and pavaphimosis
. Other diseases of male genital organs

. Disorders of the breast

. Salpingitis and ocophoritis

. Inflammatory disease of cervix

. Other inflammatory diseases of female pelvic

organs

. Endometriosis
. Female genital prolapse
. Neninflammatory disorders of ovary,; fallepian

tube and broad ligament

. Disorders of menstruation

. Menopausal and othér perimenopausal disorders
. Female infertility

. Other noninflammatory disorders of female

genital tract

. Spontanecus abortion

. Medical abortion

. Other pregnancies with abortive ocutcome

. Oedema, proteinuria and hypertensive disorders

in pregnancy, childbirth and the puerperium

. Other maternal carvre related toe fetus and amniotic

cavity and possible delivery problems

. Placenta praevia, premature sepavation of placenta

{abruptio placentae] and antepartum haemorrhage
Obstructed labour
Postpartum haemorrhage
Other complications of pregnancy and delivery
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MOS5-M14

M15-M19

MZ0-M21

MOO-M0O3, M22-M25
M30-M36

M50-M51

MLO-M4D, M53-M54
MEO-MTY

MEO-MES

M86

MB7-M99

NOO-NOL

NO2-NO8

N10-N16

NL7«N19

NZO-N23

N30

N25-N29, N31-N39

N4Q

N&4L1-N&2

N43

N&8

N44-N47, N49-N51
N&0O-N64

N70

W72

N71, N73-N77

N8O
nNa1
NE3

N91-N92

NG5

N97

W82, NB84-NUO, N93-N94
N96, N9B-NW99

003

004

000-002, 005-008
010-016

030-043, 047-048
044-046

064-066

072

020-029, 060-063, 067-071
073-075



243,
244,

245,

246,

247.
248,
249,

250,
251.
252.
253,

254,
255,

256,
257,
258.
259,

260,
261.
262.
263.
264,

265.
266.

267.
268.
269.
270.

271.

272.
273.
274,

Single spontaneous delivery
Complications predominantly related
to the puerperium

Fetus or newborn affected by maternal factors and

by complications of pregnancy, labour and delivery

Slow fetal growth, fetal malnutrition and
disorders related to short gestation and
unspecified low birthweight '

Birth trauma

Intrauterine hypoxia and birth asphyxia

Other respiratory disorders in the newborn
originating in the perinatal period

Congenital infectious and parasitic diseases

Other infections specific to the perinatal period

Haemolytic disease of fetus or newborn

Other conditions originating in the
perinatal period ' '

Spina bifida

Other congenital malformations of the nervous
system ‘

Congenital malformations of the circulatory system

Cleft palate and cleft lip ,

Absence, atresia and stenosis of small intestine

Other congenital malformations of the
digestive system

Undescended testicle

Other malformations of the genito-urinary system

Congenital deformities of hip

Congenital deformities of feet

Other congenital malformations and deformations of
the musculoskeletal system

Other congenital malformations

Chromosomal abnormalities not elsewhere classified

Abdominal and pelwvic pain

Fever of unknown origin

Senility, unspecified

Other symptoms, signs and abnormal clinical and
laboratory findings not elsewhere classified

Fractures of specified and multiple body regions

Fracture of skull and facial bones
Fracture of neck, thorax and pelvis
Fracture of femur '
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080
085-092

POO-PO4

PO5-PO7

P10-P15
P20-P21
P22-P28

P35-P37

P38-P39

P55

P08, P29, P50-P54
P56-P95

Q05
Q00-Q04, Q06-Q07

Q20-Q28

Q35-Q37

@l
Q38-Q40, Q42-Q45

Q53

Q50-Q52, Q54-Qb64
Q65

Q66

Q67-Q79

Q10-Q18, Q30-Q34, Q80-Q
Q90-Q99

R10
R50

R54 |
RO0-R09, R11-R49
R51-R53, R55-R99

802, sl12, s22, s32,
S42, $52, s62, 872,
s82, s92, TO02, TO7,
TO8

s02

s12, s22, 832, TO7

§72



. Other fractures of limb

. Dislécations, sprains and strains of specified

and multiple body regions

. Injury of eve and orbit

. Intracranial injury

. Injury of internal organs

. Crushing injuries and traumatic amputations of

specified and multiple body regions

. Superficial injury, open wound and other and

unspecified injuries of specified and
multiple body regions

. Effects of foreign body entering through

natural orifice

. Burns and corrosions
. Poisoning by drugs and biological substances
. Toxie effects of substances chiefly nonmedicinal

as Lo source

. Maltreatment syndromes
. Other and unspecified effocts of external causes
. Earlv complicationsg of trauma and complications of

surgical and medical care not elsewhere
classified

of external causes

. Persomns encountering health services

for examination and investigation

. Asymptomatic human immunodeficiency virus [HIV]

seropositive status

. Other persons with potential health hazards

related to communicable disease

. Contraceptive management

. Supervision of pregnancy and antenatal screening
. Liveborn infants according to type of birth

. Postpartum care and examination

. Persons encountering health services for specific

procedures and aftercare

. Persons encountering health services for other

reasons
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S42, $52, S62, S82

S92, TO8

S03, S13, $23, S33, S43,
$53, S63, S73, S83, S93,
TO3

S05

S06

$26-527, $36-S38
507-508, S17-S18, S$28
S38, S47-S48, $57-S58
$67-568, S77-S78, $87-588
S97-S98, TO4, TO5
S00-501, S09, $10-S11,
S14-S16, S19, $20-S21,
$24-825, $29, $30-531
$33-835, S39, S40-S41,
Sh4-S46, S49, $50-S51,
S54-556, S59, $60-S61,
S64-566, S69, S70-S71,
S74-S76, $79, $80-S81,
$84-586, S$89, $90-S91,
S94-596, S99, T00-TO1,
TO6, TO9-T11

T12-T19

T20-T32
T36-750
T51-T65

174
T66-T73, T75-T78
179, T80-T88

. Bequelae of injuries, polsoning and other consegquences T90-T98

Z00-Z13

Z21

220, 222-229
230

Z34-Z36

238

239

Z40-253

231-233, Z37, Z55-Z98
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MODIFICATIONS TO DRAFT PROPOSALS OF CHAPTERS

Written submissions from several countries regarding minor technical and editorial
nges to the draft chapters as presented to the Conference were accepted by the
retariat for follow ﬁp. Technical matters related to specific inclusion and exclusion
ms were raised during the Conference and clarification was provided by the
retariat. Certain issues related to the addition of more 4th character subcatégories
the draft chapters and others of a more significant nature were also raised. Some of
se issues were resolved during the course of the Conference with some others requiring

ther consideration by the Secretariat.

With respect to Chapter I, in the still evolving area of human immunodeficiency virus
V) diseases (B20-B24), the related abnormal laboratofy findings (R75.0) and associated
sons for contact with health services (Z21) a special working party met to discuss
cerns regarding the draft categories and subcategories as proposed. Amendments to the
les of these categories and subcategories were proposed by the Working Party and
epted by the Conference. The Conference alsoraccepted the inclusion of a note for the
ck of codes B20-B24, to indicate that the 4th character subcategories are provided for
ional use where it is not possible or not desired to double code or multiple code the

ditions identified in these subcategories.

In Chapter IV, it was agreed that the notes for interpretation/application of

egories E43 and E44 required modification for inclusion in ICD-10.

In Chapter V, it was agreed appropriate to include a note stating that sexual

entation alone should not be considered in assigning codes from category F66.

In Chapter VI, it was agreed not to add 4th character subcategories at G35 but rather

leave this for an application at the 5th character level.

In Chapter X, the need for the category J46 especially for mortaliﬁy coding was
ifirmed.

In Chapter XII, the movement of category L27 and consequent renumbering of L28-L30

i accepted.

In Chapter XIII, a request to transfer "other overlap syndromes" to another category

juired further follow up. 103
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In Chapter XIV, it was agreed that the chemical composition of calculi in N20 would
be possible through an application at the 5th chavacter level. A reguest for placement
or identification of “renal vein occlusion® required further follow up. Follow up was

also required regarding possible transfer of all, or part of R32 and R33 to Chapter XIV.

In Chaptey XVI, it was agreed that a note should be added at the baginniﬁg of“the
chapter to clarify its intended wuse. 1t was confirmed that birth asphyxia codes should
not be assigned with mention only of Apgar scores without mention of the asphyxia. A

request for a 3-character category for "deadborn fetus" was accepted.

In Chapter XVII, it was agreed that a note should be added to explain the approach
used in relation to the terms "malformation” and "deformation" in velation to the

mugsculoskeletal categories (Q50-079).

In Chapter XVIII, it was agreed to rearrange and combine the first two blocks of
signs and symptoms (RO0-R09) into a single block.

In Chapter XIX, a request for reorganizing certain categories and subcategories in
the block T51-T65 was referred for further study, especially related to the effect on

mortality tabulation over time.

In Chapter XX, it was agreed that although it was of interest to identify accidents

invelving mopeds, there was no international agreement on the difference between mopeds

and motorcycles.

In Chapter XXI, the Conference agreed to the inclusion of the glossary definitions as
proposed in WHO/ICD10O/REV.CONF/89.12. A slight modification in the note introducing the
chapter was also accepted. A change in title for category 203 was left for follow up.
In order to provide space for the identification of immunization against Hepatitis B as
well as future expansion, it was agreed to allocate Z24 and Z25 to immunization against
viral diseases. The categories Z25 to Z27 in the draft would then be renumbered.
Category Z28 would become a subcategory. A request for identification of hospital and
non-hospital birth in velation to Z38 required further follow up since several categories
would be needed if this could nét be accommodated as a 5th charactey. Several requests
for changes in titles that could affect the intended content were accepted by the

Secretariat for follow up as was a request to move certain accentuated personality traits
Erom F&L to this chapter.
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This draft report has, for expediency, been prepared, numbered and titled in

the same format as the agenda adopted for the Conference.

 The Rapporteur and Secretariat wish the approval of the Conference to 6rganize
and renumber the final report and annexes in a format suitable for presentation to
the World Health Assembly and for subsequent inclusion in the introductory section
of 1ICD-10.

For this reason as well, an additional item (12), not yet actually approved as
it has been set out, has been added for proposed adoption and inclusion in the

final report.

For the most part, Amnex VII has been restricted, based on the judgement of
the Rapporteur, tc matters related to Chapters, to blocks 6f categories and to
categories. Issues related to inclusion terms, exclusion notes and subcategories
that do not appear in the Annex have been noted for agreed upon action or further
review by the Secretariat in the process of finalizing the chapters of ICD-10.
(Annex VII will not form part of the report as published in I1ICD-10). All written
comments and questions received by the Secretariat as well as those recorded |

during the Conference will be considered in this process.
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TENTH REVISION OF THE INTERNATIONAL

CLASSIFICATION OF DIBHASES

Geneva, 26 September - 7 October 1989

CIRCULATION OF THE FINAL PROPOSAL FOR THE TENTH REVISION OF
THE INTERNATIONAL STATISTICAL CLASSIFICATION OF DISEASES AND RELATED
HEALTH PROBLEMS (ICD=-10)

The International Classification of Diseases (ICD) has been for wmany decades, under

yarious names, the essential fool for national and international comparability in public
healch.

Originally intended to be wsed primarily for the classification of causes of death,
its scope has been progressively widening to include eoding and tabulation of causes of
morbidity as well as medical record indexing and retrieval. This statistical tool has
heen customarily revised every 10 vears in ovder to keep up with the advances of
medicine.

The World Health Organization has been vesponsible for the organlzation, coordination
and execution of activities velated to the ICD since its crestion in 1948 (Sixth Revision
of the ICD)}. In the build-up to the Tenth Revision 3 number of meetings have been held
under the auspices of WHO that evaluated the experilence of countries In the use of ICD~%,
discussed hew regquirements and considered the direction the classification should teke in
the future. The Preparatory meeting on ICD=10 convened by WHO in 1983 and the first
Expert Committee on ICD-10 in 1984 resommended that the well—-established pattern of the
ICD should be retained in order to preserve its function as a basic tool for statistiecal
tabulations and comparisons of the Incidence of disedses In countries at the same polnt
in time and changes in incidence within and between countries over long perleds. It was
further recommended that ICP~10 should be bssed ou an alphanumeric coding scheme and
developed in @ way that 1t could act as the core of a future family of classifications.

Twice in the revision process leading up to ICD=10, WHO has carried out s
widew-ranging and in-depth procese of consultation, at significant cost and has sought the
views of WHO Member States, WHO Collaborating Centres for Classification of Diseases,

nongovernmental organizations (NGOs) in official relations with WHO, and other intervested
groups and individuals.

In August 1984 a first draft proposal for ICD~10 containing three-chavacter category
ritles was circulated to obtailn views on the proposed alphanumeric structure, the
relative number of categorles provided for each chapter and the amount of space left for
future expansion and revision within chapters.

This document is not issued to the general public, and
sl rights are reserved by the World Health Organization
{WHO), The document may not be reviewed, abstracted,
quoted, reproduced or translated, in part or in whole,
without the prior written permission of WHO., No part
of this document may be stored in a retrieval system or
wansmitted in any form or by any means - electronic,
mechanical or other without the prior written permission
of WHO,

The views expressed in documents by named authors are
solety the responsibility of those authors.

e P10

Ce document n'est pas destiné 3 &tre distribué au grand public
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cité, reproduit ou traduit, partiellement ou en totalité, sans
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ne doit &tre chargée dans un systéme de recherche documen.
taive ou diffusée sous gueigue forme ou par guelgue movyen
gue ce solt - dlectronigue, mécanique, ou autre - sans une auto-
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Les opinions exprimées dans les documents par des auteurs
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The vast majority of replies supported the alphanumeric approach and were in
agreement with the general direction that the Tenth Revision was taking. While it wvas
known that the alphanumeric scheme of the future ICD would cause some difficulties and
increased costs, particularly in computer processing, the advantages of the expanded
coding frame were considered to outweight the disadvantages.

& second draft proposal for ICD-10 containing both three- and four-chavacter category
titles was distributed in July 1986 to solicit comments on the content of chapters. This
second draft incorporated comments on the fitvst draft proposal; recommendations of the
annual meetings of WHO Collaborating Centres for Classification of Dissases; input from
WHO divisions and units; and contributions from temporary advisers and other sources.

Following the circulation of the second draft proposal, a large number of comments
and recommendations for amendwent were submitted te WHO. All were carefully studied with
the assistance of specialist consultants and the eight WHO Collasborating Centres for
Classification of Diseases located in institutions in Beiling (for Chinese language
usersy, Londen and Washington, DC (£or English} Paris (for French), Sao Paulo (for
Portugusse); Moscow (for Russian), Uppsala (for the Novdic countries) and Caracas (for
Spanish).

Wherever possible, the suggestions received were incorporated into a revision
proposal which was presented to the Expert Committee on ICD-10 held in Geneva in
November 1987 and further discussed and amended In the meetings of Heads of WHO
Collaborating Centres for Classification of Diseases in 1988 and 1989. The final revision
propogsal © that is sccompanying this document will be presented to the International
Conference for the Tenth Revision of ICD; to be held in Geneva from 26 September to 2
October 1989, The proposal has been structured so that data requested by WHO for
international comparisons can be based exclusively on the three-character categories.

The dagger{+} and asterisk(¥*) system of dual classification that was introduced at
the Ninth Revision has been refined and extended. The asterisk clazsification is
contained in homogeneous categories at the three-character level for ease of use and
interpretation,

The proposal for the Tenth Revision contains 21 chapters (see Annex), uses all
letters of the Roman alphabet except U and includes the two former supplementary
classifications of External causes of injury and poisoning and Factors influencing health
status and contact with health services as a part of the wain classification. The
letter U has been left unused as it falls between the chapters on injuries and external
causes where it is felt that expansion might be required in future revisions,

New chapters have been created for Diseases of the eye and adnexa and Diseases of the
ear and mastoid process which were included in the chapter on Diseases of the nervous
system and sense organs in ICD-9.

Disorders invelving the immune mechanism which were formerly classified in the same
chapter as endocrine, nutritional and metabolic diseases have been significantly extended
and transferred to the chapter on Diseases of the bloocd and blood:«forming organs and
certain disorders involving the immune mechanism.
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In order to maximize the use of the available space within the coding frame the
chapter on Diseases of the blood and blood-forming organs and certain disorders involving
the immune mechanism follows the Neoplasms chapter with which it shares the letter D.

The chapters of Diseases of the genitourinary system; Pregnancy, childbirth and the
puerperium; Certain conditions originating in the perinatal period; and Congenital
malformations, deformations, and chromosomal abnormalities are ‘brought together as
contiguous chapters. The titles of some chapters, including the chapter on Mental and
behav1oural dlsorders, have been amended in order to better reflect their content

Partlcularly ‘the chapters on Injury, poisoning and certain other consequences of
external causes; External causes of morbidity and mortality; Factors influencing health
status and contact with health services; and Mental and behavioural disorders have been
completely restructured in order to meet the needs of users of those data,.

The newly recommended classzfication for Human immunodeficlency virus {HIV} ‘disease
which was elaborated at a consultation convened by WHO in November 1988 is contained in
categories B20-B24 of the chapter on Certain infectious and parasitic diseases

As ICD-10 will cover more than just categories of diseases the title of the future
ICD will be the International Statistical Classification of Diseases and Related Health
Problems, but the convenient abbreviation "ICD" will be retained.

 Given the exhaustive consultation and scrutiny which these proposals have undergone,
(with the exception of HIV-classification), it is hoped that the- International Conference
will accept this without further amendment except for the corrections of errors and
omigsions; any substantlal amendment would inevitably result in a delay in the
introduction of the Tenth Revision which is scheduled for 1993.

Accompanying this document are the final proposals for the Tenth Revision for all
chapters except Chapter V (Mental and behavioural disorders),,chapter XIX.(Injury,
poisoning and certain other consequences of external causes) and Chapter XX (External .
causes of morbidity and mortality). These will be circulated at a later date.

It is the intention of WHO to publish the ICD-10 not only as a four-character version
with Alphabetical Index but also to provide a separate volume 1ncluding the
classification at the three-character level with inclusion and exclusion terms,
definitions and rules and an alphabetical index. This version will be presented to the
Internat10na1 Conference in Geneva.

The International Conference will be held in the Executive Board Building of the
World Health Organlzation in Geneva and will commence at 10.00 hrs on Tuesday, 26
September 1989. To ensure that they will be given the floor when appropriate and to
enable the Chairman to allocate the limited available time, delegates are asked on
arrival to give the Secretariat a brief indication of any agenda items on which they
might Wlsh to 1ntervene
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THE “DAGGER AND ASTERISK"™ SYSTEM FOR DUAL CLASSIFICATION OF
CERTAIN DIACNOSTIC STATEMENTS IN ICD~10

by

Unit of Development of Epideniclogical and Health Statistical Services

Historical background

The Winth Révision of the Intersationsl Statistical Classification of Diseases
{ICD~9Y contalned as an innovation a gpeclal provision for the classification of
diagnostic statements in which there is a dual element of Informastion concerning
both a geperalized underiying disease and g manifestation or complication in s
particular organ or site, The structure of ICD has traditlonally resulted in such
disgnostic statements belvig clagssified 1o the chapter appropriate to the underlying
disease, usvally in one of its chapters for special groups of disegses such as those
for infectious and parasitic diseases or endocrine, metabolic and nutritional
diseases, which have prevedence in assignment over the chapters related to body
BYSLEmS «

During the preparations for the Ninth Revision, speclalists and those concerned
with information needs for health-care management expressed thelr interest in a
change of the primary assignment of dual-element conditionsg. It was felt that in
those conditions (e.g. diabetic catsradt) the manifestation or complication in the
organ or site velfledted fn 4 better way the redson why the patient was recelving
treéatment at that particular time than the underlying disease did. However, such a
change was not acceptable for the traditional use of the ICD in epldenmiology where
the prime emphasis has to be the underlving disease. Accordingly, provision was
made for two codes for dual-element conditiong, one in the chapter velated to the
anderlying digease, marked with a dagger {+) and one in the chapter velating to the
condition in the organ or site, marked with an asterisk (*)}. The system provided
flexibility and enabled retrieval or tabulation of such cases according to the
condition belng treated without disturbing the traditional way of presenting such
conditions in tabulations with an epldemiological-type purpose.

The dagger and asterisk. systen in ICD~10

After lengthy discussicn of the pros and cons of the system at ICD-% evaluation
meetings, it was considered that the advantages Jjustified its belag continved in the
Tenth Revielon of ICD. In splte of ite usefulnesd there were some criticisws on the
grounds of incompleteness and inconsistency and some difficulties in processing
caused by the fact that the dagger and asterisk symbols were applied to the same
codes as those used for conditionsg to which the systen did not apply.

This dosument is not issued to the general public, and
all rights are reserved by the World Heajth Organization
{(WHOI.  The document may not be reviewed, abstracted,
quoted, reproduced or translated, in part or in whole,
without the prior written permission of WHO. No part
of this document may be stored in a retrieval system o
wansmitted in any form or by any mesns - electronic,
mechanical or other without the prior written permission
of WHO.

The views expressed in documents by named authors are
solely the responsibility of those authors.
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In preparing the proposals for ICD-10 an attempt has been made 6 implement the
system more fully and to meet these criticisms.

Separate astevrisk categories are recommended for appropriate conditions when
they occur "... in diseases classified elsewhere”, indicating that the traditional
placing of the ICD code would have been. in another chapter. Some of these asterisk
categories and thelr subcategories arve specific to a particular underlying csuse and
manifestation combination, others have more general titles and include a number of
different cause and manifestation combinations. - An attempt has been made to list
items classifiable to these categories as completely as possible but consistently
with normal ICD rules of presentation i.e. inclusion terms relate to conditions
which occur commonly and others will be shown in the alphabetical index.

It was not found feasible to provide separate dagger categories for the
underlying cause. of conditions for which asterisk categories were provided elsevhere
in the classification. This would have resulted in two categories for each of very
many conditions, occupying a lot of space in the structure of the classification and
producing a very confused-leoking classification for the presentation of statistics
for the underlying causes,

Asterisk categories have been interspersed throughout the classification, where
appropriate, usually at the end of the range of non-asterisk categories for the same
conditions. Thus, in Chapter VIIT (Diseases of the eye), which is commonly affected
in a wide range of underlying diseases, there is an asterisk category at the end of
esach block of categories, i.e. HO3%, "Disorders of eyelid in diseases classified
elsewhere™, HO6%, "Disorders of lacrimal system and orbit in diseases classified
elsewhere", and so on. On the other hand, in Chapter 1X, (Diseases of the
eirculatory system) many of the categories relate to conditions which only
infrequently, 1f ever, occur as a consequence of another disease, so asterisk
categories will be found only for the specific conditions such as pericarditis
(132%), endocarditis and other heart valve disorders (I3%%) and myoccarditils (I41%),
which do occur in this way; there are some more general categories such as I52%,
*0Other heart diseases in diseases classified elsewhere", to take care of the more
infrequent iInstances where an asterisk code is needed.

The principles which have been adopted in applying the system in the
recommendations for ICD-10 ave in general the same as those enunciated for I€D-9
though they can now be stated more simply. The system is to be applied to
conditions which are not recognized constituents of a disease entity as it first
presents but which arise later as manifestations in, extension to, or complications
in another part of the body, producing a condition which, as a medical-caré problem
in its own right, would be classifisble elsewhere in ICD. However, it is not
applied to diagnostic statements referring to disease descriptions such as "Viral
meningitis®, "Trachoma” etc., which refer to diseases which although velating to a
particular organ, are of themselves classifiable to the chapter of Infectious and
parasitic diseases. Where the same organism produces a variety of diseass plctures,
as meningococei, enteroviruses or adenoviruses, the asterisk coding is used for all
the different conditions produced.  In the case of a disease such as Tuberculosis
(A15-419), which is primarily a respiratory disease but may alse affect other
organs, the dagger and asterisk system is not applied to respiratory conditions, but
the system does apply when other organs are affected. Similarly intestinal
infectious diseases (A00-A09) do not have the system applied to digestive system
conditions but do to complications such as Typhold endocarditis (ADL.Q+, I39.-%),
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Where infections with a predominantly sexual mode of transmission are concerned
(A50-A64), dagger and asterisk coding is not provided for the sites of the initial
lesions, but it is for later stages of the disease, even in the upper part of the
genito-urinary tract, since these represent serious medical-care problems which are
not part of the picture of the initial disease. The principles need to be clearly
understood by those using the classification. It was never intended that the coding
of "manifestations” should lead to systematic separate coding of all facets of ‘
diseases and misconceptions on this score may have led to some of the complaints of
1ncamp1eteness in ICD=9.

Itis proposed that, as was the case with ICD-9, the dagger code for the
dual-element conditions should always be Used, and the asterisk code should be added
if required by the rules of the respective coding or data-collection scheme. It is
recommended that asterisK codes should not be used alone; the dagger code in
combination with the asterisk code provides additional specificity for which there
would be insufficient space in the classification to try to incorporate this
1nformatlon in the asterlsk categerles themselves

In the presentatmon of the dagger and asterisk system proposed for ICD-10, there
is a fairly comprehensive, but not exhaustive, listing in the asterisk categories of
the conditions which would be classified there showing the appropriate dagger
codes. 'The same is true when categories for underlying causes of dual- element
conditions 'to which the dagger and asterisk system applies contain any ‘
subclassification by, or reference to, the organ or site involved., The dagger sign
is attached to appropriate codes, the conditions listed in the relevant asterisk
categories are repeated, and the relevant asterisk codes are given (see Al7+
Tuberculosis’ of nervous system). Where there is no reference to organs or sites
affected, however, the asterisk sign does not appear and possibly relevant asterisk
codes are not listed, even though the category's code may be used as a dagger code
in the system and will be shown in relevant ‘asterisk categories. The style of
presentation is otherwise the same as described on pages XXVIII XXIX of the -
Introduction to ICD- 9 (Volume 1y. : s

When an underlying disease to which the system applies affects a particular
organ or site, the resultant condition may sometimes be described in a variety of
ways, and Where there is a choice of several asterisk categories, “the most
appropriate one should be used, whether or not the condition is spe61f1cally
listed. Thus it will be seen in category Al8.5+ that a number of different eye
conditions .can occur in tuberculosis, and the most usual specific .ones are shown.
Any specific conditions not listed may be coded to the correct asterisk category and
a ‘general description Tuberculous oculopathy should have the asterisk code H58,8%.
The alphabetical index will usually indicate the codes for ‘dual-element diagnostic
terms which, though not listed as inclusion terms, do occur. However, it is not
possible for the index to be exhaustive and codeirs will have to be trained how to
arrive at appropriate codes, and how to determine whether or not the term xs one to
whlch the dagger and asterlsk system should be’ applled :
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system in the proposals for ICD-10, many difficulties arise in attempting to be
comprehensive and consistent. Some of the specialists who were asked for advice
were more inclined than others to recommend asterisk categories.

The system as recommended is the best that can be offered at the present time
and should be a workable one; the new special asterisk categories are seen as an
improvement., Nevertheless, it has to be recognized that it is limited. On the
other hand it has also to be realized that if in future revisions an attempt were to
be made greatly to extend the system, it would be difficult if not impossible to
provide sufficient space in the structure of the classification for all the special
asterisk categories that would be needed and the whole classification would become
too complicated. The solution would then most likely be to recommend double coding
of dual-aspect diagnoses probably as part of a more general multiple-condition
coding scheme. :
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1+ Introduction

Demographlc changes predicted by the United Natlons suggest that the numbers of
elderly persons will Indreassse considerably by the end of this ¢entury. For details,
please look at tables sttached in Annex 1.

Disabllity and dependence increase dramatically dn old age. One simple measure of
this is the proportion of those who are housebound or bed-ridden - the figure rising from
less than 5% of those aged under 75 to nearly 20% of those aged 835 and over.

The family 1s, of course, the primary support of its less able and elderly members.
Those of us who work for the care of the elderly tend to have a blased f{mpression of the
degree of family support, because we often see those for whom support 15 inadeguate -
either through rejection by their families or because support has been removed by
emigration of the children or death of the spouse.

If a family cannot cope or if there is ne family, the health and social services step
in to maintain an elderly ov disabled person . in some degree of dignity and comfért. The
provision of such services has becowme s growth area in the past two decades.

In some aveas the lack of support is striking, In others 1t is the wultiplicity of
support agencies which is striking. To the person in need, regardless of age, a
moltiplication of assistants is confusing and can be alarming. The coordination of these
agencles is often ineffectlive and expensive. A common tool, providing relevant
information, is missing.

2. Medicosoclal screening and multidimensional functional assessment

General remarks

4 large part of fmprovement in elderly persons assoclated with qualified intervention
is the result of the interest, support and stimulation provided by different categories
of personnel when they work from a detailed sssessment.

This document s not issued to the general public, and
all rights are reserved by the World Health Organization
{WHO., The document mayv not be reviewed, abstracted,
guoted, reproduced or translated, in part or in whole,
without the prior written permission of WHO, No part
of this document may be stored in a retrieval system or
transmitted in any form or by any means - electronic,
mechanical or other without the prior written permission
of WHO,

The views expressed in documents by named authors are
salely the responsibility of those suthors.,

Ce document n'est pas destinég & étre distribuéd su grand public
et tous les drolts v afférents sont réservés par 'Organisation
mondiale de la Sarntéd (OMS]. 1 ne peut btre comments, résumd,
cité, reproduit ou traduit, partiellement ou en totalité, sans
une autorisstion préalable dcrite de 'OME. Aucune partie
ne doit Btre chargée dans un systéme de recherche documen
taire ou diffusée sous quelgue forme ou par guelque moven
que ce soit - électronigue, mécanique, ou autre - sans une auto.
risation préalable éorite de VOMS.

Les opinions exprimées dans les documents par des autsurs
citds nommément n'engagent que lesdits auteurs,
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A detailed assessment is a time-consuming procedure and cannet be done - with
regard to resource limitations - routinely in all elderly persons in need of medical
and/or social attention

Medicosocial screenin

As mentioned already, a detailed assessment is & time-cvonsuming procedure and
cannot be done routinely. “Therefore, an "introductory” step, i.e. screening for
risk situations or risk factors indicating dysbalance within the system
man-environment, "is useful,

A WHO Expert Committee (Planning and organization of geriatric services, WHD TRS
548, 1974) identified the following risk groups among the alderly:

1. 80+ or 90+ (very old)}

2. One Person Household
Comment: wvery common situation in old age. High risk only in
disabled, isclated, bereaved, very old.

3. Aged Women (single)
Comment: very common situation in old age. High risk mainly in
disabled, isoclated, bereaved, very old.

&, Institutionalized

5. Isolated

6. Childiess
Comment: not considered to be a particular risk in industrialized
countries.

7. Disabled

8. 0ld Couples

9. Low Economic Status

10. Recently Bereaved, Rehoused (point 10 was suggested by
Professor J. Williamson, Edinburgh, 1979)

This information might be easily collected, for example using questionnaires,
one-side punch cards (see example given on page 3), etc,
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Health

Assessment of state of health from the functional point of view finds its place
regularly in the functional assessments of the last decades, particularly in the
area of mental, locomotor, sensory/communication functioning, with additional
information on balance, control of sphincters, shortness of breath, pain, etec.

DL
Performance in activities of daily living and their testing is the most
widespread method in any functional assessment. The variations among different ADL
schemes are enormous, Real develoments in the ADL offering all-round practicality
and utility, based on proper-scoring, validating and "norming", are missing.

Social and physical environment

The social enviromment is characterized by the relations with and among people.
The physical environment is fixed in time and space. Both these environments are
closely connected. The obvious evidence of the interaction between social and
physical environments has been based more on observations than evidenced by
research. , ‘

3. HNeed fo eporting and recordin indings

The numerous multidimensional functional assessment tools based on many ADL
schemes provide a fragmented picture, offering "bits and pieces" instead of a
comprehensive data base. Therefore, data on incidence/prevalence of consequences of
diseases are not comparable; the outcome of health/social intervention is not
measurable; and simple basic statistics enabling better planning for disabilicy
prevention at primary, secondary and tertiary level of control are not possible.
This was perceived very clearly at the beginning of the Internmational Year of the
Disabled Persons (1981).

The International Classification of Diseases is an important tool in classifying
diseases, injuries and causes of death. The introduction of the V-Code in the ninth
revision (particularly items V60-V65, coding conditions other than health/medical,
leading to contact of persons with health/social facilities) is an important
contributing tool in providing supplementary relevant information on social and
economic circumstances of the elderly. The V-Code has been used by individual
investigators in limited areas only (photocopies of relevant pages of the V-code are
attached in Annex 2).

Wood’s concept of developing a pathology into handicap (through impairment and
disability), based on analysis of multidimensional assessment tools available by the
late 1970’s, epidemiological studies, and health statistics, as described in the
International Classification of Impairments, Disabilities and Handicaps, Geneva,
1980, offers an option for classification and recording. However, before adopting
or adapting the ICIDH, serious attempts have to be made to simplify it and to
convert it into a tool which can be generally accepted and used as an assessment for
the elderly. A network of institutions (in the Netherlands, in France, in Ganada)
are currently studying the ICIDH for this purpose.
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handicaps, the structure of which was based on ICIDH, in Spanish ttanslation
(Ref.). The report on this survey includes a chapter on rehabilitation. It
specifically discusses the age group 65 and over, and the differences observed
according to various localities, as an indirect indicator of equity in health.

The Classification of Impairments, Disabilities and Handicaps, has also recently
successfully been implemented in the United Kingdom in the survey of disability
(OPCS surveys of disability in Great Britain, Report 1, The prevalence of dlsabillty
among adults).

This latter survey distinguished 13 types of disability based on the
International Classification of Impairments, Disabilities and Handicaps. “In
addition, ‘there is some information about complaints which gave rise to the
disabilities. These last were, as far as possible, assigned to categories based on
the International Classification of Diseases (i.e. an example of using the "family"
of clasgifications). ~ -

- A -system of measuring severity was used to classify people with different .
numbers -and types of disability. Severity in each of the 13 different categories
was first established, then the 3 highest scores combined to give an overall score
from which people were allocated; category 1 being least severe, category 10 being
most severe. The judgements were made in terms of the likely effect of a disability
on someone’'s daily life and therefore, partially at any rate, in relation to
handicap. It could not be a full handicap measure however, for the circumstances of
an individual were not known, for example, their age or sex. The severity measures
are therefore not related to handicap as defined in the ICIDH

- Some questions were asked -about dependence on-others for help with the self care
activity, that who provided care, but these do not belong to the assessment of
disability section ‘This was an important omission from the study.

Elderlx Qeople

Almost 70% of disabled adults living at home were over 60 and half of them were

- aged 70 and over. In communal establishment the proportion of elderly disabled '
people was véry high-indeed. The most severely disabled adults, those in categories
9 ‘and 10 largely consisted of very elderly people, particularly those of 80 years of
age, thus 41% of people in categaries 9 and 10 were over- 80,

The survey found that there were particularly high rates of dlsabillty among
- elderly women -compared with men in the over 75 age group. It is not clear however
whether the survey methods allowed for the fact that women over 75 are usually
considered biologically older than men aged over 75.

‘Conglusigng‘

The health, ‘social, economic and environmmental conditions of the elderly are
closely interwoven; all this information has to be taken into account in assessing
an elderly individual, in planning for the elderly in "small areas" (districts) or
in planning for the elderly on a national scale.

The International Classiflcation of Diseases cannot provzde the necessary
information. The V-code (transformed into the "Z" code in the Xth revision of the
ICD) is an essential tool in coding information on situations on "persons
encountering health services in other circumstances". The International
Classification of Impairments, Disabilities and Handicaps is a very useful tool in
the assessment of disability and measurement of prevalence of dlsabllity by severity
and type of disability.
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inToc Tourlne reporting systems on the elderly by respective national statistical
authorities. : )

In order to highlight the need for information on the elderly, obtained through

a "family of classifications™, the most frequent situations in lives of the elderly,
with identification of classifications to be used, are shown below:

0ld Person Philosophy Methods of Work Problems

(Principles)
"Healthy" - - Maintain Health promotion Separation
Independent - home -Independence and maintenance of
Social 4 Econ. - medical
- counselling - social issues
- integration \
into community Lack of
"~ wvoluntary - professional
assistance - - knowledge

Economic constraints

Classifications to be imglemenged

Z-code Z-code

Acutely ill - Comprehensive Health - Medical:

home Treatment PHC + Spec. + Clinical knowledge
nursing missing
Social support © Social:

Family unable or
unwilling to care

Classifications to be implemented

I1Ch ICD ICIDH
' Z code : Z-code
Chronic - in the Considey: Health Assessment schemes
community Home + *Chronic Medicine" only partly kmown
institutional Social support ‘
support Family -~ Self help
’ Services Self care
Support of Environment
Self care Identify high Quality of life
* risks (interior underestimated
and exterior of
household)

Classifications to be implemented

ICDh & ICIDH ICIDH ICIDH/Z-code Z-code
Z-code
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014 Person

Philosophy
{Principles)

Methods of Work

WHO/ICD1O/REV.CONF/89.5

page 7

Problems

Acutely 111 =

Recovery and

Medical

After-care not

hospital discharge home  Soclal support sufficient
Differsnt involve relatives
dpproaches in Danger of
Hember States segregation of
{integration geriatrics
versus
segregation) Development of
chronic condition
Independent
life
ICh ICIDH & Z-cvode 1CD. & ICIDH
Z-tode

Chronic in long- Stimulate Counselling Treining in tesm-
term cave, Including = activicy/ Rehabilitation work missing
maintenance of ADL social inter-
action Custodial work
Volunteer Assessment schemes
imvelvenment only partly known

Keep social

Quality of life

contacts underestinated
“Frail® in Independent Physical/mental "Totality” of Inst.
Institutions 1ife aetivarion {Inst. Neurosis)
Economic (high
costE)
Clasgsi tio be implemented
icp ICIDH ICIDH
ICIDH ICIDH Zreode
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as Assessed an {982 (United Nations publicstion, Sales No. 83.X111.5),

NOTE: Figures may not add to totels because of rounding.

* For explanatory notes regarding regions and countries, see p. 53,
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INTERNATIONAL NOMENCLATURE OF DISEABES

by

Z. Bankowski®

Introduction

It has long been recognized that the increasing confusion in disease
nomenclature constitutes a severe barrier to communication and to the storage and
retrisval of informaticn. Few diseases have a single recognized name: wmost have
several different ~ often widely different =~ names, and some have thirty or more.
Many of these nanmés are strict synonyme;  others, however, are not, but may
represent only a single clinical wanifestation of a gilven dlsease rather than the
disease itself. The confusion is sggravated by the fact that the same name, or very
similay names, may be applied to two or more different conditions, or be used in
different ways by different authors. Moreover, very similar nawnes may be used in
different senses in different languages. At a time when health is increasingly a
matter of conderted Internatiomal effort, such confuslon gives rise te intolerable
difficulry in communication and the waste of precious resources.

In 1970 the Council for International Organizations of Medical Sciences (CIOMS)
began the preparation of an International nomenclature of diseases (IND), with the
agsistance of its member organizations, and five volumes of provisional nomenclature
were lssued during 1972~1874. It was soon vealized, however, that such a
nomenclature, 1f it was to be truly international, necessitsted much wider
consultation than was possible solely through the CIOMS member bodles. In 1973 the
IND became a joint project of CIOHS and the World Heslth Organization, gulded by a
Technical Steering Committes representing both organizations.

The project was supported initially by a contract with the United States Public
Health Services and since 1982 by the Kuwailt Foundation for the Advancement of
Sclences and the Wuwalt Ministry of Public Health

* Rxecutive Secretary, Council for Internmational Organizations of Medical Sclences
{CIOMS), Geneva, Switzerland

This document s not lssued to the. general. public, and
all rights are- reserved by the World Heslth Organization
{WHO). The document may not be réviewsd, abstracted,
quoted, reproduced  or transiated, in part or in whole,
without the prior written permission of WHOD, No part
of “this document may be stored in a refrieval system or
wansmitted in any form or by any means - electronic,
mechanical or other. without the prior written permission
of WHO!

The views expressed in documents by named suthors are
solely the responsibility of those authors.

Ce docurment n'est pas desting & dtre distribué au grand public
et tous les droits v afférents sont réservés par VOrganisation
mondiale de la Senté (OMS]. 11 ne peut Btre commentd, résumé,
cité, reproduit ou traduit, partiellement ou en totalité, sans
une autorisation “présizble édorite de OMS. Aucune partie
ne doit Btre chargde dans un systéme de recherche documen-
taire ‘ou diffusée sous gquelgue forme ou par guelgue moyen
gue ce solt - slectronigue, mécanique, ou aulre - sans une auto.
risation préalable dorite de 'OMS;

L.es opinions exprimées dans les documents par des auteurs
cités nommément n'engagent que lesdits auteurs,
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The principal objective of the IND is to provide, for every morbid entity, a
single recommended name. The main criteria for selection of this name are that it
should be specific (i.e., that it should apply to one and only one disease),
unambiguous, as self-descriptive as possible, as simple as possible, and (wherever
feasible) based on cause. However, many widely used names do not fully meet these
criteria, and to propose new names might well increase, rather than eliminate,
confusion. Consequently, names that are in virtually universal usage are retained,
even if they do not fully meet the criteria listed above, provided they are not
seriously incorrect, misleading, or contrary to the recommendations of international
specialist organizations. Eponymous terms are avoided to the maximum possible
extent, since they are not self-descriptive; however, many of these also are in
such widespread use, such as Hodgkin's disease, Parkinson’s disease and Addison’s
disease, that they must be retained,

Each disease or syndrome for which a name is recommended is defined as
unambiguously, and yet as briefly, as possible. To the definition is appended a
list of synonyms - that is, terms other than the recommended term that have been
applied to the morbid entity in question. These lists are invaluable for
information retrieval and are made as complete as possible; they are supplemented,
where necessary, by notes explaining why certain synonyms are rejected or why an
alleged synonym is not in fact a synonym at all. (Fig. 1).

A final objective of the IND is that it should serve as an complement to the
International Classification of Diseases (ICD). This calls for a brief explanation
of the difference, and the relationship, between the two. The ICD is designed for
the reporting of mortality and morbidity statistics, and for this purpose it groups
diseases into categories; its primary concern is not the name that should be given
to a disease, but the category under which an occurrence of the disease should be
reported. The IND, on the other hand, is concerned solely with the names that
should be given to disease; it is a list of recommended names for diseases, with no
attempt to specify the manner in which those diseases should be classified for the
purposes of statistical reporting. Consequently, it is not concerned with
categories, although of course it names and describes related diseases in chapters
that have general titles such as "congenital abnormalities of the oesophagus" or

"ischaemic heart diseases". The difference between the ICD and the IND can be seen
most clearly in the inclusion and exclusion notes found in many ICD rubrics and in
rubrics such as "other aneurysm" or "of unspecified site". Such entries have no

place in the IND, in which everything must be specified and named. Early volumes of
the IND included the ICD code for each disease. It was found, however, that this
gave rise to some confusion, some readers assuming that the IND was intended to
replace the ICD. ICD codes are therefore mno longer included.
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In the preparation of the 10th Revision of the ICD use was made of the
experience gained in the preparation of the IND, particularly in-regards to the
groups of diseases for which the IND has been published or is asbout te be published,

Method of Work

For the purpose of the International nomenclature of diseagses, the following
working criteria are applied for the identification of disease entities which
qualify for inclusion in the IND.  Disease entities are well-defined patholegical
entities characterized by abnormal histological, chemical, immunological, genetic or
other changes, of known or unknown cause and pathogenesis. . Such pathological
entities may or may not give rvise to abnormal functions, signs or symptoms. The IND
does not catalopue manifestations of disease entities, that is, gigns and symptonms,
though these may be mentioned in the definitions or descriptions of the diseases.

For each volume, a first draft is prepared by consultants working in accordance
with detalled guidelines approved by the Steering Committee and taking into account
existing international and national recommendations and in consultation with CIONS
and. WHO. experts. - In preparing this draft, all existing international terminclogies
are considered; whetever possible, original articles in journals are consulted;
reference is also made to standard textboecks, dictionaries. clasgifications, and
other reference works. this draft is distributed to a large numbetr of experts
throughout the world., including those nominated by the appropriate international
nongovernmental organizations.. These experts are invited to comment ot all aspects
of the first draft, especially the recommended names. = Subsequently ‘the draft is
revised in the light of thelr comments, and the revised text is again distributed
for review. On rare oeccasions it may be neceéssary to prepare & third drafr. If
problems involving differences of interpretation should arise, meetings of experts
may be convened in order to vesolve the difficulties. The text is published only
when a consensus has been reached. On the basis of the final comments received from
the ekperts, the text is prepared for the printer, tegether with an alphabetieal
index of all recommended names and synonyms. The International nomenclature of
diseases is distributed through the WHO Distribution and Sales Service,

Recommended nomenclature in related aveas. Any international nomenclature must,
if it is to be c¢redible, follow all relevant nomenclature that has been recommended
by other international organizations, especially the internaticnal scientific
unions. For example, the names of chemical substances should follow the rules of
the International Union of Pure and Applied Chemistry, the names of enzymes should
be those recommended by the International Union of Biochemistry, and the names of
pesticides should be those recommended by the International Organization for
Standardization. Similarly, the names of bacteria and viruses should be thoge
validly published by the International Committee on Syitematic Bacteriology and the
International Committee on Taxonomy of Viruses, respectively. In many cases this
can be done simply, but. in-others & great deal of difficult and time-consuming work
is involved. For instance, in the case of the volume on parvasitic diseases, it was
necessary to enlist the help of the secretariat of the International Commission on
Zoological Nomenclature (ICZN) . who verified the validity of all the names of
parasites used (some 2000 names).
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PARASITIC DISEASES

Falciparum malaria

A severe (and, in nonimmune persons, rapidly fulminating) form of malaria caused
by Plasmodium (Laverania) falciparum. Clinical manifestations (usually occurring
5-15 days after inoculation) are highly variable and may include high fever, chills,
headache, myalgia, rapid pulse rate, splenomegaly, and sometimes delirium; there is
often a high level of parasitaemia and capillary obstruction may occur. After the
initial illness a periodic pattern of paroxysms may be established. The paroxysms,
with fever and chills, usually last for 12-24 hours and tend to be repeated every 48
hours. Coma, excessive destruction of erythrocytes, convulsions, and heart failure
may lead to death. The disease may produce very serious complications. Synonyms:
acute pernicious fever; aestivo-autumnal fever; aestivo-autumnal malaria; algid
malaria; Chagres fever; continued malarial fever; estivo-autumnal fever;
estivo-autumnal malaria; estivo-autumnal malarial fever; falciparum fever;
malignant tertian fever; malignant tertian malaria; Panama fever (in part);
pernicious intermittent fever; pernicious malaria;- Plasmodium falciparum malaria;
quotidian malaria; Roman fever (in part); subtertian fever; subtertian malaria
fever; subtertian malignant tertian malaria; tertian malaria (in part); tertian
malignant malaria; tropical malaria. : ‘

Linguistic note: The term "algid malaria" refers ‘to falciparum malaria in which
gastrointestinal -manifestations predominate. "Chagres fever" (a term that has been
used) . should not be confused with Chagres virus disease.

CARDIAGC AND VASCULAR DISEASES

Acute myocardial infarction

Necrosis of a portion of the heart muscle as a result of inadequate blood
supply. :

Synonyms: acute cardiac infarction; coronary heart attack; coronary
occlusion; coronary thrombosis.

Notes. 1. The term may be qualified by a topographical descriptor, e.g.,
inferior myocardial infarction, inferolateral myocardial infarction.

2. The term old myocardial infarction (or healed myocardial infarction)
is applied to the state of healed myocardial infarction, usually with persistent
abnormal -Q waves present.

3. The so-called "shoulder-hand syndrome", which in the past was regarded
as a late complication of myocardial infarction,:may have been due to prolonged bed
rest and has no specific links with cardiovascular disease; it is not covered in
this volume of the International nomenclature of diseases.
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SLatus

Preparation of the IND has proved to be more time-consuming than had originally
been thought, mainly owing to the difficulty of handling simultaneously, with a very
small staff, up to twelve different sections of the IND at different stages of
preparation. However, this has been offset to some extent by making the maximum use
of computer techniques, e.g., totally automatic index preparation. .

The present status of the IND is outlined below:

Published

Lower Respiratory Tract, 1979
Infectious Diseases:

Mycoses, 1982

Viral, 1983

Bacterial, 1985

Parasitic, 1987
Cardiac and Vascular Diseases, 1989

In Preparation

Digestive System (ready for printing})
Urinary and Male Genital System
Female Genital System

Metabolic and Endocrine Diseases
Blood and Blood-forming Organs
Immunological System

Musculoskeletal System

Nervous System

To be prepared

Psychiatric Diseases
Skin

Ear, Nose and Throat
Eye and Adnexa

The Arabic version of nomenclature of diseases of the Lower Respiratory Tract
has been completed and published. The WHO Regional Office for the Eastern
Mediterranean, in collaboration with the Arab Centre for Medical Literature, has
agreed to publish the nomenclature of Bacterial Diseases,

Diseases and Viral Diseases in 1989.

It is the hope of both CIOMS and WHO that the International nomenclature of
diseases will serve to improve communication in health sciences and to facilitate

the storage and retrieval of information,
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FROM LAY REPORTING TO COMMUNITY-BASED HEALTH INFORMATION

1. Review of activities in lay reporting of health information

Since 1954, there has been an incressing concern over poot agcess to the services
of qualified heslth persennel by a large proportion of the population in many
developing countries and hence over the incompleteness and poor coverage of health
information, particularly on mertality and morbidity, that can. provide s reliable

epideniologlcal pleture.

Aw the Internationsl Classification of Diseases (ICD) was

revised periodically to improve its usefulness, based on advances in the medical and
public health avea, its dpplication in developing countries brought to the forefront
the need to have simple metheds and tools that could be used by peripheral health

workers with generally limited medical

The WHO Expert Committee on Health
Conference for the Seventh Revision of
of devising methods of recording vital
developing countries, and particularly
even a ¢omplete absence, of physiclans

knowledge,

Statistice dn 1954 and the International

the ICD in 1953 both stressed the desirabllity
and health information suited to conditions in
to those areas where there was s dearth, or
for diagnostic purposes.

In responee to this concern, a proposal entitled "4 Method for the Recording of
Crude Causes of Death by Lavmen in Underdeveloped Arveas” was presented at the African
Conference on Vital and Health Statistics held in Brazzaville from 19«24 Hovember 1956
and discussed at the Expert Commitiee vn Health Statistics held 1n Geneva from 10-15

Decenber 1956,

Avmex 1 describes the proposal which showed remarkable Insight into

the problems and ?ﬁ%ﬁi%lﬁ methods of ebtaining vital and health Information through

non=nedical personnel.

Also in 1956, a2 study into lay reporting was undertaken by the WHO-assisted Wagpur

Demonstration and Training Unit, Bombay State, India.

The results of that study were

presented to the WHD Regional Seminar on Certification and Classification of Mortallty
and Morbidity held in New Delhi, India in September 1938,

Since that time a number of lay reporting schemes have been fleld=trialed or
established and in the early 1970s WHO held two meetlngs on lay reporting namely:

=  Consultation on Lay Reporting of Peripatal Mortality and Morbidity, Geneva,

27 September = 1 October 1971, and

-  Consultation on the Methodology and Application of Lay Reporting of Perinatal and
Maternal Morbidity and Mortality, Geneva, 26~30 March 1873.

This document is not issued to the general public, and
alt rights are reserved by the World Health Organization
(WHO.  The document may not be reviewsd, abstracted,
guoted, reproduced or transigted, In part or in whole,
without the prior written permission of WHO. No part
of this document may be stored in & retrieval system or
transmitted in any form or by any means - electronic,
mechanical or other - without the prior written permission
of WHO.

The views expressed in documents by named authors are solely
the responsibility of those authors.
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The International Conference for the Ninth Revision of the ICD convened by WHO
in Geneva from 30 September to b October 1975 discussed the problem of securing badly
needed morbidity and mortality statistics in countries still suffering from a lack of
sufficiently qualified personnel. A small working party, consisting of delegates from
Member States with experience of the problem, was convened and in the light of its
report the Conference recommended that WHO should:

(1) become increasingly involved in attempts made by the variocus developing
countries for the collection of morbidity and mortality stcotistice vthrough lay
or paramedical personnel;

(2)  organize meetings at reglonal level for facilitating the exchange of experiences
between countries currently facing this problem so as to design suitable
classification lists with due conmsideration to national differences in
terminology;

(3 assist countries in their endeavour to establish or expand the system of
collection of morbidity and wortality data through lay or pavamedical personnel,

In accordance with these recommendstions, a Working Group was convened by the
WHO Regional Office for South-East Asia in New Delhi from 22-27 November 1976. The
Working Group drew up a detailed list of symptom asscciations. From this detailed
list, two short lists were derived, one for causes of death and one for reasons for
contact with health services. Field trials of this system were carried out in
countries of the Repion and the results were used to revise the list of symptom
associations and the reporting forms. This revised vera%ag was published by WHO in
1978 in the booklet Lay Reporting of Health Information.

In 1981, guestions concerning lay reporting were included in a gquestiomnaire to
Hember States relating to the Ninth Revision of the International Classification of
Diseases, More than half of the countries completing the guestiommalre stated that
lay reporting was relevant and this applied to the majority of Member States in the
WHO african, American and South-East Asian Regions. - While the majority of countries
having a favourable attitude towards lay reperting considered the booklet suitable, it
was also stressed in the replies that the booklet requived local adaptation in order
to meet the specific and peculiar needs of countries. ~ Buropean countries, considered
the system as developed by WHO of wvalue particularly for household surveys.

Convinced of the usefulness of lay reporting in morbidity and mortality
statistics and its potential in obtaining other health and health-related information
in countries wherée medical manpower is inadeguate, a number of WHO-sponsored regional
and national workshops have been organized in many regions to share experiences in lay
reporting initiatives and to plan activities for its improvement and expansion. Apart
from the meeting in Senegal in March 1982 that discussed the reporting of health
information by paramedical personnel and health auxiliaries and adaptation of the list
provided by WHO, meetings were also held in Nairobi in September 1981 and in Dakar in
March 1982 to consider the znc%uaian of environmental features related to health
within a lay reporting system.” The subject was also discussed at the International
Conference on Health Statistics for the Year 2000 held in Bellagio, from 27 September
to 1 October 1982.7 The major problem raised related to the integration of "lay
reporting” information with others conventionally used and routinely generated for
health management and initiatives were taken to study this, not in isolation but as
one of the efficient ways to make available relevant information for health
management,
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. The Consultation on Primary Care Classifications held in Geneva in November 1985
ecognlzed the needs for information for a PHC-based health system and hence the need
for an approach that could unify information support, health service management and
community services, through information based on lay reporting in the expanded sense
of community-based information. The Second Expert Committee on the International
Classification of Diseases - 10th Revision in 1987 also discussed this aspect and
agreed that, though it would not be possible to develop a uniform classification for
community-based health information, WHO should continue to give guidance at regional
and national levels and issue guidelines to facilitate the development of local
schemes.

It is pertinent to point out, at this stage, that, as many countries in Asia and
Africa have taken "lay reporting"” initiatives to bridge the gap in the availability of
information, particularly in the morbidity and mortality areas, a number of countries
in the Americas designed and tested innovative procedures and tools not only for
generating data using community resources, but also for validating and analysing
existing data generated through "conventional® routine reporting procedures. An
attempt is being made in Mexico to translate symptoms and signs, that are meaningful
and of primary use to the peripheral health worker/volunteer, into diagnoses for use
at higher levels. (Annex 2) Some developed countries have also introduced coding
schemes to assist doctors and staff to understand the patients’ problems. They cover
the whole range of clinical medicine to the level of detail required by the practising
doctors and includes signs and symptoms, laboratory tests, diagnoses, therapeutic
procedures, occupational history, family history, social history etc. A number of
health care programmes have also developed simple procedures for obtaining relevant
health information, taking into account goth the programme priority needs and the
specific developing countries situation.

2. Community-based Health Infb;matigg sttem !CﬂIS)

The global strategy for Health for All by the Year 2000 (HFA/2000) launched in
1978 has thrown open a number of challenges for the development of information systems
in Member States.’ With the countries reorienting and strengthening their health
services to a health system based on primary health care, they recognize an urgent
need to improve their information support for developing and managing such a system.
The framework for such an improvement is based on the conceptual aspects of the health
for all goals and primary health care. The perspective of enabling, by the year 2000,
all people in all countries to have a level of health that will permit them to lead a
socially and economically productive life requires relevant health and health services
information for all the population, that are comparable over time and among population
groups and geographical areas including between countries where necessary. With
primary health care becoming the main focus for the countries’ health systems to
attain efficiently the HFA/2000 goals, decentralization with maximum community
involvement in identifying priority problems and participating in solving them, has
become the basis for the health systems development and management. This has made it
imperative that, in addition to information on health status, one possesses
information on health resources and technology and on health activities and services
including health care coverage, equity, quality, effectiveness and impact. It is also
necessary that such information is meaningful to health personnel with different
levels of educatlon and training in medicine., The information should also be
comparable over tlme and among population groups and areas.
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Health systems based on primary health care reguire that information for the
whele country is available on: '

{1} complete morbidity and mortality situations and thelr patterns that can be
compared over time and among geographical aveas for a given point of time,

(i1 socio-economic and environmental determinants as well as the ¢perational
and other risk factors assoclated with given morbidity and mortality
patterns so that priority population groups and areas can be identified and
health care activities can be targeted, and on

(iii) vresources, financial and others, that are available so that they can be
meaningfully redirected to improving the quality of 1ife of the people.

This can be achieved by broadening the scope of lay reporting to a Community-based
Health Information System (CHIS) that includes: health problems and needs, related
risk factors and resources {(including relevant information from related sectors) and
is focussed on individuals grouped to families and based on gompunities.

At the gommunity level, apart frow morbidity and wortalitvy dats that can be
generated through the lay reporting method, risk factors in terms of environmental
hazards, behaviour and others of medical significance requiring special care can be
studied for all individuals within a family and a risk score assigned to the family
for priority attention for velevant care. The list of individuals when properly
updated can also provide information on glipgibles for various health care activities
and services such as antenatal care, immunization, child care, nutvrition ete. Given
the soclo-economic and envirommental information, it should be possible to choose
appropriate types and modes of interventions, be they promotional, preventive or
curative, to ensure their effectiveness and contribution to lmproving the gquality of
life that underlies the health for &1l strategies. Continucus care reglsters for
various programme/service interventions can be built around this "family sheet” to
facilitate the initiation and maintenance of appropriate cave to individuals through
"follow-ups® (Annex 3). The service vegisters, records and reports will thus have a
single focus, viz, family of individuals to satisfy the managerial needs for
information at different levels, with information emanating from different sources, it
should be possible to develop a gomprehensive measure of dccess to PHC. A sample of
the family sheet is given as Anmex 4.

&t the pational level, the community information, and if necessary even family
information, can be aggregated to derive among others, & complete picture of the
morbidity and mortality situvation including the pattern of conditions for the whole
country. This can be supplemented with a scheme such as sentinel reporting for
epldemiclogical surveillance.

2.1 CRIS Procedure

Since most of the contents of the community-based information syvstem described
above has to be generated at the community leével by the peripheral workers as well as
compunity volunteers and other health workers, it is imperative that the terms used
are simple and meaningful and should be . as far a8 possible, in local dialects. In
respect of the diagnosis-related health information; use of "lay reporting” methods
suitably adapted to a community situarion are appropriate. Thev should be able to
facilitate comparability over time for the monitoring of the changes both within and
between communities. HNatlonal and international comparisons of data generated in this
way are of secondary lmportance but relevant tools can be developed to transform and
translate these "local level"™ terms te sult "higher level” requirements. To
facilitate the use of information not only to know about the problems but alse for
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planning and managing relevant interventions to solve them, it is pecessary that the
simplicity and comparability go beyvond the health problems of morbidity, mortality and
disability and include at least health vesources, services/activities including theiy
effectiveness eto. Standardization procedures ave needed not only for monitoring
changes in the health situation but also in manpower, financial rescurces and their
utilizatvion, and in activities and services as well as in the effsctiveness and impact
of the interventions,

A number of countries have been developing and testing some or all aspects of the
Community-based Health Information System (CHIS) and from their axper%agces zo far
they seem to be feasible and effective in te¥ms of their utilization.”,

3. onclusions

To obtain s factual pleture of the health situation for the whole country and
particularly to overcome difficulties in the collection of morbidity and mortalivy
data, several initiatives including the wuse of lay reporting procedures have been
gndertaken, In iwmplementing their health for all strategles, countries noted
persistent deficiencies in information support mechanisms and procedures in providing
relevant information. They alse vecognized the need not only for a complete picture
of the health sitvation but also for relaved risk and othey factors inhibiting and
influencing the situation, and of reseurces. Based on the ewperlence gained so far,
the scope of the lay reporting wmethod was broadened to a "community-based Health
Information System™ that iocludes diagnosis-related health information through lay
reporting mainly by nommedically-trained health personnel. Thig expanded scheme is
being tested in a nunber of countries. It seems that CHIS can provide information
that is

{iy complete compared with conventional institution-based information - i.e,
covering the total population and not restricted to demand:

{11 comprehensive as it facilitates the provision of continulty in health care:
coverage ol total populstion receiving all elements of PHC can be derived;

(111} efficient since common data elements of various propgrammes are generated only
once and can be continuously updated,

{iv)  effective by being the basis for providing a consistent set of eligible persons
for different programmes. Programme delivery records can be tailored to the
requirements of the users but built on this common dataset: relevant
information and indicators can then be derived for management;

(v} meaningful since data are generated in terms understandable. to those who
generate and use them.

CHIS provides basic demographic and health data &%g at the same time can be a
useful sampling frame for eventual later sample surveys. It isvenvigaged that a
mumber of activities in support of the adaptation, application and further development
of CHIS will be undertaken in Menber States. It is to be acknowledged however that
even this CHIS need not neceéssarily be a standard toel for genevating health
information in-all countries. Civen the different socio-cultural situations of the
countries and diagnostic knowledge level of the pevipheral health personnel several
schemes to facilitate the collection of health information may have to be consideved.
However, whatever the scheme, one should ensure that the data thus generated arve
comparable over time and among population groups and geographical areas.  In evolving
tools for standardization, it is deslirable to ensure that the classification schenmes,
organized to meet the needs of different users in the most effective manner, are
developed around a "family of classifications” to ensble comparisons over
areas/countries by higher level users, using a core classification such as the
International Classification of Diseases. This also applies to the schemes associated
with health resources, health activities and with health services.

o [



10.

Biraud, Y. (1956): A_method for the recording of crude causes of death by laymen
in underdeveloped areas, Expert Committee on Health Statistics, 10-15 December
1956, Geneva, World Health Organization. (unpublished document)

WHO (1978): Lay reporting of health information, Geneva, World Health
Organization

Kupka, K. (1981): Lay reporting of health information, World Health Forum, 2:
211-217

Laurenti, R. (1981): Lay reporting of Health and Morbidity Problems, in
International Conference on Health Statistics for the year 2000, Bellagio, Italy,

27 September - 1 October 1980. CGeneva, World Health Organization. pp. 99-120

WHO (1985): Interregional Meeting on Lay Reporting in Information Support to HFA
Strategy Management , Manila, 8-15 October 1985, Final Report. Geneva, World
Health Organization

Ludovice, Z.0. (1985): Lay reporting of health information in the Philippines,
Manila, Ministry of Health.

WHO (1981): Global strategy for Health for All by the vear 2000, Geneva, World
Health Organization, (HFA Series No.3)

Suva, Evangeline E. (1986): Gathering Information for Health. World Health Forum,
7: 340-344 '

Mkai, Cletus P.B. (1987): ihe Community-based Health Information System being
established in Tanzania, Bulletin of the International Statistical Institute,

Proceedings of the 46th Session, Tokyo, 1987. Voorburg, International Statistical
Institute. Book 2, pp 231-246

Krickeberg, X. (1987): Measurement and Utilization of Health-related Indicators -
Discussion on Mkai's Community-based Health Information System being established
in Tanzania, in the Bulletin of the International Statistical Imstitute,
Proceedings of the 46th Session, Op cit. p.261

- 141 —



HEALTH STATISTICS WHO/HS/60
' 12 October 1956

Brazzaville, 19-24 November 1956

. ORIGINAL: ENGLISH AND
EXPERT COMMITTEE ON HEALTH STATISTICS FRENCH

Geneva, 10-15 December 1956

A METHOD FOR THE RECORDING OF CRUDE CAUSES OF DEATH
BY LAYMEN IN UNDERDEVELOPED AREAS

by

Yves Biraud, M.Sc¢., M.D., D.P.H.
Director of the Division of Epidemiological
and Health Statistical Services
World Health Organization

1. Origin of the present paper

The WHO Expert Committee on Health Statistics! and the International Conference for
the Seventh Revision of the International Lists of Diseases and Causes of DeathZ have both
stressed the desirability of devising methods of recording. vital and health information
suited to conditions in underdeveloped areas, and particularly to those areas where there is
a dearth, or even a complete absence, of physicians for diagnostic purposes.

2, Various degrees of deficiency in vital and health recording in underdeveloped areas

2.1 Countries in which the whole territory enjoys the services of an adequately numerous an
qualified medical profession, capable of ascertaining and certifying the cause of practicall
every death, and of an efficient administrative machinery, registering all births, deaths,
and causes of death, and publishing them annually, as specified in WHO Regulations No. 1
(1948), on health statistics may be considered as statistically developed. However, the
number of such countries is limited.

2.2 There is a large variety of conditions of "statistical underdevelopment” of countries.
These conditions are seldom uniform throughout the countries concerned, and indeed may vary
from full development (as described above) in the chief city or cities, to complete absence
of any form of health recording in outlying areas, where physicians, and even administrative
macliinery, may not exist. It would be more proper, therefore, to speak of statistically
underdeveloped areas than of underdeveloped countries.

2.3 One may observe here that, of the many countries which do not issue regularly vital and
health statistics for the whole of their territories, few are truly destitute of such
statistics. Most of them at least have material which, by judicious and comparatively simpl
treatment, could yield health statistics, or at least numerical information of practical
value to the health administration.

2.3.1 There may be urban areas in which vital and health registration is practised on more
or less standard lines and medical certificates from practitioners are available in respect
of a fraction at least of the deaths. If these areas are well defined, and the deaths of

! Document WHO/HS/S6 (1954) item 5, pp. 14-16.
2 Document WHO/HS/7 Rev.Conf./17 (Rev.1) (1955) item 2, pp. 11-12.
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which the cause is medically certified are compiled separately from those for which the cause

is known only from statements from lay family members, they may well furnish valuable health
statistics.,

2.3.2 1In many towns where medical practitioners are too few for any death registration
system to be based on their certificates, there are hospitals in which records of patients'
treatments and/or deaths are based on reliable medical diagnoses., Hospital records, if
properly kept and analysed, may therefore constitute a very valuable source of knowledge on
the diseases prevailing in a particular country or in parts of a country, and indeed serve as
a means of checking returns obtained from other sources.

2.3.3 1In some countries there exists, apart from the hospitals enjoying the services of
physicians, a network of medical outposts, i.e. small ocut-patient dispensaries equipped for
elementary medical and surgical treatment and manned by dressers, male or female nurses, or
other local types of junior semi-medical personnel. The records of such ocutposts, if kept on

properly devised forms, can contribute very useful information as regards prevailing
morbidity.

2.3.4 1In some territories with a scattered population a system of mobile units replaces or
complements the network of hospitals and medical outposts. While mobile units generally
concentrate on mass detection and mass treatment of a few specific conditions, such as

sleeping sickness, yaws, leprosy, etc., they may record a variety of other conditions and
provide valuable information on local morbidity.

2.3.5 There are, however, in many countries and territories, outlying areas where no medical
or semni-medical personnel is available and concerning which the health authorities are not
adequately or regularly informed.

2.3.5.1 In some such areas, births and deaths are registered for administrative and legal
purposes, but causes of death are not properly recorded or even ascertained.

2.3.5.2 In others, conditions are even more primitive, and no record is kept of births,
deaths, or their causes.

2.3.5.3 It is with a view to facilitating the filling of these gaps in the health
registration system, due to the complete absence of local medical personnel, through the use
of selected laymen, that the suggestions contained in the present paper are made.

3. Possibility of obtaining valuable basic vital and health records through laymen

3.1 The proposed system is based on a series of assumptions, each of which is based on
experience gained in one or more areas.

3.1.1 The first assumption is that a person familiar with a local community, such as a
village or small town, and possesging therein administrative or moral authority, or both,

such as a village chief or govermment clerk, may learn of any birth or death occurring there,
and of the circumstances relating to the deaths.

3.1.2 The second assumption is that, if provided with a convenient method of recording such
events and circumstances, and a suitable financial or other inducement to do so, he will
record them and send regularly the record to the central authority concerned.

3.1.3 The third assumption is that the causes of deaths as recorded by a layman, duly
trained to do so, of course, may, if classified by a proper, even though simple, method, be
interpreted by an epidemiologist with a knowledge of the country, of its lore and of its

pathology, in such a way as to prove useful to the health authorities of the territory as a
basis for practical action.

3.2 This last assumption being of a technical nature requires proving.
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3.,2.1 #ge at death is In itself of considerable health significance.  Whether death occurs
at birth, during the period of breast feeding, during childhood, adulthood; or -in old age,
the general health implications are obvious. BNow, 1t is not necessary to know the exact age
at death, which will not be obtainable in a community where birth registration fs not
practised, or is of recent introduction.

The following broad “physiological” age—groups may well be used in this connexion:
sucklings, vouths, adults, old people {cf. paragraph 4.4.6). ‘Any layman may record these
AEEETOUDS »

Je2.2 Accidents and other violent deaths. Drowning, crushing by fallen trees, transport
accidents, attacks from venemous snakes, scorplons, crocodiles, and other wild animals,
suicide, homicide™ and many injuries leading to infection. and death, do not require medical
knowledge for diagnosis, and.may be readily recorded. Such is also the case for deaths of
wowen in childbirth,

3.2.3 Broad svmptoms, anatomical site, and duration of complaint may point to rough
"disgnoses  of many conditions or groups of conditions.

{a} Abdowminal pain, if sccompanied by disrrhoea, will cover cholers {well known;
wherever it vocasiopally prevails), dysentery, gastfoenteritis, and some food poisonings

{b)  Abdominal pain without diarrboeas will cover gastrointestinagl uleers and tumours,
appendicitis, intestinal obstruction (hernia is often well recognized), and many
conditions relating to ovaries, tubes, and uterus.

{c) Cough, with a short illness, will cover influenza, pneumonia and broncho~pneumonias,

(dy Cough with a long illpess will cover, inter alias, pulmonary. tuberculeosis and
bronehiectasis,

{e). . Bhortness of breath with swellive of the lege will include wany of the heart
dizeases.

{f) Difficulty or pain ip passing urine will include many disesases of the kidnevys,
bladder and urinary passages.

{g) Jaundice of the skin, and of the eyeballs (more readily recognized in coloured
races ) will point to acute and chronic conditions of the liver and bile passages.

3.2.4 A good many of the "fevers” may be further identified by the mention of some symptoms
associated with them. Thus, skin ervuptions will point to thé eruptive fevers, smallpox,
measles, Lyphus (any of which may be well known locally and designated by a vernacular
nawej. Headache and stiffness of the neck will indicate cerebrospinal meningitis and
weningitls from other causes. Hepetition of the febrile attacks will single out wmalavia,
relapsing fevers and brucellosis.

3.3 Checking of the lay diaznoses by the epidemiologist, 1If the deaths are recorded on
single lines and in chronological order, the very proximity of certain deaths with a sinilar
diagnosis will indicate the probable "evidewlic” character of the condition:  Similarly, if
the records ave made out wmonthly, the concentration of certain fevers at certain geasons may
suggest retrospectively the diagoosis: influenza or cerebrospinal meningitis in-winter,

i1n wany primivive communities, where the belief in evil influences at .a distance is

widespread, only deaths from actual injuries sustained from other men should be accepted as
due to homicide.
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34 It is admitted that the system of lay recording of causes of death described above is
too crude to provide reliable individual diagnoses, even when checked by an epidemiologist.
it is believed, however, that when so checked, lay recording may provide community
diagnoses. It may, for example, reveal an abnormal frequency of infant mortality, due to
respiratory or to digestive causes, an excessive maternal mortality, or again water-borne or
nalarial infections. )
Individual diagnoses would not be very useful in a community not enjoying medical
treatment facilities; but community diagnoses may direct the attention of the health
authorities to the most desirable and urgent community control measures or special campaigns.

4 Practical point regarding the establishment of a lay system of vital and health
registration

41 Areas to be selected., As stated above, this system is particularly desirable in areas
for which no medical or semi-medical information is available. Each area to be selected as a
_vital and health recording area" should be large enough to allow its vital figures to be
significant, and at the same time it should be small enough to enable the recorder to learn
fei" any birth or death and the cause of the latter.

; A village, or a group of neighbouring villages with a population of 3000 to 5000, would
provide on an average 60 to 120 deaths a year, i.e. 5 to 10 per month, a number small enough
oL to overtax the recorder.

, It will generally be found convenient to select an area where the population is not only
physically concentrated but also racially homogeneous, so that the recorder may have access
‘to all without barriers of tribe or clan. A homogeneous sample would also enable some
/inferences to be drawn as regards the whole of the ethnic group from which the sample is
drawn,

in a territory with a fairly homogeneous population, sample areas will be selected on a
seographical basis, each serving as a watch unit over a definite sector. In a territory
Inhabited by tribes of different races and living habits, sample areas will have to be
selected in each of the most important racial communities.

In any case, each recording area will have to be sharply defined and correspond to a
papulatiaﬁ, the number and the age composition of which are known through a recent census or
an ad hoc survey.

4,2 The recorder

“’4 2.1 The recorder might be a tribal or village chief possessing first—hand knowledge of his
izeeple‘, to enable him to be apprised of any vital event occurring amongst them, and with
c&axtherzty to obtain information on circumstances relating to the deaths. He might exercise
*the recordershlp pezammal}.y, if he is literate, or entrust it to a clerk under his
lauthority. The "recordership™ might also be entrusted to a government official, as a
§;:»art“t:me duty.

|
|

H 2 The first recorders appointed should be given a very short course of training in the
§in';mf:,;xplas and procedures involved, including the allocation to the items in the list of
;ji}causes of death of a series of theoretical or actual cases, and also discussion of — and
‘reement on ~ specific diseases, which could be singled out in the list under a local

iYernacular name.

s

!

42,3 Recorders to be appointed in the later stages of the development of the scheme would,

\in addition to the above training, be shown on the spot the functioning of the scheme in one
Lof the existing vital and health recording areas.

z

[4.5 Facts to be recorded

43,1 Regular recording should be made:
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4,3.1.1 first and foremost of deaths, with such details as may be obtained regarding their
causes and the apge snd sex of the deceased]

4.3.1.2 also of births, this being necessary for an eventual computation of infant mortality
(or at least “suckling wmortality"), and-also for gauging the natural increase or decrease of
the population; and finally for the system to be in a position gradually to develop intc a
regular wital registration system, conforming with the United Nations requirements.

4,3.2 The recorder should be in possession of figures rvelating to the population of his area
by sex and age to make it possible eventually to compute rates specific-for sex and age, even
if, in the early stages of the system, no sitch computing is to be attempted at the recorder’s
level. The recorder should be dd e position to make censuses by age and sex in his area at
comparatively shorl intervale {every vear or every second year) if general population
censusges are carried out at Five or ten vear intervals only., These local censuses would
constitute a check on the vecording of births and deaths and vice versa.

4.3.3 - The recovder might ugefully add to his basic function of birth and death reporting the
notification to the central or regilonal health authorities of the oocurrence of epidemics of
unusual viclence or severity, whether he is able to give thewm & name or not. 1t must be

borne im mind in this connection that the vecording system is to function initially where no
wedical or semi-medical persconnel is availlable. :The health recorder must therefore act as an

observation post for the benefit of the health administration, and ralse the alarm inp
emerpencies.

4.3.4 The local knowledge of the health recorder might also be made use of by entrusting his
occasionally with the cyude survey of some specific diseases well known to the local
population, abt any rate in their advanced stages, such as leprosy, sleeping-sickness, or
vaws. Uf course, the results of such a survey cannot be placed on the same level as a true
survey by medical ot seml-medical personnel. Bul even a crude survey may point té the need

or otherwise for a true {medical) survey as & basis for the organization of 2 mass control
action.

4.4  Forwmoof recording

4.4.1  In view of the type of persons who are Lo act as recorders, the forms for recording
should be as simple as is consistent with the purpose of the svstenm, and should require as
iittle actual writing as possible.

4,4.2 1t is proposed that the health recorder should keep, as a matter of routine, a
register of bivths and another of deaths, each of these registers to be made up of printed
forms of monthly recording, one detachable sheet alternating with an Jdentical but
permanently. bound sheet.. The former sheet, filled by carben transcript, should be detached
wonthiy and: sent as a regular report to the health authority, while the bound eriginal would
remain available for permanent local record.. The thickness and gquality of the paper should
be such as to facilivate carbon trabscription, thus avoiding not only unnecessary writing,
but any possibility of ervor in copying. VUnder tropical conditions, preservation of the
registers against insects and fungus growth may have to be ensured by metal or plastic boxes;
or by chemical ilmpregnation of the paper, or by spraving so as to ensure permanency of the
records.

4.4.5 wuumbering of the vital events

4.04,3.1 each vital event should be recorded, as far as possible, in chromological order, and
siven one nombered line on the page of the register. The number of the line, coupled with
toe number of the month and year, will furnish a couvenient serial number for reference
purposes (for instance, 57/6/8 = death No. 8 of June 1957).

1oer, Yrinciples for a Vital kegistration Systew {(UN Statistical Papers, Series M,
wo, 1Y, kew York, 19533,
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4.4,3.2 The serial number may serve to identify a death in the table of causes of death,
with the name of the deceased, which may be kept in a separate register with any information
of legal interest (names of parents, next of kin, heirs, address), which may be considered

desirable for civil purposes, but which does not concern the health authorities and should
not encumber their files.

4.4,3.3 1In order to facilitate the monthly despatch of carbon-transcript reports, each page
of the register should relate to a month or to a fraction thereof. It may be found
convenient to have each page contain ten numbered lines, so that the mere inspection of the
page (or pages) will give the total of deaths recorded during the month.

4.4.4 Date of the vital event. Although this may not be considered essential there are

advantages in recording the actual date of the birth or the death. This date may precede the
month of recording.

The serial number relates to the recording and not to the chronological sequence of
deaths. This will avoid corrections and consequent obscurities. It will also prevent the
monthly report being held up before despateh to allow late insertions in the month's record.

4,4,5 Sex should be recorded. An abnormal male/female ratio of births may in some
territories give an idea of the incompleteness of recording.l

4,4,6 Age of the deceased. In most underdeveloped areas, the precise age at death will not
be known. Where it is known in years, even without certainty, it should be stated. If it is
not known, the rough physiological age—grouping is to be used:

(i) at birth: meaning a few minutes, hours, or even days from birth;

(ii) sucklings: this will include infants from birth till complete weaning. This
period, according to local practice, will vary from twelve to forty months or so. If
the length of this period is known, and the local population survey made along the same
lines, the lack of general comparability is not very important;

{iii) youth will include children and adolescents froﬁ the age of weaning to nubility.
Here again local custom will usually sharply differentiate the youths who have and who
have not been submitted to ritual initiation ceremonies, and who have been to the "bush

schools” or otherwise. Age 15 may be comnsidered a common limit for females. It is
somewhat higher for males;

{(iv) adult age, as regards females will be the age of fertility (roughly 15 to 45);
for males it does not possess any sharp upper limit; it may however be considered to

extend roughly to 15 years or so beyond what it is for females, i.e, up to 55 or 60;
after which

(v) old age is reached.

1 0n the difficulties and causes of errors in the preparation and interpretation of
vital statistics in Africa, one may consult my paper: “"Notes on Vital Statistics in Africa”,
in League of Wations Epidemiological Report, 1932, Vol., 11, pp. 118-139, 167-189,
particularly pages 183 et seq.

2 1f it is desired to ascertain more prescisely the age at death, one may use the
following approximate distinctions:

Babies without any teeth and unable to walk = under B months
Babies with teeth but not yet walking = 8-12 months
Babies with teeth and able to walk = over 12 months.

See Granville Edge: "Vital Statistics and Public Health Work in the Tropics, page 33
(Bailliére, Tindall and Cox, London, 1947); also from the author: "Vital Records in the
Tropics”, Routledge, London, 1932.
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4.4,7 Causes of déath The: form of monthly death record suggested provides for an
approximate c13831fication of the causes of death in 21 categories, with the possibility of

specifying mpre accurately the Cause of death, 1f due to an accident or to a disease which is
well known locally. '

The 21 categorles in the list correspond, as far as practicable, with certain categories
or sections of the! Internaticnal Statistical Classification, but this is a very rough
Orre3pondence because of the fundamental difference in the nature of the underlying
“diagnosis" in the lists: medical as regards the standard International Statistical

Lla551f1cat10n, and non-medical:in: ‘the case of the proposed list, which for this reason is
designated as "NM" (non-medical). :

A tablé.oficategqriés in the ébridged and in the detailed International Lists,

corresponding with the “"NM" categories is appended. For the sake of brevity only the main
causes of ‘death are specified by name.

It must be emphasized that these lists are not to be taken as indications of proper
assignment of .causes, but of what may be expected. Thus an elephantiasic scrotum tumour is

likely to be ascribed ‘to Nil5:. : (lamps, tumoutr) a category which, on the other hand, will
unfortunately not lnclude most neoplasms for lack of diagnosis.

4.4,8 The symptoms mentioned in the list of causes of death may be expressed in the"
vernacular or-in the language of the administration, but in this case the simplest and most
common terms are to be preferred,-all esoteric medical terms being banned; thus "bellyache"

will be preterred to abdominal paln, «difficulty or pain in passing urine to dysuriaj yellow
skin and eyes to Jaundlce, ete.s

4.4,9 une mustzenV1sage'the draw1ﬁg up of a small handbook of instructions for the recorders
containing not only a description of the procedures, but also the meaning of all medical

terus used, and perhaps also outlines of questlons to be put to the families in order to
ascertain causes of- death.

4.5 wmedical interpretation of the non-medical diagnoses recorded. The NM diagnoses recorded
constitute only basic material for: interpretation by a qualified epidemiologist and medical
statistician in the light of what is already known regarding prevailing diseases, and also of

the local customs and ways of thinking, particularly in respect of spirits, "evil
influences” ,1 etc, ’

The vernacular names of some diseases which may be specified in column (i) are expected
to be of particular valué¢ for interpretation of the crude records.

4,6 Cowpiling of statistics out of the MM death records. We have so far carefully abstained
frow using the word “"statistics” in connection with the NM death records. We did not wish to
create the impression that these records could, in fact, be placed on the same footing as
standard statistics of mortality by cause based on medical certificates, or even hospital
statistics.

We also wanted to avoid any belief that the proposed system was intended to provide
statistics from countries as yet unable to contribute them to international statistical
services in the United Nations or WHU, We believe, nevertheless, that, properly checked by a
gqualified wmedical officetr, as stated above (4.4.8), and summed up into yearly totals large
enougn to be significant, and related to figures of population by age-groups (global and
aye—specific rates) the YNM" data can be made into a useful substitute for standard moxrtality
statistics, “if not for purposes. of.publication (as the internatiomal comparability would be
poor) at least to provide ithe health administration with numerical information of sufficient
reliabilityEtQ{serVe as a guide for practical health action.

4 Thig 'is wny the “homicide” bétegory has been so named as to include only physical

attacks--on the 1n61VLdual and not malignant "influences” by others.
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The need for obtaining at fairly short intervals figures of population for the area,
both global and according to the physiclogical age~groups adopted for death recording, must
again be stressed here as & regqulvement for the computing 6f vates. ‘Even in the absence of a
precise population survey, the crude records may reveal significant seasonal and secular
trends of the local pathology as monthly vecords accumulate overa period of vears.

4.7 Use of statistics based on NM death vecords! need for keeping sepatate statistics from
various scurces. L1f statistics are eventually compiled from NH dedth records obtained
through the method described above, care must be exercised to keep them separate from those
compiled from other souvces, both medical and "semi-medical”.

A& now very long practice in the internatioval compiling and use of health statistics has
convinced us that the main cause of the lack of international cowparability of wmortality
statistics, or Indeed of the unreliability of such statistics, is the indiscriminate pooling
of data of vavious degrees of reliability in an attempt £b produce "naticnal staristics.

When certain statistices complled by a civil vival registration svstem ave stated to be
based, as regards causes of death, on verbal statements made to the registrars by menbers of
the family of the deceased, unsubstantiated by medical opinion, because in most cases the
fatal iliness was not medically attended, thep one knows, or at leéast one may guess, to what
extent the diagnoses of cause must be discounted. In such statistics; certain "diagnoses”
have a greater degree of credibility than others.

These diagnoses of cause of death, coupled with a fairiy reliable &dge and sex

distripution of such deaths, will allow some estimate to be made of the heslth situation of
the population concerned.

1f, however, one deals with a mixture of Heterogeneous disgnoses, some from attending
physicians, some from medical death certifiers (post-mortem Inspection), and others made by
lay registrars from statements from the families, it becomes gquite impossible to estimate the
significance of these diagnoses and of their vesulting wmixture.

Where civil registration does not exist, the mixture of medicsl diagnoses From
physicians and of semi~medical disgnoses from dressers and nurses in the ocutlying
digpensaries is eyually undesirvable. The two sets of data, 1f separafe, would be valuable:
but they are spoiled by their very mixture.l

The practical conclusion is that mortality statistics based on data collected under
different conditions and with diagnoses of cause made by diffevent types of persons should be
kept separate, even if issued in the same publication, with very precise statements as
regards the areas covered and the reliability of the date {(registration areas of different
gradesy,

5. belationships between the proposed system lay recovding of causes of death and the
health administration on the one lhand, and the civil or vital registration system where
it does exist, on the other :

5.1 ir should be guite clear from the above description that it i¢ not recommended, or even
suggested, that a system of wital and health recording be built up independently of the
health administration; nor is it intended to favour the use of lay personnel in preference
to medical or semi-wedical personnel.

The system described is designed first and foremost to provide basic health data for the
health administration, in aveas where there is no medical or semi-medical personnel.

1 e following comparison illustrates the point. If the water supply of & community

includes both a small spring of pure water and abundant but dirty water from a river, nothing
will be gainea by mixing them. & lirtle clean water added to the dirty water will not make

it appreciably better; and the addition of even a little dirty water to the clean will be
sutficient to spoil dit.
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5.2 It is believed, however, that the establishment of more hospitals and of more medical
outposts in the future, when trained medical or semi-medical staff becomes available, need
not do away with the system proposed, as presumably the medical staff will remain primarily
concerned with morbidity while the system relates essentially to mortality and its causes.

5.3 'The hospital or medical posts data relate only to patients seeking medical assistance,
and such patients may be attracted from a wide and undefined area. They cannot therefore
provide rates related to any definite population.

5.4 The mortality recording by lay personnel is, on the other hand, sharply limited to a
definite population and is intended to cover all deaths within that population. With a
varying degree of reliability it will therefore provide mortality rates.

5.5 While the system described is primarily intended as a sample one, it may, if successful,
be gradually extended to cover increasingly large areas (health recording areas). It may

also be improved in such a way as to constitute the nucleus of a regular vital registration
system. . .

5.6 Indeed, where such civil registration system does already exist, it should be readily

merged with it, to provide information on causation of deaths in addition to their mere
recording.

6. Summary

A system is described for the recording of vital events and crude causes of death by
laymen in underdeveloped areas without medical or even semi-medical personnel.

Simple forms are suggested for this purpose, together with a list of 21 causes of
death, These forms are so worded as to enable a "non-medical” person to use them, and thus
furnish to the health authorities basic data which, when interpreted by an epidemiologist,
will give them some idea of the health conditions and needs of the population concerned.
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APPENDIX

Approximate relationship between the NM List of Causes of Death

and the Abbreviated (B) List, and the Detailed
International Statistical Classification

-NM Category

WK 1 ACCIDENTS

NM 2 ATTACKS FROM VENOMOUS AND
OTHER ANTHMALS

Wt 3 INJUKY BY OTHER PERSON
(HOMICIDE)

NM 4 SULCIDE

Ny . 5 DEATH OF WOMAN IN CHILDBIRTH

‘Nt 6 BELLYACHE WITH DTARRHOEA

Nri 7 BELLYACHE WITHOUT DIARRHOEA

Nei. 8 COUGH WITH SHORT ILLNESS

N Y COUGH WITH LONG ILLNESS

Corresponding categories in:

International Abbreviated List

Motor vehicle accidents
Other accidents

Homicide
Death in war

Complications of

 pregnancy -
Childbirth and
puerperium

Cholera

Dysentery

Salmonella infections
Food poisoning
Gastroenteritis

Ulcer of stomach and
duodenun

Appendicitis

Hernia and intestinal
obstruction

Peritonitis

Also in females:

diseases of ovaries,
tubes and uterus

Influenza
Prieumonia and
bronchopneumonia
Whooping cough
Acute bronchitis

Pulmonary tuberculosis

Bronchitis, unqualified
and chronic

Lung abscess

Bronchiectasis
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"BE 47
BE 48

B 50

 BE 49

B 40

Detailed

International

Classification

E 810-835
E 800-802
E 840-965

E 927, 928

E 980-985
E 990-999

E 970-979

640-652
670-689 -
043
045-048
041-042
049

571~573
785

540-541
550-553

560, 561, 570
576, 577, 578
584, 587, 784
785, 011

622-626
630-633

480-483
490~493
056
500
001-008
501-502

521
526, 783



Nix

Nid

Nk

M

M

M

NM

190

11

12

13

14

15

16

i 17

N Categorz

SHORTNESS OF BREATH WITH

SWELLING OF LEGS

SUDDEN DEATH (STROKE)

DIFFICULTY OR PAIN IN
PASSING URINE

YELLOW SKIN AND EYES,

WITH SHORT ILLNESS

YELLOW SKIN AND EYES
WITH LONG ILLNESS

LUMPS. (TUMOURS)

FEVEK WITH SKIN ERUPTION

FEVER WITH HEADACHE AND
STIFF NECK

Appendix

Corresponding categories in:

International Abbreviated List

Chronic rheumatic
heart disease
Other diseases of heart
Hypertension with
heart disease
Hypertension without
nention of heart
disease

Vascular lesions
affecting the central
nervous system

Arteriosclerotic and
degenerative heart
disease

Diseases of urinary
tract

Nephritis and Nephrosis

Hyperplasia of prostate

Yellow fever
Acute atrophy of liver
Leptospirosis

Cirrhosis of liver
Cancer of liver
Other diseases of liver

Malignant neoplasms

Benign and unspecified
neoplasm

Goitre

Elephantiasis

Smallpox

Measles

Typhus and other
rickettsioses

Tuberculous meningitis
Cerebrospinal
meningitis
Non-meningococcal
meningitis
Acute encephalitis
and poliomyelitis
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B 13
B 14

B 15

p- B
B 23

16

Detailed

“International

Classification

410-416
430-436

440~443

bhtimb47
522, 782

330~334
420~422
782, 795.2
795.4

600~609
590-594
610-612
786, 016

091
580
072
581
155-156
582586
140-205
210-23%
250-254
127

084
085

100-108
010
057

340
080-083

342-344
392-393



Appendix

Ny 18

N 19

M 20

Nm 21

N Category

FEVER WITH REPEATED ATTACKS

FEVERS —~ OTHER (UNQUALIFIED)

OTHER KNOWN CAUSES OF DEATH

UNKNOWN CAUSE

Corresponding categories in:

International Abbreviated List

Malaria .
Relapsing fevers
Brucellosis

Typhoid fever

Rheumatic fever

Trypanosomiasis

All other infective and
parasitic diseases

Diabetes

Mental and neurological

conditions

Diseases of the sensory
organs

Diseases of the organs
of movement )

All other diseases

21.1 In a newborn baby
{at birth)

-Congenital
malformation
Birth injuries,
asphyxia and
atelectasis
~ Infections of
newborn
Inmaturity

21.2 In a suckling
Diseases of early
infancy
Gastroenteritis

21.3 In an old person

Senility

21.4 In other age—groups
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B 16

p. B 17

oW
B e

p. B 17

B 20

B 46

B 41

B 42

B 44

p. B 45

Detailed
International

Clagsificatior

110-117
G671

044

040
400-462
121

260
780, 300-326
690-716

720-749, 787

750-759

760-762

767-771
774=776

772-773
571.0

795

795
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ORGANISATION MONDIALE DE LA SANTE

ORICINAL :ENGLISH

INTERNATIONAL CONFERENCE FOR THE TENTH REVISION
OF THE INTERNATIONAL CLASSIFICATION OF DISEABES

Geneva, 26 September-~ 2 Uctober 1989

STATUS AND DEVELOPMENT OF THE INTERNATIONAL CLASSIFICATION
OF IMPATRMENTS, DISABILITIES AND HANDICAPS

by
Unit of Development of Epidemiclogical and Health Statistical Services
Background

The publication of the International Classification of Impalrments,
Disabilities, and Handlcaps (ICIDH)Y was approved "for trial purposes” by the World
Health Assembly in 1976. The classification provides a basis for ovder in
conceptualizing and planning activities dealing with the counsequences of disease.
The introduction descridbes a progression of consequences following a disease event:
a pathological change leads to lwmpalrment of structure or function, which anay lead
to disabliity « defined as wmodification or loss of the individual's ability to carry
out certaln activities; the disability mey Interact with the environment of an
individual in such a way as to reduce the capacity to fulfil the role expected of
this individeal, thus creating a handicap.

ICIDE was published in English by WHO in 1980. The Clasgsification and its
introduction have been or are beluop translated into a dozen languages (see Annex
1}« Its presentaticon of the basic consequences of disease has triggered major
chanpes in attitude and practice among those working in the fleld of disablement,
including policy makers, Insurance organizations, etaff working in patient care and
rehabilitation, and organizations representing and concerned with people with
disabilities.

Research and development on the ICIDH

This has followed a number of paths:
1. Definitions

A11 three major definitions have undoubtedly been instrumental in changing
attitudes to disablement. The defindtion of impalrment, an area where there is
considerable overlap with the terms included in the International Classification of
Diseases (ICD), has been wilidely accepted. The definition of disability broadly
matches the fileld of action of rehabilitation professionsals and groups, although the
assoclated D=pode is felt to pay insufficient attention to the gradation of
saverity, which 1s often a predictor of handicap. Problems of grading and problems
of boundaries with handicap and lwmpairment are felt to be particulariy severe in the
field of mental disability. Expressing a view which is wmore than mere semantics,
several authors have suggested that the definiviong of disability rely more on the

This document is not issued to the general public, and Ce document n’est pas desting a &vre distribué au grand public
Al vights are reserved by the World Health Organization at tous les droits v afférents sont réservés par "Organisation
IWHO), The document may not be reviewed, abstracted, mondiale de 1z Santé {OMS), 11 ne peut &tre commaenté, résumé,
quoted, reproduced or transiated, in part or in whole, cité, reproduit ou traduit, partiellement ou en totalitd, sans
without the prior written permission of WHO. No pant une autorisation préalable écrite de UOMS, Aucune partie
of this document may be stored in a retrieval system or ne doit 2tre chargée dans un systéme de recherche documen-
wasmitted in any form or by any means - electronic, taire ou diffusée sous guelqus forme ou par quelgue moyen
mechanicsl or other without the prior written permission que ce soit - électronique, mécanique, ou autre - sans ung auto-
ot WHO, risation préalable éorite de VOMS,

The views expressed in documents by named authors are Les opinions exprimées dans les documents par des auteurs
wiely the responsibility of those authors. citds nommeément n'engagent que lesdits auteurs.
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{residual) abilitvies ¢f patients, in‘other words on what people can do rather than
on what they cannot do. There is an Increasingly expressed wish to revise the
definition of handicap so as to pulb more emphasis on the effect of the environment,
since handicaps result from factors in the environment which affect partlcularly
those with disabilities, and the classification should deal as puch with those
facteors as with charactevistics of the individual.

2. Burvevs

Populstion surveys using instruments compatible with the I- and D-codes have
been used in several countries.  Specialist surveys loosely based on the ICIDH have
also been carried ocut, most notably in the field of mental health. The ICIDH has
generally felt to be a useful and practical instrument in these surveys, although it
has required ad hoc adaptation. Unfortunately, there have been a number of surveys
in which the designers departed extensively from the ICIDH, and these have been
gquoted subsequently as- examples of the unsoltability of the tlassificatien for
SULVeY Purposes’

The United Hatlons Statistical 0ffice hss established a data base which pools
data from over 60 countries, and has orgenized or veorganized the presentation of
these data o the basis ofthe ICIDH. ~This provides a starting point for national
surveys and will hopefully further encourage the sensible usge of the ICIDH in this
field,

3. Patient vegistration and rehabilitation

The ICIDH has been used as the basgis for assessment of status and progress by
rehabilitation professionals in several filelds and many countries, including
developing countries from South Awmerica and Asia and its usefulvess in this area is
Inereasingly appreciated. - The dvailability ofa standavd approach has also
attracted. thogse dnvolved with insurance gssesspent, and derivatives of the TCIDH are
in use in at least Chres countries as the basiz for comparison of insurance claims
assessment,

The chief deficit felt by these who have used the ICIDH in the sbove areas is
that of avallable gradings. Another difficulty is that of the suitabilicy of ICIDH
for use by health personuel in developing countries; a ghortened or simplified
version may have to be envisaged.

4. Policy formulation

The conceptual basls of JCIDH has positively affected the development of
policies relating to disablement in the Netherlands, the Federal Bepublic of
Germany, Quebec {(Canada) and France. This often avose because high guality data
based on the classification were available. In (Quebsc, the policies for the
disabled have been very largely influenced by the Office des Personnes Handicapées,
which has taken the concepts of the ICIDH as the basis of many of its policy
decisions. In France, an official nomenclature of impairments, disabilities and
handicaps (Nomenclature des déficiences, incapacitéds, désavantages), very closely
based on the ICIDH, was issued on 4 May 1988 by the Ministére des Affaires soclales
et de l'emplol, for use in studiesz and statistical work.
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One particularly interesting development with implications for the assessment of
progress towards the goals of Health for All has been the increasing interest in the
measurement of life expectancy free from disability (LEFD), which provides a more
qualitative approach to the measurement of life expectancy. The measurement of LEFD
makes considerable use of the ICIDH in defining disability wvalues.

ICIDH and the ICD

The Tenth Revision of the ICD has been formulated in such a way as to enable the
development of a family of classifications. As the only classification concerned
with consequences of disease and its impact on everyday life rather than with the
disease itself or its etiology, the ICIDH is an important part of the family, and it
is necessary to maintain some sort of common ground between the ICIDH and the ICD to
simplify the parallel use of the two classifications., There is some concordance
between the ICD and the I-code of the ICIDH, and the possibility has been considered
of doing away with the I-code and using the ICD instead. This is unlikely, however,
since the ICIDH considers functions first and foremost, a topic which is little
considered by the ICD. There is also some overlap between the ICD and parts of the
Disability code, but the dimension of severity, which is central to the D-code, is
generally absent in the ICD. ‘

Future developments

Some of the main areas in which work will be needed are the relationship of
ICIDH items to ICD, the continuing application of ICIDH in mental health, and the
development of ICIDH application to developing countries. As regards the latter
point, there are encouraging signs that the ICIDH is being investigated and
recognized as a practical tool in the American Region (Venezuela, Cuba) and in
Pakistan, but, as stated earlier, the current format of ICIDH may require further
adaptation.

Work is in progress on the ICIDH in several countries, and has been reviewed at
several international meetings in recent years. A collaborating centre has been
established in the Netherlands, and others are under way. These centres will share
with each other and with WHO the results of their work, and will at the same time
assist the coordination of work within their respective countries. The Office des
Personnes handicapées du Québec has in recent years paid particular attention to
work on definitions of handicap which take into account the role of physical and
social enviromment; this important development should affect future revisions of
ICIDH. The recent publication of a French version of ICIDH has renewed interest in
a version of the introduction to ICIDH adapted for the general publiec; this would
allow for a wider dissemination of its concepts to the general public, including
persons with disabilities. Such a version should be considered by WHO together with
the various centres involved.

The ICIDH is increasingly recognized as the classification which provides a
common information base for complex and multisectoral activities in the field of
disablement. It is likely that the impairments code will remain essentially
unchanged in format. From the experiences of the groups that have used it, the
Disabilities code needs a fairly major revision. BHandicap is so much determined by
¢ulture that any attempt to achieve comparability of coding of handicap between
cultures is very problematic. However, the demands from organizations of the
disabled to give greater emphasis to envirommental influences in the H-code suggests
that there is need for such a classification; the reformulation of this
classification will require extensive consultation with such organizations and with
poelicy makers.
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An ongoing bibliography of uses of ICIDH has been established by the Netherlands
Collaborating Centres and should serve as a primary veferénce on the uses of ICIDH,

The rate of evolution of ldeas and practices in the management of disablement
hag ruled out the production of a revised ICIDH in time to be submitted Co the
Revision Conference. At the same time, these changes demand a more flexible coding
which takes into account the ICD but which is not governed by it. A definitive
revision is therefore unlikely to be issued before 1993,
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Versions of ICIDH known to DES

Chinese

[International classification of impairments, disabilities and handicaps}, Beijing:
People’s Health Publication House, issed by Beijing Booksellers 1987. 300 pp.

Czech

Mezindrodni klasificace poruch disaptibility a handicapu. Bratislava (Limbova ul.,
5 83305) 1984. 144 pp. Issued as Rehabilitdcia, 1984, 17 (suppl 28).

Dutch

Internationale classificatie van stoornissen, beperkingen en handicaps 1980.
Voorburg: Raad voor gezondheidsresearch, Prinses Beatrixlaan 428 Postbus 959 2270AZ,
1981. 156 pp (introduction to the English-language version omitted),

French

Classification internationale des handicaps : déficiences, incapacités et
désavantages. Paris : INSERM/CINERHI/OMS (diffusion PUF) 1988. 203 pp.

Italian

Classificazione internazionale delle ménomazioni, disabilita, e delle svantaggi
esistenziali. Milano (Centro lombardo per 1'educazione sanitaria, via P Pancrazi
12) 1983. 200 pp (introduction to the English-language version omitted).

Japanese

[International classification of impairments, disabilities and handicaps]. Tokyo
(Statistics and Information Department of the Ministry of Health and Welfare) 1984.
373 pp (includes text in English and in Japanese).

Rusgian

Mezdunarodnaja klassifikacija naruseniij snizenija trudosposobnosti i social’noj

nedostatocnosti. Moscow (Ministry of Public Health, USSR (Semasko Institute, ul
Obukha 12) 1982, 187 pp.

Serbocroatian

Meduradnodna klasifikacija ostecenja, invaliditeta i hendikepa. Zagreb (Ministry of
Health, Republic of Croatia) 1986. 163 pp.

Spanish
Clasificacién internacional de deficiencias, discapacidades y minusvalias, Madrid
(Instituto nacional de servicios sociales, calle Maria de Guzmin 52, Madrid-3),

1983, 281 pp.

A German and a Portuguese version are expected in 1989/1990. Other language
versions are under consideration.
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SPECIAL TABULATION LISTS FOR ICD=-10

Introduction

The WHO mortality date bank recelves information frow countries at varying
levels of aggregation. Some provide the full three-digit or even four-digit detail,
while others report ounly at the level of the Basie Tabulation List (BTL). Data are
only retalned in the data bank however at the level of the BTL. The BTL, which was
introduced at ICD~9, had been intended to provide a basic list for intersational
reporting while allowing a certain flexibility at the national level. = However, in
practice, the absence of residual categories cauvsed difficulties in data processing,
while the inclusion of 1ltems from the four-digit subcategory level of ICD-% meant
that the list could not be used by countries which did not code to that level.
Flexibility was lost when the BYL was published with an alphabetical index which
included codes for residual iftems that did not appear in the list. ~4s a resuly of
these problems Internationsl comparability was affected and countries did not
recelve sufficlent guidance {o the development of national lists. Moreover, the BTL
did not easily facilitate the assessment of leading csuses of death. This has
become increasingly Important for Member States in the evaluation of thelr national
health for all strategles. In order to overcome these difficulties the special
tabulation lists were reviewed and discussed at several meetinps of Heads of WHO
Collaborating Centres for Classification of Diseases and two consultations on short

lists were convened by WHD.

Mortality tablulation lists

A Consultation on Short Lists for ICD-10 was bheld in Seneva from 16 to 20

Hovember 1987 (WHO/DES/RC/ICD-10/87.34%.

This group drafted a general mortality

short 1ist of 77 itews and an Infant wortalivy short list of 54 items, but had
insufficient time to develop recommendations for morbidity short lists.

In drafring the two mortality short lists the consultstion considered that
bearing in mind the criteria of fregquency, gravity, cost to the community and
special Interest In public health previously established by the Centre Heads, the
lists should include those diseases which are the subject of international
prevention programmes and which ave ilmportant for health situation assessment
(including the determination of leading causes), the planning and management of

health services, surveillance and research.

This inciudes the diseases which are

covered by the International Health Regulations, other diseases under international
surveillance, and the target dissases of the WHO Expanded Programme on Immunization.

This document is not kssued to the general public, and
all rights are reserved by the World Health Organization
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The consultation strongly recommended that WHO should establish and maintain a
mortality data bank for ICD-10 at the three-character level, This recommendation
follows logically from the reguirement that countries use ICD, at least at the core
classification level. Most countries currvently reporting data te WHO are already
doing so at this level of detail. Others may be esncouraged to do so by having WHO
get this level as 4 target. The storage and retrieval of data at the
three-character level would also greatly enhance the utility of the WHO data bank by
avoiding serious losses of information resulting from grouping rubrics which cannot
be subsequently separated,

The consultation also recommended: that the Mortality Short list and the Infant
Mortality Short list be used as reporting lists for those countries unable to submit
data at the three-character level and by WHO and the United Nations as the basis for
the publication of mortality data by cause.

The general mortality short list was evaluated by WHO in terms of the coverage
of the specific items in the list and the results were discussed by the Centre Heads
in June 1988. The Centre Heads then made a number of recommendations for amendment
to the list and the resultant list was further evaluated by WHO.  On the basis of
this evaluation a further vevision of the list was submitted to the Centre Heads
when they met again in February 1989,

In order to make the list more meaningful it was proposed by the Centre Heads
that the chapter titles should be included in the lists as well as residusl items
for chapters where necessary.

In reviewing the infant mortality list the Centre Heads guestioned whether it
would be preferable to have a list that was suitable for deaths up to the age of
five years, with the addition of accidents and other causes relevant to that
age-group, in view of the fact that mortality up to age five was a more robust
indicator than infant mortality.

In order to facilitate the meaningful ranking of leading causes of death the
mortality short lists as proposed contain two distinct types of residual groups of
diseases., Homogeneous groups to be included as leading causes of death are labelled
"Other ...", while groups containing widely disparate conditions are labelled
"Remainder of ..." or *All other ...%". It is recommended that those tabulating
leading causes of death should do so from the items as defined in the general
mortality short list of 75 causes (Annex A) with the exception of those items
labelled "Remainder of .. " or "All other ...".

It is proposed that ICD-10 should contain detailed guldance on the derivation
of leading causes of death and on the adaptation and extension of the tabulation

lists for national purposes.

Morbidicy Tabulation Lists

A Consultation on Morbidity Short lists for ICD-10 (DES/ICD/C/89.36) was held
in Geneva from 7 fo 11 November 1988. The consultation recommended two lists, a
short tabulation 1ist using an approach similar to that of the ICD-9 Basic
Tabulation List and an intermediate list showing 298 causes. Both these lists were
based on the dagger axis of classification,
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The short tabulation list included chapter titles and identified certain
specific conditions or groups of conditions within the chapters containing a total
of 65 entries. The intermediate list was seen as a basis for national lists and for
intercountry comparisons. The Centre Heads at their meeting in February 1989
recommended that to be useful the intermediate list should also include the chapter
titles and to ensure flexibility it should be unnumbered.

Six tabulation lists are proposed as follows:

GENERAL MORTALITY SHORT LIST (Annex A)
75 causes

MORTALITY TABULATION SHORT LIST (Annex B)
100 causes

GENERAL INFANT AND CHILD MORTALITY SHORT LIST (Annex C)
50 causes

INFANT AND CHILD MORTALITY TABULATION SHORT LIST (Annex D)
66 .causes

SHORT TABULATION LIST FOR MORBIDITY (Annex E)
this list includes 19 chapter titles (external causes are excluded and
diseases of the eye and ear form a single group) and 51 detailed items.

INTERMEDIATE TABULATION LIST FOR MORBIDITY (Annex F)
this list includes the 19 chapter titles (as above) and 298 detailed items.
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24,
25.
26.
. Malignant
28,

29.
30.
31.
32.
33.
34,

35.
36.
37.
38.

39.
40,
41.

Cholera

Diarrhoea and gastroenteritis of presumed infectious

origin

GENERAL MORTALITY SHORT LIST

Other intestinal infectious diseases
Respiratory tuberculosis
Other tuberculosis

Plague
Tetanus

Diphtheria
Whooping cough

transmission

Malignant
Malignant
Malignant

Malignant
ducts
Malignant
Malignant
Malignant
Malignant
Malignant
Malignant

. Acute poliomyelitis
. Yellow fever

. Other anthropod-borne viral haemorrhagic fevers
. Measles
. Viral hepatitis
. Human immunodeficiency virus [HIV] disease
. Malaria
. Leishmaniasis

. Trypanosomiasis
. Schistosomiasis
. Remainder of certain infectious and parasitic
diseases

neoplasm
neoplasm
neoplasm
neoplasm
neoplasm

neoplasm
neoplasm
neoplasm
neoplasm
neoplasm
neoplasm

of uterus

Malignant
Malignant
Malignant
Malignant

neoplasm
neoplasm
neoplasm
neoplasm

parts of nervous
Non-Hodgkin's lymphoma
Leukaemias
Remainder of malignant neoplasms

of
of
of
of
of

of
of
of
of
of
of

of
of
of
of

. -Meningococcal infection
. Septicaemia
. Infections with a predominantly sexual mode of

lip, oral cavity and pharynx
oesophagus

stomach

colon, rectum and anus

liver and intrahepatic bile

pancreas
larynx

trachea, bronchus and lung
breast

cervix uteri

other and unspecified parts

ovary
prostate
bladder
meninges, brain and other

system
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AQ0
AQG9

AQL1-AO8
Al5-Al156
Al7-A19
A20
A33-A35
A36
A37
A39
ALO-ALL
A50-A64

A80

A95

A90-A94, A96-A99

BO5

B15-B19

B20-B24

B50-B54

B55

B56-B57

B65

A21-A32, A38, A4Z-A49,
A65-A79, A81-A89, B0OO-BO4
B06-B09, B25-B49, B58-B64
B66-B99

C00-Cl4

Cl15

Cl6

Cc18-Cc21

€22

C25
C32
€33-C34
G50
€53
€54-C55

C56
€61
Cc67
C70-072

C82-C85

C91-C95 ,

Cl7, €23-C24, C26-C31,
€37-C49, €51-C52, C57-C60
€62-C66, €68-C69, C73-C81,
€¢88-C90, €96-C97



42,
43.
44 ,
45,

46.
47.

48,
49.
50.
51.
52.
53.
54.
55.
56.
57.
58.
59.
60.
61.
62.
63.
64,

65.
66.

67.

68.
69.
70.
71.
72.
73.

74 -
75.

Anaemias

Diabetes mellitus

Malnutrition

Mental and behavioural disorders due to
pyschoactive and other substance use

Meningitis

Acute rheumatic fever and chronic rheumatic
heart disease

Hypertensive disease

Ischaemic heart disease

Other heart disease

Cerebrovascular diseases

Remainder of diseases of the circulatory system

Influenza

Pneumonia

Other acute lower respiratory infections

Chronic lower respiratory diseases

Remainder of diseases of the respiratory system

Gastric and duodenal ulcer

Diseases of liver

Glomerular and renal tubulo-interstitial diseases

Pregnancy with abortive outcome

Other direct obstetric deaths

Indirect obstetric deaths

Certain conditions orlglnatlng in the perinatal
period

Congenital malformations, deformations and
chromosomal

Symptoms, signs and abnormal clinical and

" ‘laboratory findings NEC

All other diseases

Transport accidents

Falls

Accidental drowning and submersion

Exposure to smoke, fire and flames

Exposure to forces of nature

Accidental poisoning by and exposure to noxious
substances '

Assault

All other external causes
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D50-D64
E10-El4
E40-E46
F10-F19

GO0, GO3
100-109

110-115
120-125
I126-151
160-169
I70-199
J12-J13
J14-320
J10-J11,

"J40-347

J21

J00-J06, J30-J339, J6O J9s

K25-K27
K70-K76
NOO-N15
000-008
010-092
098-099

POO-P95

Q00-Q99
RO0-R99

DO0-D48,
E20-E35,
F20-F99,
K00-K22,
1.00-198,
095-099,
vV00-v99
w00-w19
W65-W74
X00-X09
X30-X39
X40-X49

X85-Y09

W20-W64,

X50-X%84.,

D65-D89,
E50-E90,

G04-G99

500-T98

EQO-EOQ7
FO1-F09

, HOO-H95,
K27-K66,
MOO0-M99,

K80-K92,
N17-N99,

W75-W99, X10-X29,

Y10-Y89



25.
26.
27.
28.
25.
30.

31.
32.
33.
34.
35.
36.

37.
. Malignant
39.
40.

41.
42.
43.

MORTALITY TABULATION SHORT LIST

CERTAIN INFECTIOUS AND PARASITIC DISEASES

Cholera

Diarrhoea and gastroenteritis of presumed infectious

origin

Other intestinal infectious diseases
Respiratory tuberculosis
Other tuberculosis

Plague
Tetanus

Diphtheria

. Whooping cough
. Meningococcal infection
. Septicaemia
. Infections with a predominantly sexual mode of

transmission

. Acute poliomyelitis
. Yellow fever

. Other anthropod-borne viral haemorrhagic fevers
. Measles :

Viral hepatitis

NEOPLASMS
Malignant
Malignant
Malignant
Malignant
Malignant
ducts
Malignant
Malignant
Malignant
Malignant
Malignant
Malignant

neoplasm
neoplasm
neoplasm
neoplasm
neoplasm

neoplasm
neoplasm
néoplasm
neoplasm
neoplasm
neoplasm

of uterus

Malignant

Malignant
Malignant

neoplasm
neoplasm
neoplasm
neoplasm

parts of nervous
Non-Hodgkin’s lymphoma

Leukaemias

of
of
of
of
of

of
of
of
of
of
of

of
of
of
of

. Human immunodeficiency virus [HIV] disease
. Malaria
. Leishmaniasis

. Trypanosomiasis
. Schistosomiasis
. Remainder of certain infectious and parasitic
diseases

lip, oral cavity and pharynx
cesophagus

stomach

colon, rectum and anus

liver and intrahepatic bile

pancreas

larynx

trachea, bronchus and lung
breast '
cervix uteri

other and unspecified parts

ovary

prostate

bladder )
meninges, brain and other

system

Remainder of malignant neoplasms

- 169 —

AOC-BY9S
AOO
AO9

AQ1-A08
Al5-Al16
Al7-A19
A20
A33-A35
A36
A37
A39
AL0O-A41
A50-A64

A80

A95

A90-A94, A96-A99

BO5

B15-B19

B20-B24

B50-B54

B55

B56-B57

B65 :

A21-A32, A38, A42-A49
A65-A79, A81-A89, BOO-BO4,
BO6-B09, B25-B49, B58-Bé64,
B66-B99

C00-D48

€00-Cla

Ci5

clé

¢18-GC21

€22

€25
c32
¢33-C34
G50
€33
C54-C55

Cs6
Cc61
Cc67
C70-C72

C82-C85

€91-C95

Cl7, €23-C24, €26-C31,
€37-C49, €51-C52, C57-C60
€62-C66, C68-C69, C73-C81,
€88-C90, C96-C97



44,
45.

46.
47.

48.

50.
51.

52.
53.

54,
55.
56.
57.
58.
59.

61.
62.

Remainder of neopldsms

DISEASES OF THE BLOOD AND BLOOD-FORMING ORGANS AND
CERTAIN DISORDERS INVOLVING THE IMMUNE MECHANISM

Anaemias

Remainder of diseases of the blood and blood-forming

organs and certain disorders involving the
immune mechanism
ENDOCRINE, NUTRITIONAL AND METABOLIC DISEASES

. Diabetes mellitus

Malnutrition

Remainder of endocrine, nutritional and metabolic

diseases
MENTAL AND BEHAVIOURAIL DISORDERS
Mental and behavioural disorders due to
psychoactive and other substance use
Remainder of mental and behavioural disorders
DISEASES OF THE NERVOUS SYSTEM
Meningitis
Alzheimer’s disease
Remainder of diseases of the nervous system
DISEASES OF THE EYE AND ADNEXA

. DISEASES OF THE EAR AND MASTOID PROGESS

DISEASES OF THE CIRCULATORY SYSTEM
Acute rheumatic fever and chronic rheumatic
heart disease

. Hypertensive disease

. Ischaemic heart disease

. Other heart disease

. Cerebrovascular diseases

. Atherosclerosis

. Remainder of diseases of the circulatory system
. DISEASES OF THE RESPIRATORY SYSTEM

Influenza

. Pneumonia

. Other acute lower respiratory infections

. Chronic lower respiratory diseases :

. Remainder of diseases of the respiratory system
. DISEASES OF THE DIGESTIVE SYSTEM

. Gastric and duodenal ulcer

. Diseases of liver

. Remainder of diseases of the digestive system

. DISEASES OF THE SKIN AND SUBCUTANEOUS TISSUE

DISEASES OF THE MUSCULOSKELETAL SYSTEM AND
CONNECTIVE TISSUE

. DISEASES OF THE GENITOURINARY SYSTEM
. Glomerular and renal tubulo-interstitial diseases
. Remainder of diseases of the genito-urinary system
. PREGNANCY, CHILDBIRTH AND THE PUERPERIUM

. Pregnancy with abortive outcome :

. Other direct obstetric deaths

. Indirect obstetric deaths )
. Remainder of pregnancy, childbirth and the puerperium 095-097
. CERTAIN CONDITIONS ORIGINATING IN THE PERINATAL

PERIOD -
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DO0-D48
D50-D89

D50-D64
D65-D89

EO0-E89

E10-El4

E40-E46

EQ0-E07, E15-E34,
E50-E89

FO1-F99

F10-F19

F01-F09, F20-F99
G00-G98

GO0, GO3

G30 .

G04-G25, G31-G98
HOO-H59

H60-H95

I00-199

I100-109

I10-115
120-125
126-151
160-169
170
171-199
JO00-J98
J12-J13
J14-320
J10-J11, J21
J&0-347

J00-JO6, J30-J39, J60 J98

K00-K92
K25-K27
K70-K76
KO0-K22, K28-K66, K80-K92
L00-1.98
M00-M%9

N0OO-N99
NOG-N15
N17-N99
000-099
000-008
010-092
098-099

P00-P95



90. CONGENITAL MALFORMATIONS, DEFORMATIONS, AND Q00-Q99
CHROMOSOMAL ' ABNORMALITIES

91. SYMPTOMS, SIGNS AND ABNORMAL CLINIGAL AND LABORATORY R0OO-R99
FINDINGS NOT ELSEWHERE CLASSIFIED

92. EXTERNAL CAUSES OF MORBIDITY AND MORTALITY VO0-Y89

93. Transport accidents v00-v99

94. Falls W00-w19

95. Accidental drowning and submersion W65-W74

96. Exposure to smoke, fire and flames ; X00-X09

97. Exposure to forces of nature X30-X39

98. Accidental poisoning by and exposure to noxious X40-X49
substances ‘

99, Assault X85-Y09

100. All other external causes W20-W64, W75-W99, X10-X29,

X50-X84, Y10-Y89
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25.

26.
27.
28.
29.
30.
31.
32.

33.
34,

35.
36.

37.
38.

39.
40.

GENERAL INFANT AND CHILD MORTALITY SHORT LIST

Diarrhoea and gastroenteritis of presumed infectious
origin

Other intestinal infectious diseases

Tuberculosis E

Tetanus

Diphtheria

Whooping cough

Meningococcal infection

Septicaemia

Acute poliomyelitis

. Measles ‘ ,
. Human immunodeficiency virus [HIV] disease
. Other wviral diseases

. Remainder of certain infectious and parasitic

diseases

. Leukaemia

. Remainder of malignant neoplams

. Anaemias

. Remainder of diseases of the blood and blood-

forming organs and certain disorders involving
the immune mechanism

. Malnutrition and other nutritional deficiencies

. Meningitis

. Remainder of diseases of the nervous system

. Pneumonia

. Other acute respiratory infections

. Diseases of the digestive system

. Fetus or newborn affected by maternal factors and by

complications of pregnancy, labour and delivery

Disorders relating to length of gestation and
fetal growth

Birth trauma

Intrauterine hypoxia and birth asphyxia

Respiratory distress

Congenital pneumonia

Other respiratory conditions of newborn

Bacterial sepsis of newborn

Omphalitis of newborn with or without mild
haemorrhage

Haemorrhagic and haematological disorders of fetus
newborn

Remainder of perinatal conditions

Congenital hydrocephalus and spina bifida

Other congenital malformations of the nervous
system

Congenital malformations of the heart

Other congenital malformations of the
circulatory system

Down’s syndrome and other chromosomal abnormalities

Other congenital malformations
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AO09
A00-A08
Al5-A19
A33, A35
- A36
A37
A39.
A4O-A4L
A80
BOS
B20-B24

A81-BO4, B06-B19
B25-B34

A20-A32, A38, A42-A79
B35-B99

€91-C95

€00-C90, C96-C97
D50-D64

D65-D89

E40-E64
G00-GO3
G04-G98
J14-320
Jo0-J13, J21
K00-K92
POG-PO4

PO5-PO8

P10-P15
P20-P21

- P22

P23
P24-P28
P36
P38

P50-P61

P29, P35, P37, P39,
P70-P95

Q03, Q05

Q00-Q02, Q04, Q06-Q07

Q20-Q24
Q25-Q28

Q90-Q99
Q10-Q18, Q30-Q89



41.
42

43,

44,
. Accidental drowning and submersion
46.
47,
48,

49.
50.

Sudden infant death syndrome

Other symptoms, signs and abnormal clinieal and
laboratory findings NEC

All other diseases

Transport accidents

Other accidental threats to breathing

Exposure to smoke, fire and flames

Accidental poisoning by and exposure to noxious
substances

Assault

All other external causes
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R95
ROO-R94,

DO0-D48,
FO1-F99,
J30-J98,
N0O-N99
V01-V99
W65-W74
W75-W84
X00-X09
X40-X49

X85-Y09
Wo0-Wé4,
X50-X84,

R96-R99

E00-E34, E65-E89
HOO-H95, I00-199
L00-L98, M0O-M99,

W85-W99, X10-X39,

Y10-Y89



14.

15.
l6.
17.
18.
19.

20.
21.

22.
23.
24,

25.
26.
27.
28.
29,
30.
31.
32.
33.
34,
35.
36.

37.
38.

39,
40.

~ INFANT AND CHILD MORTALITY TABULATION SHORT LIST

CERTAIN INFECTIOUS AND PARASITIC DISEASES

Diarrhoea and gastroenteritis of presumed infectious

origin
Other intestinal infectious diseases
Tuberculosis
Tetanus
Diphtheria
Whooping cough
Meningococcal infection
Septicaemia

. Acute poliomyelitis

. Measles

. Human immunodeficiency virus [HIV] disease
. Other wviral diseases

Remainder of certain infectious and parasitic
diseases

NEOPLASMS

Leukaemia

Remainder of malignant neoplams

Remainder of neoplasms

DISEASES OF THE BLOOD AND BLOOD-FORMING ORGANS AND
CERTAIN DISORDERS INVOLVING THE IMMUNE MECHANISM

Anaemias

Remainder of diseases of the blood and blood-
forming organs and certain disorders involving
the immune mechanism

ENDOCRINE, NUTRITIONAL AND METABOLIC DISEASES

Malnutrition and other nutritional deficiencies

Remainder of endoc¢rine, nutritional and metabolic
diseases

DISEASES OF THE NERVOUS SYSTEM

Meningitis '

Remainder of diseases of the nervous system

DISEASES OF THE EAR

DISEASES OF THE CIRCULATORY SYSTEM

DISEASES OF THE RESPIRATORY SYSTEM

Pneunonia

Other acute respiratory infections

Remainder of diseases of the respiratory system

DISEASES OF THE DIGESTIVE SYSTEM

DISEASES OF THE GENITOURINARY SYSTEM

CERTAIN CONDITIONS ORIGINATING IN THE PERINATAL
PERIOD

Fetus or newborn affected by maternal factors and by

complications of pregnancy, labour and delivery
Disorders relating to length of gestation and
fetal growth
Birth trauma
Intrauterine hypoxia and birth asphyxia
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A00-A99
A09

A00-A08
Al5-A19
A33, A35
A36
A37
A39
ALD-A4L
A80
BO5
B20-B24

- A81-B0O4, B06-B19

B25-B34

A20-A32, A38, A42-A79
B35-B99

€00-D48

C91-C95

€00-C90, C96-C97
DOO-D48

D50-D89

D50-D64
D65-D89

E0O-E89
E40-E64 ,
E0O-E34, E65-E89

GO0-G98
G00-G03
G04-GI98
H60-H95
I00-199
J00-398
J14-320
JO0-J13, J21
J30-J98
K00-K92
NOO-N99
P00-P95

P00-PO4
P05-~-P0O8

P10-P15
P20-P21



WHO/ICD10/REV.CONF/89.9
Annex D
page 12

41,
47,
43,
44,
45,

46 .

47.

48 .

49,
50.

51.
52.

53.
54,
55,

56.
57.

58.

59.
60,
61.
62.
63.
&4

65,
66,

Respiratory distress

Congenital pneéumdnia

Other respiratory conditions of newborn

Bacterial sepsis of newborn

Omphalitis of newborn with or without mild
haemorrhags

Haemorrhagic and hasmatological disorders of fetus
newborn

Remainder of perinatal conditions

CONGENITAL MALFORMATIONS, DEFOEMATIONS AND
CHROMOSOMAL ABNORMALITIES

Congenital hydrocephalus and spina bifida

Other congenital malformations of the nervous
systemn

Congenital malformations of the heart

Other congenital malformations of the
circulatory svaten

Down's svndrome and other chromosomal abnormalities

Other congenital malformations

SYMPTOM, SIGNS AND ABHORMAL CLINICAL AND
LABORATORY FINDINGE HEC

Sudden infant death syndrome

Other symptoms, signs and abnormal clinical and
laboratory findings NEC

All other diseases

EXTERNAL CAUSES OF MORBIDITY AND MORTALITY

Transport accidents

Accidental drowning and submersion

Other accidental threats to breathing

Exposure to smoke, fire and flames

Aceidental polsoning by and exposures to noxious
substances

Assault

All other external causes
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p22
P23
P24-P28
P36

P38

P50-P61

P29, P35, P37, P39,
P70-P95
Q00-Q99

Q03, Q05
Q00-Q02, Q04, Q06-Q07

020-Q24
025-Q28

090-099
Q10-Q18, Q30-Q89
ROO-R99

R85
ROO-R%4, RY6-R99

FOL-F9%, HOO-H59, L0O-198,
MOO-M99,
VOO-YEY
Vo1-v9g
W65-WT4
W75-W84
X0O0-X09
HL0-%4Y

KB5-Y09
WOO-We4 , WBE-WYY, X10-X39,
X50-%84, Y10-Y89



SHORT TABULATION LIST FOR MORBIDITY

CERTAIN INFECTIOUS AND PARASITIC DISEASES
Intestinal infectious diseases
Tuberculosis

Tetanus

Diphtheria

Whooping cough

Acute poliomyelitis

Hepatitis

Measles

Human immunodeficiency virus [HIV] disease |
Malaria ‘
Schistosomiasis

NEOPLASMS

Malignant neoplasms

Malignant neoplasm of colon, rectum and anus

Malignant neoplasm of trachea, bronchus and lung

Malignant neoplasm of breast

Benign neoplams and neoplasms of uncertain and
unknown behaviour

DISEASES OF THE‘BLOOD AND BLOOD-FORMING ORGANS AND
CERTAIN DISORDERS INVOLVING THE IMMUNE MECHANISM
Anaemia

ENDOCRINE, NUTRITIONAL AND METABOLIC DISEASES
Diabetes mellitus

Mainutrition

Volume depletion

MENTAL AND BEHAVIOURAL DISORDERS
Mental and behavioural disorders due to psychoactive
and other substance use

DISEASES OF THE NERVOUS SYSTEM
Epilepsy

DISEASES OF THE EYE AND EAR
Conjunctivitis '
Cataract

Otitis media

DISEASES OF THE CIRCULATORY SYSTEM
Hypertensive disease

Ischaemic heart disease
Cerebrovascular diseases

DISEASES OF THE RESPIRATORY SYSTEM
Acute upper respiratory infections
Prneumonia

Chronic lower respiratory diseases
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A00-B99
AGO-AO09
Al5-A19
A33-A35
A36
A37
A80
B15-B19
BO5
B20-B24
B50-B54
B65

C00-D48
c00-c97
€18-GC21
C33-C34
C50

D10-D48

D50-D89
D50-D64
E00-E89

E10-El4
E40-E46

" E86

FO1-F99
F10-F19

G00-G98
G40-G41

HOO0-H95
H10

H25-H26
H65-H66

100-199
110-115
120-125
160-169

J00-J98
J00-J06
J14-320
J40-347



DISEASES OF THE DIGESTIVE SYSTEM
Gastric and duodenal ulcer
Diseases of appendix

Hernia

Alcoholic liver disease
Cholelithiasis and cholecystitis

DISEASES OF THE SKIN AND SUBCUTANEOUS TISSUE

DISEASES OF THE MUSCULOSKELETAL SYSTEM AND
CONNECTIVE TISSUE

Arthropathies

Systemic connective tissue disorders

Dorsopathies

DISEASES OF THE GENITOURINARY SYSTEM

Renal tubulo-interstitial diseases
Urolithiasis

Hyperplasia of prostate

Inflammatory diseases of female pelvic organs

PREGNANCY, CHILDBIRTH AND THE PUERPERIUM

Pregnancy with abortive outcome

Hypertensive disorders in pregnancy, childbirth
and the puerperium :

Obstructed labour

Single spontaneous delivery

CERTAIN CONDITIONS ORIGINATING IN THE
PERINATAL PERIOD

CONGENITAL MALFORMATIONS, DEFORMATIONS, AND
CHROMOSOMAL ABNORMALITIES

SYMPTOMS, SIGNS AND ABNORMAL CLINICAL AND LABORATORY

FINDINGS NOT ELSEWHERE CLASSIFIED

INJURY, POISONING AND CERTAIN OTHER CONSEQUENCES OF

EXTERNAL CAUSES
Fractures of specified and multiple body regions

Intracranial injury
Burns and corrosions
Poisoning and toxic effects

FACTORS INFLUENCING HEALTH STATUS AND CONTACT WITH

HEALTH SERVICES
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KO0-K92
K25-K27
K35-K38
K40 -K46
K70

K80-K81

L00-198
MOO-M99

MOO-M25
M30-M35
M40 -M54

NOO-N99
N10-N15
N20-N23
N4O

N70-N76

000-099%
000-008
010-011, 0O13-016

064-066
080

POO-P95

Q00-Q99

ROO-R99

500-T98

S02, S12, S22, $32, S42,
S52, §62, S72, S82, 592,
T02, TO7-TO8

506

T20-T32

T36-T65

Z00-298



 INTERMEDIATE TABULATION LIST FOR MORBIDITY

A. CERTAIN iNFECTIOUS AND PARASITIC DISEASES AQO-BSS

Cholera AOO

Typhoid and paratyphoid fevers AOD1
Shigellosis AO3
Amoebiasis A06
Diarrhoea and gastroenteritis of presumed A09

infectious origin
~ Other intestinal infectious diseases A02, A04-AQ5, AO07-A08

Respiratory tuberculosis Al5-Al6
Other tuberculosis Al7-Al9
Plague - - A20
Brucellosis - ’ : A23

Leprosy [Hansen’'s disease] : A30

Tetanus neonatorum A33

Other tetanus A34-435
Diphtheria A36

Whooping cough A37
Meningococeal infection A39
Septicaemia A40-A41
Other bacterial diseases A21-A22, A24-A28, A31-A32,

A38, A42-A49

Congenital syphilis . ‘ A50

Early syphilis o * ABl

Other syphilis : ; A52-A53
Gonococecal infection ' ' AS4L

Sexually transmitted chlamydial diseases’ ~ A55-A56

Other infections with a predominantly sexual  A57-A64
mode of transmission ‘ -

Relapsing fevers . - A68
Trachoma 1 A71
Typhus fever : AT75
Acute poliomyelitis . A80
Rabies _ AB2
Viral encephalitis = - ' A83-A86
Yellow fever A95
Other viral haemorrhagic fevers A96-A99
Herpesviral [herpes simplex] infections NEC -~ ~BOO

Varicella [chickenpox] and zoster {herpes zoster] B01-BO2

Measles BOS

Rubella [German measles] ' S BO6

Acute hepatitis B Bl6

Other viral hepatitis B15, B17-Bl19

Human immunodeficiency virus [HIV] disease B20-B24

Mumps B26

Other viral diseases : A81, A87-94, B0O3-B04,

BO7-B09, B25, B27-B34
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Mycoses . B35-B49

Malaria B50-B54
Leishmaniasis B55

Trypanosomiasis B56-B57
Schigtosomiagsis [bilharziasisg] B6S

Other fluke infections B66

Echinococcosis B67

Dracunculiasis B72

Onchocerciasis B73

Filariasis B74

Hookworm diseases B76

Other helminthiases B68-B71, B75, B77-B83
Sequelae of tuberculosis B90

Sequelae of poliomyelitis B91

Sequelae of leprosy B92

Other infectious and parasitie diseases A65-A67, A69-AT70, A74;

A77-A79, B58-B64;
B85-B8Y9, B9Y4-B99

€.  NEOPLASMS C00-D48

Malignant neoplasm of lip, oral cavity C00-Cl4
and pharynx

Malignant neoplasm of oesophagus C1i5

Malignant neoplasm of stomach : clé

Malignant neoplasm of colon ci8

Malignant neoplasm of rectosigmoid junction, cl9-c21
rectum, anus and anal canal

Malignant neoplasm of liver and c22
intrahepatic bile ducts

Malignant neoplasm of pancreas Cc25

Other malignant neoplasms of digestive organs C17, €23-C24, C26

Malignant neoplasms of larynx c32

Malignant neoplasm of trachea, bronchus and lung C33-C34

Other malignant necplams of respiratory and €30-C31, €37-€39
intrathoracic organs ’

Malignant neoplasm of bone and ' C40-C41
articular cartilage

Malignant melanoma of skin - C43

Other malignant neoplasm of skin Ch4

Malignant neoplasm of mesothelial and soft tissue C45-C49

Malignant neoplasm of breast €50

Malignant neoplasm of cervix uteri ' €53

Malignant neoplasm of other and unspecified C54-C55
parts of uterus

Other malignant neoplasms of female €51-C52, C56-C58
genital organs

Malignant neoplasm of prostate C61

Other malignant neoplasms of male genital organs C60, €62-C63

Malignant neoplasm of bladder c67

Other malignant neoplasm of urinary tract¥ C64-C66, C68

Malignant neoplasm of brain c71 ’

Malignant neoplasm of eye and other parts of €69-C70, €72
central nervous system

Malignant neoplasm of other, ill-defined, C73-C75, C76-C80,
secondary, unsepcified and multiple sites c97

Hodgkin's disease c81
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Non-Hodgkin'’s lymphoma ‘ €82-C85

Leukaemia £91-€95

Other malignant neoplasms of lymph01d C88-C90, €96
haematopoietic and related tissue o

Carcinoma in situ of cervix D06

Benign neoplasm of skin D22-D23

Benign neoplasm of breast D24

Leiomyoma of uterus D25

Benign neoplasm of ovary D27

Benign neoplasm of urinary organs b3o

Benign neoplasm of brain and other parts of D33

central nervous system ;
Other in situ:and benign neoplasms and neoplasms b00-DO5, DO7-D21, D26

of uncertain and unknown behaviour D28-D29, D31-D32, D34-D48
D. - .DISEASES OF THE BLOOD AND BLOOD-FORMING ORGANS AND D50-D89
CERTAIN DISORDERS INVOLVING THE IMMUNE MECHANISM
Iron deficiency anaemia D50
Other anaemiasg D51-D64

Other disecases of blood and blood-forming organs  D65-D76
Certain disorders invovling the immune mechanisms. D80-D89

E. ENDOCRINE, NUTRITIONAL AND METABOLIC DISEASES . E00-E89
Iodine-deficiency related thyroid disorders : E0G-E02
Thyrotoxicosis with or without goitre EO05
Other disorders of thyroid . 'E03-E04, EO06-EO07
Diabetes mellitus E10-El4

- Malnutrition - i . E40-E46
Vitamin A deficiency ; E50
Other vitamin deficiencies , - E51-E56 -
-Sequelae of malnutrition and other . - E64
nutritional .deficiencies ‘
Obesity E , E66
Volume depletion ~ : ; E68 ,
Other endocrine, nutritional and metabolic E15-E34, E58 E63, E65
disorders , ‘ E67-E89

F. MENTAL AND BEHAVIOURAI DISORDERS FO1l-F99
Dementia ; FO1-¥03
Mental and behavioural disorders due to. use F10

of alcohol -
Mental and behavioural disorders due to other F11-¥19
substance use
Schizophrenia, schizotypal, and F20-F29
delusional disorders
Mood [affective] disorders F30-F39
Neurotic, stress-related, and somatoform disorders F40-F48
Mental retardation F70-F79

Other mental and behavioural dlsorders F04-F09, F50-F69, F80-F99
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G. DISEASES OF THE NERVOUS SYSTEM ' G00-G98

Inflammatory diseases of the central nervous G00-G09
system

Parkinson’s disease G20

Alzheimer’'s disease G30

Multiple sclerosis , G35

Epilepsy and status epilepticus G40-G4l

Migraine and other headache syndromes G43-Gh4

Transient cerebral ischaemic attacks and G45

related syndromes

Nerve, nerve root and plexus disorders . G50-G58

Cerebral palsy and paralytic syndromes G80-G83

Other diseases of the nervous system G10-G25, G31, 636-G37,

G47, G60-G72, G90-G98

H. DISEASES OF THE EYE AND EAR HOO-H95

Inflammation of eyelid HOO-HO1

Conjunctivitis H10

Keratitis Hi6

Cataract H25-H26

Retinal detachments and breaks H33

Glaucoma H40

Strabismus H49-H50

Disorders of refraction and accommodation H52

Blindness and low vision H54

Other diseases of the eye and adnexa HO2-HOS5, H11-H15, H17-H21,

H27-H3L, H34-H35, HA3-H4T,
H51, H53, H55-H59

Otitis media and mastoiditis H65-H66, H70
Hearing loss H90-HIL
Other diseases of the ear and mastoid process H60-H61, H68-H69, H71-H83,
' H92-H95
I. DISEASES OF THE CIRCULATORY SYSTEM I100-199
Acute rheumatic fever ; 100-102
Chronic rheumatic heart disease 105-109
Essential (primary) hypertension I10
Other hypertensive disease I11-115
Acute myocardial infarction I21-122
Other ischaemic heart disease 120, 123-125
Pulmonary embolism 126
Conduction disorders and cardiac arrhythmias 144-149
Heart failure 150
Other heart diseases 127-142, 151
Cerebral haemorrhage 160-162
Cerebral infarction 163
Stroke, not specified as haemorrhage 164
or infarction - ;
Other cerebrovascular diseases 165-169
Atherosclerosis 170
Other peripheral vascular diseases 173
Arterial embolism and thrombosis 174
Other diseases of arteris, arterioles and 171-172, 177-178
capillaries
Phlebitis, thrombophlebitis, venous embolism 180-182
and thrombosis
Varicose veins of lower extremities 183
Haemorrhoids I84
Other diseases of the circulatory system 185-199

— 181 —



DISEASES OF THE RESPIRATORY SYSTEM

Acute pharyngitis and acute tonsillitis
Acute laryngitis and tracheitis
Other acute upper respiratory infections
Acute bronchitis and acute bronchiolitis
Influenza
Pnieumonia
Chronic sinusitis
Other diseases of nose and nasal sinuses
Chronic disease of tonsils and adenoids
Other diseases of upper respiratory tract
Bronchitis, emphysema, and other chronic
. obstructive pulmonary diseases

Asthma
Bronchiectasis
Pnieumoconiosis
Other diseases of the respiratory system

DISEASES OF .THE DIGESTIVE SYSTEM

Dental caries
Other structures of teeth and supporting
structures '
Other diseases of the oral cavity, salivary
glands and jaws
Gastric and duodenal ulcer
Gastritis and duodenitis
Other diseases of oesophagus, stomach and
~ duodenum '
‘Diseases of appendix
Inguinal hernia
Other hernia )
Crohn’s disease [regional enteritis] and
ulcerative colitis
Paralytic ileus and intestinal obstruction
without hernia
Diverticular disease of intestine
Other diseases of intestines and peritoneum
Alcoholic liver disease ‘
Other diseases of the liver
Cholelithiasis and cholecystitis
Acute pancreatitis and other diseases
of the pancreas
Other diseases of the digestive system

DISEASES OF THE SKIN AND SUBCUTANEOUS TISSUE

Infections of the skin and subcutaneous tissue
Other diseases of the skin and subcutaneous
tissue
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J00-J98
J02-J03

JO4

JO0-JO1, J05-J06
J10-J11

J12-J13

J14-J20

J32

J33-334

J3s

J30-J31, J36-J39
J40-J44

J45-346

J47

J60-365

J21, J66-J98

- KO0-K92

K02
K00-K01, KO3-K08

K09-K14

K25-K27

K29 .

K20-K22, K28, K30-K31
K35-K38

K40

K41-K46

K50-K51

K56

K57

K52-K55, K58-K63, K65-K66

K70 :
K71-K76
K80-K81

K85-K86

K82-K83, K90-K92

L00-L98
LOO-LO8
L10-L98



M. DISEASES OF THE MUSCULOSKELETAL SYSTEM AND MOO-M9S
CONNECTIVE TISSUE

Rheumatoid arthritis and other M05-M13
inflammatory polarthropathies

Arthrosis M15-M19
Acquired deformities of limbs M20-M21

Other disorders of joints MOO-MO2, M22-M25
Systemic connective tissue disorders M30-M35
Cervical, lumbar and other disc disorders M50-M51

Other dorsopathies M40-M48, M53-M54
Soft tissue disorders M60-M79
Disorders of bone density and structure M80-M85
Osteomyelitis M86

Other diseases of the musculoskeletal system M87-M99

and connective tissue

N. DISEASES OF THE GENITOURINARY SYSTEM NOO-N99

Acute and rapidly progressive mephritic syndromes NOO-NOL

Other glomerular diseases NO2-NO7

Renal tubulo-interstitial diseases N10-N15

Renal failure N17-N19

Urolithiasis N20-N23

Cystitis N30

Other diseases of the urinary system N25-N28, N31-N39

Hyperplasia of prostate N4O

Other disorders of prostate N41-N42

Hydrocele and spermatocele N43

Redundant prepuce, phimosis and paraphimosis N48

Other diseases of male genital organs N44-N47, N49-N50

Disorders of the breast N60-N64

Salpingitis and oophoritis N70

Inflammatory disease of cervix N72

Other inflammatory diseases of female pelvic N71, N73-N76
organs

Endometriosis ' , N80

Female genital prolaps N81

Noninflammatory disorders of ovary, fallopian N83
tube and broad ligament

Disorders of menstruation ' N91-N92

Menopausal and other perimenopausal disorders N95

Female infertility N97

Other noninflammatory disorders of female N82, N84-N90, N93-N94
genital tract N96, N98-N99

0. PREGNANCY, CHILDBIRTH AND THE PUERPERIUM 000-099

Spontaneous abortion 003

Medical abortion 004

Other pregnancies with abortive outcome 000-002, 005-008

Oedema, proteinaria and hypertensive disorders 010-016

in pregnancy, childbirth and the puerperium '
Other maternal care related to fetus and amniotic 030-043, 047-048
cavity and possible delivery problems
Placenta praevia,premature separation of placenta 044-046
[abruptio placentae] and antepartum haemorrhage

Obstructed labour 064-066

Postpartum haemorrhage 072

Other complications of pregnancy and delivery 020-029, 060-063, 067-071
073-075
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P.

Q.

R.

5.

Single spontaneous delivery
Complications predominantly related
to the puerperium

CERTAIN CONDITIONS ORIGINATING IN THE PERINATAL PERIOD

Fetus or newborn affected by maternal factors and
by complications of pregnancy, labour and
delivery

8low fetal growth, fetal malnutrition and

' disorders related to short gestation and
unspecified low birthweight

Birth trauma

Intrauterine hypoxia and birth asphyxia

-Other respiratory disorders in the:newborn

originating in the perinatal period
Congenital infectious and parasitic diseases
Other infections specific to the perinatal period
Haemolytic disease of fetus or newborn
Other conditions originating in the

perinatal period ~

CONGENITAL MALFORMATIONS, DEFORMITIES AND
CHROMOSOMAL ABNORMALITIES

Spina bifida

Other congenital malformations of the nervous

system
Congenital malformations of the cxrculatory system
Cleft palate and cleft lip
Absence, atresia and stenosis of small intestine

. Other congenital malformations of the

digestive system

Undescended testicle

Other malformations of the genito-urinary system

Congenital deformities of hip

Congenital deformities of feet

Other congenital malformations and deformatlons of
the musculoskeletal system

Other congenital malformations

Chromosomal abnormalities not elsewhere classified

SYMPTOMS, SIGNS AND ABNROMAL CLINICAL AND LABORATORY
FINDINGS NOT ELSEWHERE CLASSIFIED

Abdominal and pelvic pain

Fever of unknown origin

Senility, unspecified

Other symptoms, signs and abnormal clinical and
1aboratory findings not elsewhere classified

INJURY, POISONING ANRD GERTAIN OTHER CONSEQUENCES OF
EXTERNAL CAUSES

Fractures of specified and multiple body regions

Fracture of skull and facial bones
Fracture of neck, thorax and pelvis
Fructure of femur
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080
085-092

POO-P95
PO0-PO4

PO5-PO7

P10-P15
P20-P21
P22-P28

P35-P37
P38-P39

" P55

P08, P29, P50-P54
P56-P95 ‘

Q00-Q99

Qo5 :
Q00-Q04, Q06-Q07

Q20-Q28
Q35-Q37
Q1
Q38-Q40, Q42-Q45

Q53
Q50-Q52, Q54- Qaa

. Q65

Q66
Q67-Q79

Q80-Q89
Q90-Q99

ROO-R99
R10
R50
R54.

ROO-RO9, R11-R49
R51-R53, R55-R99

$00-T98

502, 512,522, S§32,
842, s852, 862, S§72,
$82, s92, TOZ, TO7,
TO8

802 :

$12, 822, 832, TO7
§72



. Other fracturés of limb S42, S52, S62, S82

892, TOB
Dislocations, sprains and strains of specified S03, S13, s23, S33, S43,
and multiple body regions §53, S63, S73, S83, 593,
TO3 :
Injury of eye and orbit S05
Intracranial injury 506
Injury of internal organs $26-S27, $36-538
Crushing injuries and traumatic amputations of S07-508, 517-818, Ss28
specified and multiple body regions $38, S47-848, S57-858

S67-868, 577-878, $87-588
8%7-898, TO04, TOS

Superficial injury, open wound and other and §00-801, S09, S10-811,
unspecified injuries of specified and 514-816, 519, $20-821,
multiple body regions S24-825, 529, $30-831

§33-835, §39, S40-841,
S44-846, S49, 850-551,
§54-856, 8§59, $60-561,
564-566, 569, 870-871,
874-876, S79, $80-881,
S84-586, 589, S$90-891,
594-896, 899, T00-TOL,

T06, TO9-T1l
Effects of foreign body entering through T12-T19
natural orifice
Burns and ¢orrosions T20-T32
Poisoning by drugs and biological substances T36-T50

Toxic effects of substances chiefly nonmedicinal  T51-T65
as to source
Maltreatment syndromes ‘ - T74
Other and unspecified effects of external causes T66-T73, T75-T78
Early complication of trauma and complication of T79, T80-T88
surgical and medical care of injuries and

poisonings ;

Other consequences of external causes T90-T98

Z.  FACTORS INFLUENCING HEALTH STATUS AND CONTACT WITH . Z00-298
HEALTH SERVICES

Persons encountering health services 200-213
for examination and investigation

Asymptomatic human immunodeficiency virus [HIV] Z21
seropositive status

Other persons with potential health hazards 220, 222-229
related to communicable disease

Contraceptive management 230

Supervision of pregnancy and antenatal screening 234-Z36

Liveborn infants according to type of birth Z38

Postpartum care and examination Z39

Persons encountering health services for specific 240-253
procedures and aftercare

Persons encountering health services for other Z31-233, 237, Z55-798
reasons
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MORPHOLOGY OF NEOPLASMS

The World Health Organization has published a revised adaptation of the

Tnternational Classification of Diseases for Oncology {ICD=0}, Second Edition.

It

containg a coded nomenclature for the worphology of neoplasms, introducing some new
morphologic entitles that have come into existence since the 1976 1CD~0 was

pubiished.

The preferred morphologles (first term) are reproduced here for those

who wish to use them in conjunction with Chapter II of the International

Classification of Diseasesn.

The morphology codé numbers consist of six digits: the first four identify the
histologic type of the neoplasm, the f1fth indicates its behaviour and the sixth
indicates grading and differentiation and for lymphomas or leukaemias the presence

of T or B cells.

The one digit behaviour code 1s as follows:

Borderline malignancy {(except ¢ystadenomas in the histology range

Low malignant potential (except cystadenomas in the histology range

/0 Benign

/1 Uncertain whether benign or malignant
B44-849)
844-849)

/2 Carcinoma in situ
Intraepithelial
Woninfiltrating
Noninvaslve

/3 Malignant, primary site

/6  Malignant, metastatic site
Malignant, secondary site

/9  Maligumant,

This document s not issued to the general public, and
all rights are reserved by the World Health Organization
{WHO}. The document may not be reviewed, abstracted,
quoted, reproduced or translated, in part or in whols,
without the prior written permission of WHO, No part
of this document may Be stored in a retrieval system or
wransmitted in any form or by any means - electronic,
mechanical or other without the prigr written permission
of WHO.

The views expressed in documents by named authors are
splely the responsibility of those authors.
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uncertain whether primary or metastatic site

Ce document n'est pas destiné 3 &ire distribué au grand public
et tous les droits y afférents sont réservés par 'Organisation
mondiale de la Santé {OMS). 11 ne peut tre commenté, résumé,
cité, reproduit ou traduit, partielement ou en totalité, sans
une autorisation préalable écrite de VOMS. Aucune partie
ne doit Btre chargée dans un systéme de recherche documen-
taire ou diffusée sous guelque forme ou par guelgue moyen
aue ce soit - dlectroniqus, mécanique, ou autre - 5ans une auto-
risation préalable écrite de V'OMS,

l.es opinions exprimées dans les documents par des auteurs
cités nommément n'engagent que lesdits auteurs.
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The one digit grading or differentiation code for all malignant neoplasms follows.
The presence of T or B cells for leuksemias and lymphomas is also identified.

1 Grade 1 Well differentiated
Differentiated, NOS

2 Grade II Moderately differentiated
Moderately well differentiated
Intermediate differentiation

3 Grade III  Poorly differentiated

&4 Grade IV Undifferentiated

Anaplastic
5 Teecell 3
)
& B-cell )] For lymphomas and leukaemias
Pre-B 3
B-precursor )

7 Null cell 3
Non T-non B )

For leukaemias

9 Grade oy differentiation not determined, not stated or not applicable
Cell type not determined, not stated or not applicable

In the nomenclature below the morphology code numbers include the wusual behaviour co
appropriate to the histological type of neoplasm, but this behaviocur c¢ode can be changed
other reported information makes this necessary. This is the basis of the "matrix® syst
as reported in the introduction of ICD-0. For example, *chordoma (M9370/3)" is assumed
be malignant. If the term "benign chordoma” is diagnosed, this should be coded M89370/0.
Similarly "papillary adenocarcinoma (M8260/3)% described as "in situ® should be coded
MB8260/2. -

The following table shows the correspondence between the behaviour code and the
different sections of Chapter II1.

Morpholegy Code ICD Chapter II
Behaviour
/0 D10-D36 Benigﬁ neoplasms
/1 D37»ﬁ&? Neoplasms of uncertain
and unknown behaviour

/2 Doo-D0g In gitu neoplasms

/3 c00G-Cc76 Malignant neoplasms,

C80-C96 stated or presumed to

be primary:
/6 C77-C79 Malignant neoplasms,

stated or presumed to
be secondary
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The ICD-O behaviour digit /9 is not applicable in an ICD context, since all
malignant neoplasms are presumed to be either primary (/3) or secondary (/6).

Only the first-listed term of the complete ICD-O morphology nomenclature appears
against each code number in the list below, The ICD Alphabetical Index (Volume 2),
however, includes all the ICD-0 synonyms as well as a number of other morphological
names still likely to be encountered on medical records but omitted from ICD-O as
outdated or otherwise undesirable:

A coding difficulty sometimes arises when a morphological diagnosis contains two
qualifying adjectives that have different four digit histology code numbers. An
example is "transitional cell epidermoid carcinoma". *"Transitional cell carcinoma,
NOS" is M8120/3 and “"epidermoid carcinoma, NOS" is M8070G/3. In such circumstances,
the higher code number (M8120/3 in this example) should be used, as it is usually
more specific. For other information about the coding of morphology see

pages

M800 NEOPLASMS, NOS

M8000/0  Neoplasm, benign

M8000/1 Neoplasm, uncertain. whether benign or malignant

M8000/3 Neoplasm, malignant . ,

M8000/6  Neoplasm, metastatic

‘M8000/9  Neoplasm, malignant, Encertaln whether primary or
‘ - metastatic

M8001/0  Tumor cells, benign

M8001/1  Tumor cells, uncertain whether benign or malignant

' M8001/3 - Tumor cells; mallgnant

M8002/3  Malignant tumor, small cell type

M8003/3 Malignant tumor, giant cell type

M800473  Malignant tumor, fusiform cell type

M801-M804 EPITHELIAL NEOPLASMS, NOS

M8010/0 Epithelial tumor, benign
M8010/2  Carcinoma in situ, NOS
M8010/3  Carcinoma, NOS
M8010/6  Carcinoma, metastatic, NOS
M8010/9  Carcinomatosis
M8011/0  Epithelioma, benign
M8011/3 ° Epithelioma, malignant
- M8012/3  Large cell carcinoma, NOS
. M8020/3  Carcinoma, undifferentiated, NOS
- M8021/3 Carcinoma, anaplastic, KOS
M8022/3  Pleomorphic carcinoma
M8030/3 Giant cell and spindle cell carcinoma
M8031/3  Giant cell carcinoma
M8032/3 Spindle cell carcinoma
‘M8033/3. Pseudosarcomatous carcirnoma
M8034/3  Polygonal cell carcinoma
M8040/1  Tumorlet
M8041/3 . -Small cell carcinoma, NOS
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M8042/3
M8043/3
M8044/3
M8045/3

M805-M808
M8050,/0

M8050/2
M8050/3
M8051,/0
M8051/3
M8052/0
M8052/3
M8053/0
M8060/0
M8070/2
M8070/3
M8070/6
M8071/3
M8072/3
M8073/3
M8074/3
M8075/3
M8076/2

M8076/3
M8080,2
M8081/2
M8082/3

MBO9-MB11

M8090/1
M8090/3
M8091/3
M8092/3
M8093/3
M8094/3
M8095/3
M8096/0
M8100/0
M8101,/0
M8102/0
M8110/0
M8110/3

M812-M813

M8120/0
M8120/1
M8120/2
M8120/3
M8121,/0
M8121/1

Oat cell carcinoma

Small cell carcinoma, fusiform cell
Small cell carcinoma, intermediate cell
Small cell-large cell carcinoma

SQUAMOUS CELL NEOPLASHMS

Papilloma, NOS (except Papilloma of urinary bladder
M-8120/1)

Papillary carcinoma in situ

Papillary carcinoma, NOS

Verrucous papilloma

Verrucous carcinoma, NOS

Squamous cell papilloma

Papillary squamous cell carcinoma

Inverted papilloma

Papillomatosis, NOS

Squamous cell carcinoma in situ, HOS

Squamous cell carcinoma, NOS

Squamous cell cavcinoma, metastatic, NOS

Squamous cell carcinoma, keratinizing, NOS

Squamous cell carcinoma, large cell, non-keratinizing

Squamous cell carcinema, swall cell, non-keratinizing

Squamous cell carcinoma, spindle cell

Adenoid squamous cell carvcinoma

Squamous c¢ell carcinoma in situ with gquestionable
stromal invasion

Squamous ¢ell carcinoma, micro-inwvasive

Quayrat’s erythroplasia

Bowen's diseasse

Lymphoepithelial carcinoma

BASAL CELL NEOPLASMS

Bagsal cell tumor

Basal cell carcinoma, NOS
Multicentrie basal vell carcinoma
Basal cell carcinoma, morphea

Basal cell carcinoma, fibroepithelial
Basosquamous carcinoma

Metatypical carcinoma

Intraepidermal epithelioms of Jadassohn
Trichoepithelioma

Trichofolliculoma

Tricholemmoma

Pilomatrixoma, NOS

Pilomatrix carcinoma

TRANSITIONAL CELL PAPILLOMAS AND CARCINOMAS

Transitional cell papilloma, NOS
Urothelial papilloma

Transitional cell carcinoma in situ
Transitional cell carcinoma, NOS
Schneiderian papilioma

Transitional cell papilloma, inverted
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Ma121/3 Schneiderlian carcinoma

M8122/3 Transitional cell carcinoma, spindle cell

MB123/3  Basalold carcinoma

MB124/3  Cleoacogenic carcinoma

M8130/3  Papillary transitionsl cell carcinoma

MB14-MB38 ADENOMAS AND ADENOCARCINOMAS

MB140/0  Adenoma, NOS

M8140/1  Bronchial adenoma, NOS

ME140/72 Adenocarcinoma in situ

M8140/3 ° Adenccarcinoma, HOS

M8140/6 Adenocarcinomsa, metastatic, HOS

M8141/3  Scirrbous adenvcarcinoma

MB142/3  Linitis plastica

M8143/3  Superficial spreading adenccarcinoma

M8144/3  Adenoccarcinoma, intestinal type

MEBL45/3 Garcinoma, diffuse type

M8146/0  Monoworphic adenoma

ME8147/0  Basal cell adenoma

M8147/3  Basal cell adenocarcinoma

MB150/0 Islet cell adenoma

ME8150/3 Islet cell carcinoma

M8151/0  Insulinoma, NOS

M8131/3  Insulinoma, malignant

M8152/0  Glucagonoma, NOS

M8152/3  Glucagonoma, malignant

MB153/1 Gastrinoma, NOS

M8153/3  Gastrinoma, malignant

MEL54/3  Mixed islet cell and exocrine adenccarcinoms

M8155/3 Vipoma

M8160/0  Bile duct adenoma

M8160/3  Cholanglocarcinoma

M8161/0  Bile duct cystadenoma

M8161/3  Bile duct cysiadenocarcinoma

MBi62/3  Klatskin's tumor

M8170/0  Liver cell adenoma

M8170/3  Hepatocellular carcinoma, NOS

MB171/3 Hepatocellulay carvcinoma, fibrolamellar

M8180/3 Cowbined hepatocellular carcinoma and
cholangiccarcinoma

MB190/0  Trabecular adenoma

MB190/3 Trabecular adenocarcinoma

MB191/0  Embryonal adenoma

MEZ00/0  Ecerine dermal cylindroma

MBZ00/3 Adenold cystic carcinoma

M8201/3  Cribriferm carcinoma

MB202/0  Microcystic adenoma

M8210/0  Adenomatous polyp, NOS

M8210/2  Adenoccarcinoma in situ in adenomatous polyp

M8210/3  Adenocarcinoma in adenomatous polyp

¥8211,/0 Tubular adenoma, NOS

MB211/3  Tubular adenccarcinoma

MBZ20/0  Adenomatous polyposis coli

MB8220/3  Adenocarcinoma. in adenomatous polyposis coli

MB8221/0  Multiple adenomatous polyps

MBZ21/3  Adenocarcinoma in multiple adenomatous pelyps

MB23043 Solid carcinoma, NOS

— 190 —



WHO/ICDIO/REV. CONF/89 .10
page &
M8231/3  Carcinoma simplex
M8240/1  Carcinoid tumor, NOS, of appendix :
MB240/3  Carcinoid tumor, NOS (except of Appendix M-8240/1)
MB8241/1 Carcéinoid tumor, argentaffin, NOS
MB241 /3 Carcinoild tumer, argentaffin, malignant
MB8243/3  Goblet cell carcinoid
MB244/3  Composite carcinoid
MB245/3  Adenccarcinoild tumor
MB246/3  Reurcendocrine carcinoma
M8247/73  Herkel cell carc¢inoma
M8248/1  Apudoma
MB250/1  Pulmonary adenomatosis
MB250/3  Bronchiolo-alveolar adenocarcinoma
M8251/0  Alveoclar adenoma
M8251/3  Alveolar adenccarcinoma
M8260/0  Papillary adenoma, NOS
MB260/3  Papillary adenocarcinoma, NOS
M8261/1 Villous adenoma, NOS
M8261/2  Adenccarcinoma In situ in villous adenoma
M8261/3  Adepocarcinoma in villous adenoma
MB262/3 Villous adenocarcinoms
MB263/0  Tubulovillous adenoma, HOS
MB263/2  Adenscarcinoma -in situ in tubulovillous adenoma
M8263/3  Adenccarcinoma in tubulovillous adenoma
M8270/0  Chromophobe adencma
M8270/3  Chromophobe carcinoma
MB271/0 Prolsctinoma
M8280/0  Acidophil adenoma
MB280/3  Acidophil carcinoma
MB281/0 Mixed acidophil-basophil adenoma
MB2Z81/3  Hiwxed acidophil-basophil carcinoma
M8290/0  Oxyphilic adenoma
M8290/3  Ozyphilic adenocarcinoma
M8300/0  Basophil adenoma
M8300/3  Basophil carcinoma
M8310/0  Clear cell adenoma
M8310/3  Clear cell adenccarcinoma, NOS
M8311/1  Hypernephroid tumor
MB312/3  Renal cell carcinoma
M8313/0 Clear cell adenofibroma
MB8314/3 Lipid-vich carcinoma
M8315/3  Glvecogen-rich carcinoma
M8320/3  Granular cell carcinoma
MB321/0  Chief cell adenoma
MB322/0 Water-clear cell adenoma
M8322/3 Water-clear cell adenocarcinoma
M8323/0 Mixed cell adenoma
MB8323/3  Mixed cell adenccarcinoma
MB324/0  Lipoadenoma
MB330/0 Follicular adentma
MB330/3 Follicular adenocarcinoma, NOS
M8331/3  Follicular adenccarcinoma, well differentiated
MBEZ3Z/3 Follicular adenocarcinoma, trabecular ’
M8333/0 Microfollicular adenoma
M8334/0  Macrofolliculay adenoma
MB340/3  Papillary carcinoma, follicular variant
M8350/3  Nonencapsulated s¢lercsing carcinoma
M8360/1 Multiple endocrine adenomas
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M8361/1  Juxtaglomerular tumor
MB370/0  Adrenal cortical adenoma, NOS
M8370/3 Adrenal cortical carcinoma
ME3I7L/0  Adrenal cortical adenoma, compact cell
MB372/0 Adrenal cortlcal-oadenoms, heavily pigmented variant
ME373/0 Adrenal cortical adenoms, clear cell
M8374/0  Adrenal cortical adenoma, glomerulesa cell
MB375/0 Adrenal cortical adenoma, mizxed cell
M8380/0  Endometrioid adenoma, HOS
M8380/1  Endowmetrioid adenoma, borderline malignancy
MB38G/3 Endometrioild carcinoma
ME3B1 /0 Endometrioid adenofibroma, NOS
MB8381/1  Endometrioid adenofibroma, borderline malignancy
M8381/3  Endometriold adenofibroma, malignant

M839-M842 ADNEXAL AND SKIN APPENDAGE NEOPLASMS

M8390/0  Skin appendage adenoma
M8390/3  Skin appendage carcinoma
MB400/0  Sweat gland adenoma
MB400/1  Sweat gland tumor, HOS
MB40O/3  Sweat pland adenccavcinoms
M8401/0  Apocrine adenoma

MB4OL/3  Apocrine adenccarcinoma
M8402/0  Eccrine acrospiroma
M8403/0  Eccrine spiradenoma
MB4O4 /0 Hidrocystoma

MB4O5/0 Papillary hidradenoma
MB8406/0  Papillary syringadenoma
MB407/0 Syringoma, NOS

MB4OE /0 Eccrine papillary sdenoma
M8410/0  Sebaceous adenoms

MB410/3 Sebaceous adenocarcinoma
MB4Z0/0 Ceruminous adenoma
M8420/3 Ceruminous adevscarcinoma

MB4&3 MUCOEPIDERMOID NEOPLASMS

MB430/1  Mucoepldermoid tumor
M8430/3  Mucoepldermoid carcinoma

MB44-MB4T CYSTIC, MUCINOUS AND SEROUS NEOPLASMS

M8440/0  Cystadenoma, NOS

MB44D/3  Cystadenccarcinoma, NOS

MB441/0 Serous cystadenoma, NOS

MB441/3 Serous cystadenccarcinoma, NOS

MB8442/3  Serous cystadenoma, borderline malignancy
M84530,/0  Papillary ecystadenoma, NOS

MB450/3  Papillary soystadenccarcinoma, KOS

MB451/3  Papillary cystadenoma, borderline malignancy
M8452/1  Papillavry cystic tumor

MB460/0  Papillary ssrous cystadenoma, NOS

HMB460/3  Papillary serous cystadenocarcinoma
MB461/0  Serous surface papilloma
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M8461/3
M8462/3
M8470,/0
M8470/3
M8471/0
M8471/3
M8472/3
M8473/3

MB480/0
M8480/3
M8480/6
M8481/3
M8490/3
M8490/6

M850-ME54

M8500/2
M8500/3
M8501/2
M8501/3
M8502/3
M8503/0
M8503/2
M8503/3
M8504/0
M8504 /2
M8504 /3
M8505 /0
M8506,/0
M8510/3
M8511/3
M8512/3
M8520/2
M8520/3
M8521/3
M8522/2
M8522/3
M8530/3
M8540/3
M8541/3

M8542/3

M8543/3

ME55

M8550,/0
M8550/1
M8550,/3

Serous surface papillary carcinoma

Papillary serous cystadenoma, borderline malignancy
Mucinous cystadenoma, NOS

Mucinous cystadenocarcinoma, "NOS

Papillary mucinous cystadenoma, NOS

Papillary mucinous cystadenocarcinoma

Hucinous cystadenoma, borderline malignancy

Papillary wucinous cystadenoma, borderline malignancy

Mucinous adenona

Mucinous adenocardinoma

Peeudomyxoma peritonel
Mucin-producing adenccarcinoma

Signet ring cell carcinoma

Metastatic signet ring cell carcinoma

DUCTAL, LOBULAR AND MEDULLARY NEOPLASMS

Intraductal carcinoma, non-infiltrating, HOS

Infiltrating duct carcinoma

Comedocarcinoma, non-infiltrating

Comedocarcinoma, NOS

Juvenile carcinoma of breast

Intraductal papilloma

Non-infiltrating intraductal papillary adenoccarcinoma

Intraductal papillary adenocarcinoma with invasion

Intracystic paplillary adenoma

Non-infiltrating intracystic carcinoma

Intracystic carcinoma, NOS

Intraductal papillomatosis, NOS

Adenoma of nipple

Medullary carcinoma, NOS

Medullary carcinoma with amyloid stroma

Medullary carcinoma with lymphoid stroma

Lobular carcinoma in situ

Lobular carcinoma, NOS

Infiltrating ductular carcinoma

Intraductal carcinoma and lobular carcinoma in situ

Infiltrating duct and lobular carcinoma

Inflammatory carcinoma

Paget's disease, mammary

Paget's disease and infiltrating duct carcinoma of
breast

Paget's disease, extramammary {(except Paget's disease
of bone)

Paget's disease and Intraductal carcinoma of brsast

ACINAR CELL NEOPLASMS
Acinay cell adenoma

Acinar cell tumor
Acinar cell carcinoma
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M8560/3  Adenosquamous carcinoma

M8561/0  Adenolymphoma

M8562/3  Epithelial-myoepithelial carcinoma

M8570/3  Adenocarcinoma with squamous metaplasia

M8571/3 = Adenocarcinoma with cartilaginous and osseous
. metaplasia ' ‘

M8572/3  Adenocarcinoma with spindle cell metaplasia

M8573/3  Adenocarcinoma with apocrine metaplasia

M8580/0  Thymoma, benign

M8580/3  Thymoma, malignant

ﬁ859-M867 SPECIALIZED GONADAL NEO?LASMS

M8590/1. Sex cord-stromal tumor

M8600/0  Thecoma, NOS

M8600/3 Thecoma, malignant

M860170  Thécoma, luteinized

M8602/0 Sclerosing stromal tumor
M8610/0  ILuteoma, NOS

M8620/1 Granulosa cell tumor, NOS
M8620/3 = Granulosa cell tumor, malignant
M8621/1 . Granulosa cell-theca cell tumor
M8622/1"  Juvenile granulosa cell tumor
"M8623/1 -Sex cord tumor with annular tubules
M8630/0 Androblastoma, benign

M8630/1  Androblastoma, NOS

_ M8630/3  Androblastoma, malignant
MB631/0  Sertoli-Leydig cell tumor
M8632/1  Gynandroblastoma

M8640/0  Sertoli cell tumor, NOS

M8640/3  Sertoli cell carcinoma

M8641/0  Sertoli cell tumor with lipid storage
M8650/0 Leydig cell tumor, benign
M8650/1  Leydig cell tumor, NOS.

M8650/3. Leydig cell tumor, malignant
M8660/0 Hilus cell tumot

MB8670/0  Lipid cell tumor of ovary
M8671/0  Adrenal rest tumor ‘

M868-M871 PARAGANGLIOMAS AND GLOMUS TUMORS

M8680/1  Paraganglioma, NOS

M8680/3  Paraganglioma, malignant
M8681/1  Sympathetic paraganglioma
M8682/1  Parasympathetic paraganglioma
MB8683/0  Ganglioeytic paraganglioma
M8690/1 Glomus jugulare tumor

M8691/1  Aortic body tumor

M8692/1  Carotid body tumor

M8693/1  Extra-adrenal paraganglioma, NOS
M8693/3  Extra-adrenal paraganglioma, malignant
M8700/0  Pheochromocytoma, NOS ‘
M8700/3  Pheochromocytoma, malignant
M8710/3  Glomangiosarcoma

M8711/6 Glomus tumor

M8712/0  Glomangioma
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M872-M879 NEVI AND MELANOMAS

M8720/0
M8720/3
M8721/3
M8722/0
M8722/3
M8723/0
M8723/3
M8724/0
M8725/0
M8726/0
M8727/0
M8730/0
M8730/3
M8740/0
M8740/3
M8741/2
MB8741/3
M8742/2
M8742/3
M8743/3
M8744./3
M8745/3
M8750/0
M8760/0
M8761/1
M8761/3
M8770/0
M8771/0
M8771/3
M8772/0
M8772/3
M8773/3
M8774/3
M8775/3
M8780/0
M8780/3
M8790/0

M880

M8800,/0
M8800/3
M8800/9
M8801/3
M8802/3
M8803/3
M8804/3

Pigmented nevus, NOS

Malignant melanoma, NOS =

Nodular melanoma

Balloon cell nevus

Balloon cell melanoma

Halo nevus

Malignant melanoma, regressing

Fibrous papule of nose

Neuronevus

Magnocellular nevus

Dysplastic nevus

Non-pigmented nevus

Amelanotic melanoma

Junctional nevus

Malignant melanoma in junctional nevus
Precancerous melanosis, NOS

Malignant melanoma in precancerous melanosis
Hutchinson’s melanotic freckle

Malignant melanoma in Hutchinson's melanotic freckle
Superficial spreading melanoma

Acral lentiginous melanoma, malignant
Desmoplastic melanoma, malignant
Intradermal nevus

Compound nevus

Giant pigmented nevus

Malignant melanoma in giant pigmented nevus
Epithelioid and spindle cell nevus
Epithelioid cell nevus

Epithelioid cell melanoma

Spindle cell nevus

Spindle cell melanoma, NOS

Spindle cell melanoma, type A

Spindle cell melanoma, type B

Mixed epithelioid and spindle cell melanoma
Blue nevus, NOS

Blue nevus, malignant

Cellular blue nevus

SOFT TISSUE TUMORS AND SARGCOMAS, NOS

Soft tissue tumor, benign

Sarcoma, NOS

Sarcomatosgis, NOS

Spindle cell sarcoma

Giant cell sarcoma (except of Bone M-9250/3)
Small cell sarcoma

Epithelioid sarcoma
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M8810/0  Fibroma, NOS

M8810/3  Fibrosarcoma, NOS

M8811/0  Fibromyxoma

M8811/3  Fibromyxosarcoma.

M8812/0  Periosteal fibroma

M8812/3  Periosteal fibrosarcoma
M8813/0  Fascial fibroma

- M8813/3 Fascial fibrosarcoma

M8814/3 Infantile fibrosarcoma

M8820/0 Elastofibroma

M8821/1  Aggressive fibromatosis

M8822/1  Abdominal fibromatosis.

M8823/1  Desmoplastic fibroma

M8824/1  Myofibromatosis

M8830/0  Fibrous histiocytoma, NOS
M8830/1  Atypical fibrous histiocytoma .
M8830/3  Fibrous histiocytoma, malignant
M8832/0  Dermatofibroma, NOS

M8832/3  Dermatofibrosarcoma, NOS
M8833/3  Pigmented dermatofibrosarcoma protuberans

M884 MYXOMATOUS NEOPLASMS

M8840/0  Myxoma, NOS
M8840/3  Myxosarcoma
M8841/1  Angiomyxoma

M885-M888 LIPOMATOUS NEOPLASMS

M8850/0  Lipoma, NOS

M8850/3  Liposarcoma, NOS

M8851/0 Fibrolipoma

M8851/3  Liposarcoma, well differentiated
M8852/0  Fibromyxolipoma

M8852/3  Myxoid liposarcoma

M8853/3 Round cell liposarcoma
M8854/0  Pleomorphic lipoma

M8854/3  Pleomorphic liposarcoma
M8855/3  Mixed liposarcoma

M8856/0 Intramuscular lipoma
M8857/0 Spindle cell lipoma

M8858/3 Dedifferentiated liposarcoma
M8860/0  Angiomyolipoma

M8861/0  Angiolipoma, NOS

M8870/0  Myelolipoma

M8880/0  Hibernoma

M8881/0  Lipoblastomatosis
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M8890/0 Leiomyoma, NOS

M8890/1  Leiomyomatosis , NOS
M8890/3 Leiomyosarcoma, NOS
M8891/1 = Epithelioid leiomyoma
M8891/3  Epithelioid leiomyosarcoma
M8892/1 Cellular leiomyoma
M8893/0  Bizarre leiomyoma
M8894/0  Angiomyoma

M8894/3  Angiomyosarcoma

M8895/0  Myoma

M8895/3  Myosarcoma

M8896/3 Myxoid leiomyosarcoma
M8897/1  Smooth muscle tumor, NOS
M8900/0 Rhabdomyoma, NOS

M8900/3 Rhabdomyocsarcoma, NOS

M8901/3  Pleomorphic rhabdomyosarcoma

M8902/3 Mixed type rhabdomyosarcoma
M8903/0 Fetal rhabdomyoma
M8904/0  Adult rhabdomyoma
M8910/3  Embryonal rhabdomyosarcoma
M8620/3  Alveolar rhabdomyosarcoma

M893-M899 COMPLEX MIXED AND STROMAL NEOPLASMS

M8930/0 Endometrial stromal nodule
M8930/3 Endometrial stromal sarcoma

M8931/1  Endolymphatic stromal myosis

M8932/0  Adenomyoma

M8933/3  Adenosarcoma

M8940/0  Pleomorphic adenoma
M8940/3  Mixed tumor, malignant, NOS

M8941/3  Carcinoma in pleomorphic adenoma

M8950/3 Mullerian mixed tumor
M8951/3  Mesodermal mixed tumor
M8960/1  Mesoblastic nephroma
M8960/3  Nephroblastoma, NOS
M8963/3  Rhabdoid sarcoma

M8964/3  Clear cell sarcoma of kidney

M8970/3  Hepatoblastoma

M8971/3  Pancreatoblastoma
M8972/3  Pulmonary blastoma
M8980/3 Carcinosarcoma, NOS
M8981/3  Carcinosarcoma, embryonal
M8982/0  Myoepithelioma

M8990/C  Mesenchymoma, benign
M8990/1  Mesenchymoma, NOS
M8990/3  Mesenchymoma, malignant
M8991/3  Embryonal sarcoma

M%00-M903 FIBROEPITHELIAL NEOPLASMS
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M9000/1  Brenner tumor, borderline malignancy
M9000/3  Bremner tumor, malignant
M90107/0 Fibroadenoma, NOS

M9011/0  Intracanalicular fibroadenoma
M9012/0 Pericanalicular fibroadenoma
M9013/0  Adenofibroma, NOS

M9014/0  Serous adenofibroma

M9015/0 Mucinous adenofibroma
M9016/0 Giant fibroadenoma

M9020/0  Phyllodes tumor, benign
M9020/1  Phyllodes tumor, NOS

M9020/3 Phyllodes tumor, malignant
M9030/0  Juvenile fibroadenoma

M904 SYNOVIAL-LIKE NEOPLASMS

M9040/0  Synovioma, benign

M9040/3 = Synovial sarcoma, NOS

M9041/3  Synovial sarcoma, spindle cell ;

M9042/3  Synovial sarcoma, epithelioid cell

M9043/3  Synovial sarcoma, biphasic

M9044/3  Clear cell sarcoma (except of Kidney M-8964/3)

M905 "MESOTHELIAL NEOPLASMS

M9050/0  Mesothelioma, benign

M9050/3  Mesothelioma, malignant

M8051/0 Fibrous mesothelioma, benign
M9051/3  Fibrous mesothelioma, malignant
M9052/0 Epithelioid mesothelioma, benign
M9052/3  Epithelioid mesothelioma, malignant
M9053/0 Mesothelioma, biphasic, benign
M9053/3 Mesothelioma, biphasic, malignant
M9054/0  Adenomatoid tumor, NOS

M9055/1 Cystic mesothelioma

M906-M909 GERM CELL NEOPLASMS

M9060/3  Dysgerminoma

M9061/3 Seminoma, NOS

M9062/3  Seminoma, anaplastic
M9063/3  Spermatocytic seminoma
M9064/3  Germinoma

M9070/3  Embryonal carcinoma, NOS
M9071/3  Endodermal sinus tumor
M9072/3  Polyembryoma

M9073/1  Gonadoblastoma
M9080/0 Teratoma, benign
M9080/1  Teratoma, NOS
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M9082/3 ' Malignant teratoma, undifferentiated
M9083/3 Malignant teratoma, intermediate
M9084/0  Dermoid cyst

M9084/3  Teratoma with malignant transformation
M9085/3 Mixed germ cell tumor

M3090/0  Struma ovarii, NOS

M9090/3  Struma ovarii, malignant

M9091/1  Strumal carcinoid

M910 - TROPHOBLASTIC NEOPLASMS

M9100/0  Hydatidiform mole, NOS

M3100/1 Invasive hydatidiform mole

M9100/3 Choriocarcinoma

M9101/3  Choriocarcinoma combined with other germ cell elements
M9102/3 Malignant teratoma, trophoblastic

M9103/0 Partial hydatidiform mole

M9104/3  Placental site trophoblastic tumor

M91l MESONEPHROMAS

M9110/0  Mesonephroma, benign
M9110/1  Mesonephric tumor
M9110/3  Mesonephroma, malignant

M912-M916 BLOOD VESSEL TUMORS

M9120/0  Hemangioma, NOS

M9120/3 Hemangiosarcoma

M9121/0  Cavernous hemangioma

M9122/0 Venows hemangioma

M9123/0  Racemose hemangioma

M9124/3  Kupffer cell sarcoma

M9125/0 Epithelioid hemangioma

M9126/0 Histiocytoid hemangioma

M9130/0 Hemangioendothelioma, benign

M9130/1 Hemangioendothelioma, NOS

M9130/3  Hemangiocendothelioma, malignant
M9131/0 Capillary hemangioma

M9132/0  Intramuscular hemangioma

M9133/1  Epithelioid hemangioendothelioma, NOS
M9133/3  Epithelioid hemangiocendothelioma, malignant
M9134/1  Intravascular bronchial alveolar tumor
M9140/3  Kaposi's sarcoma

M9141/0 Angiokeratoma

M9142/0  Verrucous keratotic hemangioma
M$150/0 Hemangiopericytoma, benign

M9150/1 Hemangiopericytoma, NOS

M9150/3  Hemangiopericytoma, malignant
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MS17 LYM?HATIC VESSEL TUMORS

M9170/0  Lymphangioma, NOS
M9170/3  Lymphangiosarcoma
M9171/0 Capillary lymphangioma
M9172/0  Cavernous lLymphangioma
M9173/0 Cystic lymphangioma -
M9174/0  Lymphangiomyoma
M9174/1  Lymphangiomyomatosis
M9175/0 Hemolymphangioma

M918-M924 OSSEOUS AND CHONDROHATOUS NECPLASMS

M9180/0 Ostecma, NOS

M9180/3 Osteosarcoma, NOS

M9181/3 Chondroblastic osteosarcoma
M9182/3 Fibroblastic osteosarcoma
M9183/3 Telangiectatic osteosarcoma
M9184/3  Osteosarcoma in Paget's disease of bone
M9185/3 Small cell osteosarcoma
M9190/3  Juxtacortical osteosarcoma
M9191/0 Osteoid osteoma, NOS
M9200/0 - Osteoblastoma, NOS

M9200/1  Aggressive ostecoblastoma
M9210/0  Osteochondroma

M9210/1  Osteochondromatosis, NOS
M%220/0  Chondroma, ROS :
M9220/1  Chondromatosis, NOS

M9220/3  Chondrosarcoma, NOS

M9221/0  Juxztacortical chondroma
M9221/3  Juxtacortical chondrosarcoma 
M9230/0  Chondroblastoma, NOS
M9230/3 Chondroblastoma, malignant
M9231/3 Myxoid chondrosarcoma
M9240/3  Mesenchymal chondrosarcoma
M9241/0  Chondromyxoid fibroma

M925 GIANT CELL TUMORS

M9250/1  Giant cell tumor of bone, NOS

M9250/3  Giant cell tumor of bone, malignant
M9251/1  Giant cell tumor of soft parts, NOS
M9251/3 Malignant giant cell tumor of soft parts
M326 MISCELﬁANEOUS BONE TUMORS

M9260/3  Ewing’s sarcoma
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M927-M934 ODONTOGENIC TUMORS

M9270/0 Odontogenic tumor, benign
M9270/1  Odontogenic tumor, NOS
M9270/3  Odontogenic tumor, malignant
M9271/0 Dentinoma

M9272/0 Cementoma, NOS

M9273/0  Cementoblastoma, benign
M9274/0  Cementifying fibroma

M9275/0 Gigantiform cementoma
M9280/0  Odontoma, NOS

M9281/0  Compound odontoma

M9282/0 Complex odontoma

M9290/0  Ameloblastic fibro-odontoma
M9290/3  Ameloblastic odontosarcoma
M$300/0  Adenomatoid odontogenic tumor
M9301/0 Calcifying odontogenic cyst
M9302/0  Odontogenic ghost cell tumor
M9310/0  Ameloblastoma, NOS

M9310/3  Ameloblastoma, malignant
M9311/0 Odontoameloblastoma

M9312/0 Squamous odontogenic tumor
M9320/0  Odontogenic myxoma

M9321/0  Central odontogenic fibroma
M9322/0  Peripheral odontogenic fibroma
M9330/0 Ameloblastic fibroma

M9330/3  Ameloblastic fibrosarcoma
M9340/0 Calcifying epithelial odontogenic tumor

M935-M937 MISCELLANEOUS TUMORS

M9350/1  Craniopharyngioma

M9360/1 Pinealoma

M9361/1  Pineocytoma

M9362/3  Pineoblastoma

M9363/0 Melanotic neuroectodermal tumor
MS364/3  Peripheral neuroectodermal tumor
M9370/3  Chordoma

M938-M948 GLIOMAS

M9380/3 Glioma, malignant

M9381/3 Gliomatosis cerebri

M9382/3 Mixed glioma

M9383/1  Subependymal glioma

M9384/1  Subependymal giant cell astrocytoma
M9390/0 Choroid plexus papilloma, NOS
M9390/3 Choroid plexus papilloma, malignant
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M9391/3 Ependymoma, NOS
M9392/3 Ependymoma, anaplastic
M9393/1  Papillary ependymoma
M939%4/1  Myzopapillary ependymoma
M8400/3 Astrocytoma, NOS
M3401/3  Astrocytoma, anaplastic
M%410/3  Protoplasmic astrocytoma
M9411/3  Gemistocytic astrocytoma
M9420/3  Fibrillary astrocytoma
M9421/3  Pilocytic astrocytoma
M9422/3 Spongioblastoma, HOS
M9423/3  Spongiloblastoma polare
¥9424/3  Pleomorphic xanthoastrocytoma
M9430/3  Astroblastoma
M9440/3 Glioblastoma, HOS
M9441/3 Giant cell glioblastoma
MO442/3 Gliosarcoma
M9443/3  Primitive polar spongioblastoma
M9450/3  Oligodendrogliema, NOS
M9451/3  Oligedendroglloma,; anaplastic
M9460/3  Oligodendroblastoma
MI9470/3  Medulloblastoma, NOS
M9471/3  Desmoplastic medulloblastoma
M%472/3 HMedullomyoblastoma
M9473/3 Primitive neurcectodérmal tumor
M9480/3 Cerebellar sarcoma, NOS
M9481/3  Honstrocellular sarcoma

M949-p952 NEURDEPITHELIOMATOUS NECOPLASMS

M8490/0 . Ganglioneuroma

MB8490/3 Ganglioneuroblastoma

M9491/0 Ganglioneuromatosis

M95006/3  Heuroblastoma, HOS

M9501/3  Medulleoepithelioma, NOS
M9502/3  Teratoid medulloepithelioma
M9503/3 Neuroepithelioma, NOS

M9504/3 Spongioneuroblastoma

M8505/1  Ganglioglioms

M9506/0  Neurocytona

Ma507 /0 Pacinian tumor

M9510/3 Retincblastoma, NOS

M9511/3  Retinoblastoma, differentiated
M9512/3 Retinoblastoma, undifferentiated
M9520/3  Olfactory nsurogenic tumor
M9521/3  Esthesioneurccytoma

M9522/3 Esthesionsurcblastoma

M9523/3 Esthesioneurcepithelioma

M953 MENINGIOMAS

M9530/0  Meningioma, NOS
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M9530/1  Meningiomateosis, NOS
M%530/3 Meningioma, malignant
M9531/0  HMeningotheliomatous meningioma
M9532/0  Fibrous meningioma
M9533/0  Psammomatous meéningioma
M9534/0  Apgiomatous meningioma
M9535/0  Hemangioblastic meningioma
M9536/0  Hemanglopericytic meningloma
M%537/0  Transitional meninglowma
M9538/1 . Papillary meningioma
M9539/3  Meningeal sarcomatosis

M%54-M957 NERVE SHEATH TUMORS

M95340/0  Neurofibroma, NOS
M9540/1  Neurofibromatosis, NOS
M9540/3  Neurofibrosarcoms

M9541 /0 Melanotic neurofibroma
MI550/0 S Plexiform neurofibroma
M9560/0  HNeurilemmoma, KOS
HM9560/1 Neurinomatosis

M9560/3  Neurilemmoma, malignant
M9561/3  Triton tumor, malignant
M9562/0  Neurothekeoma

M9570/0  Neuroma, NOS

M958 GRANULAR CELL TUMORS AND ALVEOLAR. SOFT PART SARCOMA

M9580/0 . Granular ecell tumor, NOS
M9580/3 Granular cell tumor, malignant
M9581/3  Alveolar soft part sarcoma

M959-M970 HODGKIN'S AND NON-HODGKIN'S LYMPHOMA

M959 MALIGNANT LYMPHOMAS . NOS OR DIFFUSE

M8590/3 Malignant lymphoma, NOS

M9591/3 Malignant lymphoma, non-Hodgkin’s, NOS
M9592/3  Lymphosarcoma, NOS

M9593/3  Reticulosarcoma, NOS

M9594/3  Microglioma ,
M9595/3 Malignant lymphoma, diffuse, NOS

MI65-M966 HODGKIN'S DISEASE

MB630/3  Hodpkin's disease, NOS

M9652/3  Hodgkin's disease, mixed cellularity, NOS

M9653/3  Hodgkin’s disease, lymphocytic depletion, NOS

M9654/3  Hodgkin’s disease, lymphocytic depletion, diffuse
fibrosis
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M9655/3
M9657/3
M9658/3
M9659/3
M9660/3
M9661/3
M9662/3
M9663/3
M9664 /3
M9665/3

M9666/3

M9667/3

M967-M968

M9670/3
M9671/3
M9672/3
M9673/3

MI674/3
M9675/3
M9676/3
MI680,/3
M9681/3
M9682/3
M9683/3
M9684/3
M9I685/3
M9686,/3
M9687/3

M969
M9690/3
M9691/3
M9692/3
M9693/3

M9694/3

M9695,/3
M9696/3

M9697/3
M9698/3
M970

M9700/3

M9701/3
M9702/3

Hodgkin's
Hodgkin's
Hodgkin's
Hodgkin's
Hodgkin's
Hodgkin's
Hodgkin's
Hodgkin's
Hodgkin's
Hodgkin's

WHO/ICD10/REV.CONF/89.10
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disease, Llymphocytic depletion, reticular

disease, lymphocvytic predominance, NOS

disease, lymphocytic predominance, diffuse

disease, lymphocytic predominance, nodular

paragranuloma, NOS

granuloma

Sarcoma
disease,
disease,
disease,

pradominance

Hodgkin's

Hodgkin's

disease,

disease,

depletion

MALIGHANT

Malignant
Malignant
Malignant
Malignant

LYMFPHOMA,

lymphoma.,
Tymphoma,
Tymphoma,
Tymphoma,

NOS
cellular phase
Iymphocytic

sclerosis,
sclerosis,
sclerosis,

nodular
nodular
nodular
nodular

sclerosis, mixed cellularity

nodular sclerosis, lymphocytie

DIFFUSE OR NOS, SPECIFIED TYPE

small lymphocytic, NOS
lymphoplasmacytic

small cleaved cell, 'diffuse
Iymphiocytic, intermediate

differentiation, diffuse

Malignant
Malignant
Malignant
Malignant
Malignant
Halignant
Malignant
Malignant
Malignant
Malignant
Burkitt’s

MALIGNANT
without

Malignant
Malignant

Tymphoma,
Lymphoma;
Tymphoma,
1ymphoma,
Tymphoma,
Iymphoma,
lymphoma,
Tymphoma,
Iymphoma,
Iymphoma,
lymphoma

LYMPHOMA,,

centrocytic

mixed small and large cell, diffuse
centroblastic-centrocytic, diffuse
large cell, diffuse

large cell; cleaved, diffuse

large cell, non-cleaved, diffuse
centroblastic, diffuse
immunoblastic

Iymphoblastic

gmall cell, non-cleaved, diffuse
NOS

FOLLICULAR OR NODULAR, with or

diffuse areas

lymphoma,
Lymphoma,

follicular

Malignant

Iymphona,

follicular

Malignant
nodular

Lymphoma,

folliculay, NOS
mixed small cleaved and large cell,

centroblastic-centrocytic,

Iymphoeytic, well differentiated,

Malignant lymphoma, lymphocytic, intermediate
differentiation, nodular

Malignant
Malignant

nodular
Malignant
Malignant

lymphoma,
lymphoma,

Lymphoma,
lymphoma,

small cleaved cell, follicular
lymphocytic, poorly differentiated,

centroblastic, follicular
large cell, follicular, WOS

SPECIFIED CUTANEQUS AND PERIPHERAL T-CELL LYMPHOMAS

Mycosis fungoides
Sezary's disease
Peripheral T-cell lymphoma
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M971 OTHER SPECIFIED NON-HODGKIN’S LYMPHOMAS

M$711/3  Monocytoid B-cell lymphoma
M9712/3  Angioendotheliomatosis
M9713/3  Anglocentric T-cell lymphoma
M9714/3  Large cell Ki-1 lymphoma

M3972 OTHER LYMPHORETICULAR NEOPLASMS

M9720/3 Malignant histioccytosis
M9722/3 Letterer-Siwe's disease
M9723/3  True histiocytic lymphoma

M973 PLASMA CELL TUMORS

M9730/3 Multiple myeloma
M9731/3  Plasmacytoma, NOS

M974 MAST CELL TUMORS

M9740/1  Mastocytoma, NOS
M9740/3 Mast cell sarcoma
M9741/3 Malignant mastocytosis

M976 IMMUNOPROLIFERATIVE DISEASES

M9760/3  Immunoproliferative disease, NOS

M9761/3 Waldenstrom's macroglobulinemia

M9762/3  Alpha heavy chain disease

M9763/3  Gamma heavy chain disease

M9764/3  Immunoproliferative small intestinal disease
M9765/1  Monoclonal gammopathy

M9766/1  Angiocentric immunoproliferative lesion
M9767/1  Angioimmunoblastic lymphadenopathy

M9768/3  T-gamma lymphoproliferative disease

M380-M994 LEUKEMIAS

M3980 LEUKEMIAS, NOS

M9800/3  Leukemia, NOS

M9801/3  Acute leukemia, NOS
M9802/3  Subacute leukemia, NOS
M9803/3  Chronic leukemia, NOS
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M982

M9820/3
M9821/3
M9822/3
M9823/3
M9824/3
M9825/3
M9826/3
M9827/3

M983

M9830/3

M984
M9840/3
M9841/3
M9842/3
M985

M9850/3

M986

M9860/3
M9861/3
M9862/3
M9863/3
M9864/3
M9866/3
M9867/3
M9868/3

M987

M9870/3

M988

M9880,/3

LYMPHOID LEUKEMIAS

Lymphoid leukemia, NOS

Acute lymphoblastic leukemia
Subacute lymphoid leukemia
Chronic lymphocytic leukemia
Aleukemic lymphoid leukemia
Prolymphocytic¢ leukemia
Burkitt’s cell leukemia

Adult T-cell leukemia/lymphoma

PLASMA CELL LEUKEMIA

Plasma cell leukemia

ERYTHROLEUKEMIAS

Erythroleukeﬁia

Acute erythremia

Chronic erythremia '\ 
LYMPHOSARCOMA CELL LEUKEMIA“i\ »

Lymphosarcoma cell leukemia

MYELOID (GRANULOCYTIC) LEUKEMIAS. -

Myeloid leukemia, NOS

Acute myeloid leukemia

Subacute myeloid leukemia
Chronic myeloid leukemia
Aleukemic myeloid leukemia
Acute promyelocytic leukemia
Acute myelomonocytic leukemia
Chronic myelomonocytic leukemia

BASOPHILIC LEUKEMIA

Basophilic leukemia

EOSINOPHILIC LEUKEMIA

Eosinophilic leukemia
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M9890/3  Monocytic leukemia, NOS
M9891/3  Acute monocytic leukemia
M9892/3  Subacute monocytic leukemia
M9893/3  Chronic monocytic leukemia
M9894/3  Aleukemic monocytic leukemia

M990-M994 OTHER LEUKEMIAS

M9%00/3 Mast cell leukemia

M9910/3  Acute megakaryoblastic leukemia
M9930/3 Myeloid sarcoma

M9931/3  Acute panmyelosis

M9932/3  Acute myelofibrosis

M9940/3  Hairy cell leukemia

M995-M997 MISCELLANEOUS MYELOPROLIFERATIVE AND
LYMPHOPROLIFERATIVE DISORDERS

M9950/1  Polycythemia vera

M9960/1  Chronic myeloproliferative disease
M9961/1  Myelosclerosis with myeloid metaplasia
M9962/1  Idiopathic thrombocythemia

M9970/1  Lymphoproliferative disease, NOS

M998 - MYELODYSPLASTIC SYNDROMES

M9980/1 Refractory anemia, NOS

M9981/1  Refractory anemia without sideroblasts

M9982/1  Refractory anemia with sideroblasts

M9983/1  Refractory anemia with excess of blasts

M9984/1  Refractory anemia with excess of blasts with
transformation

M9989/1  Myelodysplastic syndrome, NOS

e == osem
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DEFINITIONS, STANDARDS AND REPORTING REQUIREMENTS RELATED TO
MATERNAL AND CHILD HEALTH AND THE PERINATAL PERIOD

I. HISTORICAL BACEGROUND

A limited number of definitions aund vecommendations were included in the Eighth
Revision of the ICD. The definitions themselves covered only live birth, fetal
death, causes of degth, and the underlving cause of death.

As a part of the preparvations for the Winth Revision, a2 Sclentific Group on
Health Statistics Methodology Related to Perinatal Events was held in Geneva from
30 April to & May 1974. The group formulated a number of definitions and
recommendations for perinatal and maternal events as well as for the terminology and
format for statlstical tables.

These recommendations were submitted to the Expert Committee on Heslth
Statistics which met from & fo 10 June 1974.  The Expert Committes endorsed the
Selentific Group's recommendations relating to the perinatal period but noted with
reservations the recommendations related to maternal mortality definitions.

The Scientific Group had defined "1ife at birth” and then defined "live birth”
as a birth with evidence of 1ife and "still birth™ as birth with no evidence of
life. The definitions also included a lower limit of birth welight (1000g) for
stiilbirths for the ecalculation of perinatal wmortality rates.

The Iaternational Conference for the Ninth Revision of the ICD which took place
from 30 September to & October 1975 gave further detailed consideration to the
definitions and recommendations and decided to retain the definitions of live birth
and fetal death as they appeared in ICD-8. Also, because of a lack of general
agreement on a number of the definitions, the only new definitions recommended for
adoption by the World Health Assembly related to birth weight, gestational age and
maternal mortality. However, the recommendations for the presentation of perinatal
statistics included a cut—off point of a 1000 g birth weight for inclusion in
statisties for international comparisons to overcome the problems caused by
differences within and between countries In the application of definitions.
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{WHO}. The document may not be reviewed, abstracted,
gquoted, reproduced or transiated, in part or in whole,
without the prior written, permission of WHO. No part
of this document may be stored in & retrieval system or
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IT. ACTIVITIES RELATED TO DEFINITIONS AND STANDARDS FOR ICD-10

In the interest of improving the comparability of national and international
health statistics, the Preparatory meeting on ICD-10 held in Geneva in September
1983 and the first Expert Committee on ICD-10 which met in San Francisco in June
1984 recommended the review and revision of definitions and standards related to
maternal and child health and the perinatal period in consultation with experts,
including epidemiclogists and representatives of the United Nations Statistical
Office (UNSO).

In response to these recommendations, WHO convened a consultation on definitions
and standards related to maternal and child health and the perinatal period which
was held in Geneva from 10 to 14 December 1984 (WHO working document ICD/PE/84.1).
The consultation discussed the definitions and recommendations contained in ICD-9
and made a number of proposals for addition and amendment which were circulated to
WHO Collaborating Centres for Classification of Diseases, appropriate groups of
experts and discussed with UNSO.

A summary of the comments received on the recommendations was presented to the
Heads of WHO Collaborating Centres for the Classification of Diseases in April 1986
(Working document WHO/DES/ICD/86.19). The Centre Heads noted the two major areas of
disagreement, namely the change of concept from "fetal death" to the new concept of
"deadbirth", and the definition of numerators and denominators for the caleulation
of perinatal and maternal mortality rates, In addition, there were a number of
questions related to definitions of maternal mortality and the associated 42 day
reference period. In view of the importance of these topics, the expressed interest
of many countries, and the concerns of UNSO of balancing the need for providing
internationally comparable statistics with the need for promoting the availability
of statisties, particularly in developing countries, the Centre Heads recommended
that WHO convene a further meeting to resolve the outstanding areas of disagreement.

This consultation was held in Washington DG, USA from 30 March to 3 April 1987
and included representatives of the International Federation of Gynaecology and
Obstetrics (FIGO) and UNSO, .

‘Its recommendations were presented to the second Expert Committee on ICD-10 in
November 1987 (Working documents WHO/DES/ICD/PE/87.1 and WHO/DES/EG/I1C-10/87.25).
The Expert Committee was also informed of the objections that had been made to the
recommendation of the Washington consultation that a "fetal death" be redesignated a
"deadborn fetus". While the Committee agreed that deadborn fetus was logically more
correct, fetal death is the term traditionally used for statistical purposes. The
Committee therefore recommended the following definition:

"Fetal death (deadborn fetus). For statistical purposes a fetal death is a
deadborn fetus which, after birth, does not breathe or show evidence of life as
demonstrated by beating of the heart, pulsation of the umbilical cord, or
definite movement of voluntary muscles, whether or not the umbilical cord has
been cut or the placenta is attached",

— 209 —



The Expert Committee also disagreed with the use of the term "standard® to
describe early neonatal and infant mortality rates, and felt that further
clarification was required concerning the types of maternal mortality rates that
were recommended., It proposed that the maternal mortality rate should include both
direct and indirect obstetric deaths. Separate rates for direct maternal mortality
and indirect maternal mortality should also be calculated.

At their meeting in 1988, the Centre Heads gave further consideration to .the
definitions and recommendations and proposed that the definitions of both "live
birth" and "fetal death" used in ICD-9 should be retained in ICD-10. In relation to
the words "deadborn fetus" it was agreed to use them in parentheses after fetal
death and in the numerators of ratios and rates. However, countries could drop the
term in those language versions where this was appropriate.

Further extensive discussions and correspondence took place subsequently between
WHO, FIGO and UNSO and revised proposals were submitted to the Centre Heads at their
1989 meeting. A number of separate comments and recommendations from UNSO were also
discussed. ‘ '

While the Centre Heads agreed that it was possible to accept the UNSO
recommendation relating to the descriptors applied tc the various ratios and rates
and to the order of entry of items, problems remained regarding the definitions
applled to maternal mortality and to the descriptors of the maternal mortality
ratios and rates.

No explicit definition of maternal mortality had been included in the report of
the Washington consultation.

The Centre Heads were concerned that the ICD-9 definition excluded the
increasing number of deaths from obstetric causes that occurred after the end of the
puerperium and recommended that maternal mortality should be defined as follows:

"A maternal death is defined as the death of a woman from any cause arising
during pregnancy, childbirth or the puerperium (usually considered to be 42
days) irrespective of the duration and site of the pregnancy, even though death
may occur after the end of the puerperium".

It should be noted that the ICD-9 definition of maternal mortality includes only
direct and indirect obstetric deaths whereas the definition as proposed for ICD-10
includes maternal deaths from any cause i.e. direct obstetric, indirect obstetric
and non-obstetric (coincidental) maternal deaths,

For the purposes of the international reporting of maternal mortality, only
those deaths occurring before the end of the 42 day reference period would be
included in the various ratios and rates, though it was felt that the collection of
later deaths would be useful for national analytical purposes.

This change of definition has resulted in the addition of appropriate categories
to the Chapter of Pregnancy, childbirth and the puerperium of ICD-10 to ensure that
maternal mortality from direct obstetric causes could be defined by ICD codes
according to when death cccurred.
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‘III. CERTIFICATE OF CAUSE OF PERINATAL DEATH

A certificate of cause of perinatal death together with instructions for
completion and coding of the causes of death was introduced at the Ninth Revision of
the ICD.

This certificate has been successfully adopted by a number of countries. At the
meeting of Heads of WHO Collaborating Centres for Classification of Diseases held
from 28 February to 7 March 1989, the London and Moscow Centres reported on their
experience in the use of the certificate. The papers and subsequent discussion led
the Centre Heads to recommend that the scope of the certificate should be extended
to cover all neonatal deaths (i.e. those occurring during the first 28 days of
life). This would require a change of title to show that the certificate was
intended for fetal and neonatsl deaths. Also, the instructions for selection and
tabulation of a single underlying cause should be included in the section related to
the certificate and not in the section on Definitions and Recommendations on
Perinatal Mortality Statistics as had beem the case in ICD-9.

1V, RECOMMENDED DEFINITIONS, STANDARDS AND REPORTING REQUIREMENTS FOR ICD-10 RELATED
TO FETAL, PERINATAL, NEONATAL AND INFANT MORTALITY

1, Definitions

1.1 Live birth

Live birth is the complete expulsion or extraction from its mother of a product
of conception, irrespective of the duration of pregnancy, which, after birth,
breathes or shows any other evidence of life as demonstrated by beating of the
heart, pulsation of the umbilical cord, or definite movement of voluntary
muscles, whether or not the umbilical cord has been cut or the placenta is
attached; each product of such a birth is considered live born.

1.2 Fetal death [deadborn fetus]
Fetal death is death prior to the complete expulsion or extraction from its
mother of a product of conception, irrespective of the duration of pregnancy;
the death is indicated by the fact that after such separation the fetus does not
breathe or show any other evidence of life, such as beating of the heart,

pulsation of the umbilical cord, or definite movement of voluntary muscles,
whether or not the umbilical cord has been cut or the placenta is attached.

1.3 Birth weight

The first weight of the fetus or newborn obtained after birth.

1.4 Low birth weight

Less than 2500 g (up to, and including 2499 g).

1.5 Very low birth weight

Less than 1500 g (up to, and including 1499 g).

1.6 Extremely low birth weight

Less than 1000 g (up to, and including 999 g).
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The duration of gestation is measured from the first day of the last normal
menstrual period. Gestational age is expressed in completed days or completed
weeks (e.g. events occurring 280 to 286 completed days after the onset of the
last normal menstrual period are considered to have occurred at 40 weeks of
gestation), ‘

.8 Pre-term
Less than 37 completed weeks (less than 259 days) of gestation.
.9 Term

From 37 completed weeks to less than 42 completed weeks (259 to 293 days) of
gestation.

.10 Post-term
42 completed weeks or more (294 days or more) of gestation.

.11 Perinatal period

The perinatal ﬁeriod commences at 22 completed weeks (154 days) of gestation
(the time when birth weight is normally 500 g), and ends 7 completed days (168
hours) after birth. :

.12 Neonatal period

The neonatal period commences at birth and ends 28 completed days after birth.

Neonatal deaths (deaths among live births during the first 28 completed days of
life) may be subdivided into early neonatal deaths, occurring in the first seven
~completed days (168 hours) of life and late neonatal deaths, occurring after the
seventh day but before 28 completed days of life. ‘

Notes on definitions

.1 For live births, birth weight should be measured preferably within the first
hour of life before significant postnatal weight loss has occurred. Whilst
statistical tabulations include 500 g groupings for birth weight, weights should
not be recorded in those groupings. The actual weight should be recorded to the
degree of accuracy that it is measured.

-2 The definitions of "low", "very low", and "extremely low" birth weight do not

constitute mutually exclusive categories. Below the set limits they are
all-inclusive and therefore overlap. (i.e. "low" includes "very low" and
"extremely low", while "very low" includes "extremely low").

-3 Gestational age is frequently a source of confusion when calculations are based

on menstrual dates. For the purposes of calculation of gestational age from the
date of the first day of the last normal menstrual period and the date of
-delivery, it should be borne in mind that the first day is day zero and not day
one; days 0-6 therefore correspond to "completed week zero", days 7-13 to
"completed week one", and the 40th week of actual gestation is synonymous with
"completed week 39". 1In order to avoid misunderstanding, tabulations should
indicate both weeks and days. -
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3.

1

3.2

3.

3

Reporting reguirements

It is recognized that legal reguirements for the registration of fetal deaths
and live births still vary from country to country and even within countries.
However, it is recommended that, wherever possible, all fetuses and i~fants
delivered weighing at least 500 g, whether alive or.dead, be included in the
statistical tabulations. When birth weight is unavailsble, the corresponding
ceriteria for gestational age (22 completed weeks), or body length (25 cm
crown-heel) should be used, The criteria for deciding whether an event has
taken place within the perinatal period should be applied in the order 1) birth
weight, 2) gestational age, 3) crown-heel length. The inclusion of fetuses and
infants weighing between 500 g and 1000 g in national statistics is recommended
both because of its inherent value and because this inclusion improves the ‘
completeness of reporting at 1000 g and over.

In statistics for Iinternational comparison, inclusion of this group of extremely
low birth weight births disrupts the validity of comparisons and is not
recommended.  Countries should therefore arrange vegistration and reporting
procedures so that the events and-the eriteria for their inclusion in the
statistics can be easily identified. less mature fetuses and infants not
corresponding to these criteria should be excluded from perinatal statistics
unless there are legal or other wvalid reasons to the contrary, in which case
this inclusion must be explicitly stated. Where these chavacteristics are
unknown, the event should be included in, rather than excluded from, mortality
statistics of the perinatal peried. Countries. should also present standard
statistics in which both the numerator and the denominator of all ratios and
rates are restricted to fetuses and infants weighing 1000 g or more
(welght-specific ratios and rates); where birth veight is unavailable, the
corresponding gestational age (28 completed weeks) or body length (35 enm
crown-heel) should be used.

In reporting fetal, perinatal, neonatal and infant mortality statistics the
number of deaths due to lethal malformations should whenever possible be
identified for live births and fetal deaths and in relation to birth weight of
500-999 g and 1000 g or more. Heonatal deaths due to lethal malformations
should be subdivided inte early and late neonatal deaths. The availability of
this information enables perinatal and neonatal mortality statistics to be
reported with or without the deaths from lethal malformations. A lethal
malformation is defined as a congenital morphological anomaly (see Chapter XVII)
regarded to be the primary cause of death during the fetal and neonatal period.

When a malformation was thought to have led to a train of events resulting in
death the fetus or infant should be classified under this heading. In other
words, an infant with diaphragmatic hernia who died during surgery would be
deemed to have died as a result of a lethal malformation. . On the other hand, an
infant with a hare lip that died of meningitis would not,

Ratios and rates

Published ratios and rates should always specify the denominator that has been
used, i.e., live births or total births (live births plus fetal deaths).
Countries are encouraged to provide the ratios and rates listed below, or as
many of them as their data collection systems permit:

4.1 Fetal death ratio

?Qtal deaths < 1000
Live births

— 213 —



WHO/ICD1O/REV.CONF/89.11
page 7

4,2 Petal death rate:

Fetral d?aths % 1000
Total births

4.3 Fetal death rate, weight-specific:

Fetal deaths weighing 1000 g and over . 1g0p
Total births weighing 1000 g and over

4.4 Early neonatal mortality vate:

Early neonatal deaths % 1000
Live births

4.5 Early neonatal mortality vate, weight-specific:

Early neonatal deaths of Infante welghing 1000 g and ovexr at birth % 1000
CooLive births weighing 1000 g and over

4.6 Perinatal mortality ratio:

Fetal deaths and ea?lx neonatal deaths % 1000
Live births

4,7 Perinatal mortality ratel
Fetal desths and early neonatal deaths
x 1000
Total births

4.8 Perinatal mortality rate, weight-specific:

Fetal deaths weighing 1000 g and over, plus

early pepnatal deaths of infante weishing 1000 ¢ and over at birth % 1000
Total births weighing 1000 g and over

4.9 Heonatal mortality rate:

§e§nata§ deaths % 1000
Live births

4,10 Neonatal mortality rate, weight-specific:

Neonatal deaths of infants weighing 1000 g and over at birth . 1g00
Live births weighing 1000 g and over

4.11 Infant mortality rate:

Humber of deat?s under one vear of are % 1000
Live births

IThe perinatal mortality rate is the number of fetal deaths weighing
at least 500 g (or, when birth weight is unavailable, after 22 completed
weeks of gestation or with a crown-heel length of 25 c¢cm or more), plus the
number of early neonatal deaths, per 1000 total births. Because of the
different denominators in each component, this is not necessarily equal to
the sum of the fetal death rate and the early neonatal mortality rate.
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4.12

Infant mortality rate, weight-specific:
B ¥
Infant deaths among live births weighing 1000 g and over at birth x 1000
Live births weighing 1000 g and over

RECOMMENDED DEFINITIONS, STANDARDS AND REPORTING REQUIREMENTS FOR ICD-10 RELATED
TO MATERNAL MORTALITY

Definitions

A maternal death is the death of a woman from any cause arising during
pregnancy, childbirth or the puerperium (usually considered to be 42 days),
irrespective of the duration and site of the pregnancy; even though death may

oceur after the end of the puerperium

Maternal deaths may be subd1v1ded into three groups

.1 Direct obstetric deaths: those resulting from complications of pregnancy,

childbirth, or the puerperium including interventions, omissions, incorrect
treatment, or from a chain:of events resulting from any of the above,

.2 Indirect obstetric deaths: those resulting from previous existing diseases or

diseases that developed during pregnancy, childbirth, or the puerperium which
were not due to direct:obstetric causes but which were aggravated by the
physiologic effects of pregnancy i o

.3 Non-obstetric maternal deaths: those resulting from accidental or incidental

causes not related to pregnancy, childbirth; or ‘the puerperium but cccurring
during that period.

Reporting requirements

For the purposes of the international reporting of ‘maternal mortality only those
deaths occurring before the end of the 42-day reference period should be
included in the various ratios and rates, .though the collectlon of later deaths
is useful for national analytical purposes.

Published maternal mortality rates should always specify the numerator (number
of recorded maternal deaths), which can be given as:

3

the number of recorded direct obstetric deaths, or

the number of recorded obstetric deaths (direct plus indirect), or

the number of all recorded maternal deaths, being the sum of both the
number of recorded obstetric deaths and the number of recorded
non-obstetric maternal deaths (each component value should be provided).

i

The denominator used for calculation of the maternal mortality ratios or rates
should likewise be specified as the number of live births or the number of total
births {live births plus fetal deaths). Where figures for both live births and
fetal deaths are available, a ratio and a rate should be published for each
denominator.
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2.4 Maternal deaths due to obstetric causes but cccurring after the end of the
puerperium should not be included in the caleulation of maternal mortality
rates. :

[

3. Ratlos and rates
Rates should be ewxpressed as a ratio of the numerator to the denominator,
multiplied by 1 000, 10 000, or 100 000 as preferred and indicated by the
country. Maternal mortality ratios and rates can thus be expressed as;

3.1 Maternal mortality ratio:

terna eath ohstet nd non-ohstet x k
Live births

3.2 Maternal mortality rate:

Maternal deaths {obstetric and non-obstetric) x k
Total births

3.3 Obstetriec mortality ratio:

Obstetric deat direc d direc % ¥
Live births

3.4 Obstetric mortality rate:

Obstetric deaths {(direct 1 ot x k
Total births

3.5 Direct obstetric mortality ratio:

Direct obstetric deaths only % k
Live births

3.6 Direct obstetric mortality rate:

Direct obstetric deaths only x k
Total births

where k-may be 1 000, 10 000 or 100 000 as specified by the country.

s o
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PROPOSALS FOR GLOSSARY DEFINITIONS FOR SOME SUBCATEGORIES OF Z60, Z6l, Z62, Z63
IN . THE CHAPTER ON FACTORS INFLUENCING HEALTH STATUS AND CONTACT WITH HEALTH SERVICES

The following glossary definitlions are proposed to be included in Chapter XXI
{Z=code) of ICD-10 to facilitate the use of the newly introduced categories Z60, Z61, 262,
and Z63.

260 Problems related to the social environment

Z60.1 Arypical parenting situatlon
Problems related to a parenting situation (e.g. rearing of children) other than
of two cohabiting blologlcal parents.

Z60.4 Social exclusion and relection
Exclusion and rejection on the basis of personal characteristics, e.g. unusuval
physical appeatrance, illness or behaviour.

Excludes: target of adverse discrimination such as for racial or religlous
reasons (260.5).

Z60.5 Target of adverse discrimination and persecution
Persecution or discrimination, resulting In injury or humilistion on the basis
of membership of some proup (as defined by skin eolour, religion, ethnic
origin, ete.) rather than personal characteristics.

Excludes: social ewclusion and reijection (260.4).

61 Problems related to negative life events in childhood

Z61.0 Loss of love relationship
Loss of an emotionally close relationship, e.g. of ‘5 parent, & sibling, a very
speclial friend or a loved pet, by death or permanent -departure or rejection.

Z61.1 Removal from home
Admission to a foster home or a hospital causing psychosocial stress or forced
conscription into an activity away from home for a prolonged period.

261.2 Negatively alteved pattern of family relationships
Arrival of a new person into a femily resulting in adverse change in child’s
relationships.  Can include new marriage by a parent or-birth of younger

sibling.
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Z61.3

Z61.4

Z61.5

261.6

Z61.7

762

Z62.1

762.2

Events resulting in loss of self-esteem
Events resulting in a negative self reappraisal by the child. Failure in
tasks with high personal investment. Disclosure or discovery of a shameful or
stigmatizing personal or family event. Humiliation experiences.

Problems related to sexual abuse of child by person with primary support group
Problems related to any forw of physical contact or exposure between an adult
member of the child's household and the child that has led to sexual arousal,
whether or not the child has willingly engaged in the sexual acts (e.g. any
genital contact, manipulation or deliberate exposure of breasts or genitals).

Problems related to sexual abuse of child by person ocutside of primary support
group
Problems related to contact or attempted countact with the child's or the other
person's breasts or genitals, sexual exposure in close confrontation or
attempt to undress or seduce the child, by a substantially older person
outside the ¢hild's family, either on the basis of this person®s position or
status or agaionst the will of the child.

Problems related to physical child abuse
Problems related to incidents in which the child has been injured in the past
by any adult in the household to a medically significant extent {e.g.
fractures, marked bruising) or that involved forms of wviolence that are
abnormal {e.g. hitting the c¢hild with hard or sharp inmplements, burning or
tying up of the child}.

Personal frightening experience
Experience carrying a threat for the child's future, such as a kidnapping,
natural disasters with a threat to 1life, injury with a threat to self-image or
security, or witnessing a severe frauma to a beloved person.

Other problems related to upbringing of child

Lack of parental knowledge of what the child is doing or where the child is;
poor control; lack of concern or lack of attempted intervention when the child
is in risky situations.

Parental overprotection
Pattern of upbringing resulting in infantilization and prevention of
independent behaviour.

Institutional upbringing
Group foster care in which paventing responsibilities are largely taken over
by some form of imstitutiond (such as residential nursery, orphanage,
children's home) or therapeutic c¢are over a prolonged period in which the
child is in a hospital, convalescent home or the like, without at least one
parent living with the child.
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7262 .4

262.7

Z63

263.0

Hostility towards and scapegoating of child

Negative parental behaviour specifically focussed on the child as an
individual, persistent over time and pervasive over several child behaviours
(e.g. automatically blaming the child for any problems in the household or
attributing negative characteristics to the child)}.

Emotional neglect of child

Parent talking to the child in a dismissive or inseunsitive way. Lack of
interest in the child, of sympathy for the child's difficulties and of praise
and encouragement. Irritated reaction to anxious behaviour and absence of
sufficient physical comforting (including lack of warmth).

Inappropriate parental pressures and other abnormal quality of upbringing

Parents forcing the child to be different than the local norm, either sex
inappropriate (e.g. dressing a boy in girl's clothes), age inappropriate (e.g.
forcing a c¢hild to take on responsibilities above her or his age) or otherwise
inappropriate (e.g. pressing the child to engage in unwanted or too difficult
activities).

Other problems related to the primary support group, including family

circumstances

Problems in relationship with spouse or partner

Discord between partners resulting in severe or prolonged loss of control,
generalization of hostile or critical feelings or in a persisting atmosphere
of severe interpersonal violence (hitting or striking).
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HORTALITY — MEDICAL CERTIFICATION AND RULES FOR CLASSIFICATION

IWTRODUCTION

Three counsultations have been convened by WHO to consider the instructions for the
selection and coding of the underlying cause of death to be used in conjunction with
ICD-10, A Vorking Party on the Beview of Selection and Modification Rules for
Underlying Cause of Death met in Budapest, Hungary in April 1983, and a Consultation on
Rules and Definitions in Death Certification in Relation to ICU~10 was held in
Titchfield, United Ringdom in April 1987, In addition, a Consultation on Cancer Coding
Rules for ICD~10 took place in Geneva in November 1988,

The recommendations of these meetings combined with further input frowm temporary
advisers, meetings of Heads of WHO Collaborating Centres for Classification of Diseases,
and a full proposal for rvevision of -the notés prepared by the Pan American Health
Urganization and the WHO Collaborating Centre for Classificaticn of Diseases in
Portugese, Sao Paulo, Brazil have resulted in definitive proposals for ICD-10, Also,
field trials of the draft notes for the coding of death certificates with meantion of
malignant neoplasms have been conducted under the auspices of the International Agency
for Research on Cancer and the United States National Cancer Institute.

Many of the proposed changes relate to the order of items, to improved wording and
to the inciusion of additiounal explanation and examples to the coding rules. The
substantive changes are Gutlined bBelow.

INTERNATIONAL FORM OF MEDICAL CERTIFICATE OF CAUSE OF DEATH

In considering the international form of medical certificate of cause of death the
fxpert Committee on ILD-10, which met in Geneva from 23 to 27 November 1987, recopnized
that with an aging population freguently dying with multiple patheologies and the effect
of therapeutic interventions increasing the number of possible statements between the
underlying cause and the direct cause of death, an increasing number of conditions were
being entered on death certificates iIn wany countries. This often meant that once the
direct and antecedent causes had been entered the only space left For the underliying
cause was in Part 11 of the certificate.
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For these reasons the Expert Committee recommended that for ICD-10, an additional
line (d) be added to Part I of the certificate. The Centre Heads at their 1989 meeting,
however, realized that this recommendation might cause legal difficulties in some
countries and recommended that a statement be included in ICD-10 to the effect that
Member States could retain a certificate with three lines in Part 1.

RULES FOR SELECTION OF CAUSE OF DEATH FOR PRIMARY MORTALITY TABULATION

Selection rules

In order to make the process of selection of a single cause easier to teach,
understand and apply, it is proposed firstly to define what is meant by a "logical
sequence” and then to formulate the various rules to explain the action to be taken in
the presence or abgence of a logical sequence.

It is proposed to redefine the General rule as a "General principle” in a positive
rather than a negative way as follows:

“When more than one condition is entered on the certificate;,
select the condition entered alone on the lowest used line of
Part I only 1if it could have given rise to all the counditions
entered above 1t".

No change is proposed to ICD~9 Rules 1 and 2 except to substitute "logical
sequence” and “General principle” for "reported sequence” and "General rule”,
regpectively.

ICD~9 Rule 3 is probably the rule that caused the widest divergence in
interpretation because of the difficulty found by coders in deciding whether one
condition "can be considered” a direct seguel of another.

In order to minimize possible variations in interpretation, it is proposed to
record the rule as follows:

"If the condition selected by the General principle or by Rule 1
or Rule 2 is obviously a direct consequence of another reported
condition, whether in Part I or Part II, select this primary
condition”.

Alse, additional guildance will be provided as to which conditions may be
congidered as obviously being a direct consequence of other reported conditions.

Modification rules

It is proposed to redesignate these rules by a letter instead of a number in order
to distinguish them more clearly from the selection rules.

Regarding ICD-9 Rules 4 {(Senilityy) and 5 (Ill-defined conditions), the Budapest
and Titchfield consultations recommended that Rales 4 and 5 should be combined. This

was subseguently endorsed by the Expert Committee on ICD~10, The revised rule would
read as follows:

“"Rule A. Senility and ill-defined conditions

Where the selected cause is classifiable to Chapter XVIIIL
{Svmptoms, signs and abnormal clinical and laboratory findings,
not elsewhere classified) except for RY5 (Sudden infant death
syndrome) and a condition classified elsewhere than to RO0O-R94,
R96~R99 is reported on the certificate, reselect the cause of
death as if the condition classified to Chapter XVIII had not
been reported, except to take account of that condition if it
nodifies the coding”.
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.and others in interpretation, as it attempted to make a distinction between those
therapeutic misadventures related to trivial conditions and those associated with more
serious conditions covered by Rule 12 (Errors and accideénts in medical care). It is
recoumended that the part of the ICD-9 rule preferring a more serious unrelated
condition should be deleted so that the rule would read:

"Rule B, Trivial conditions

Where the selected cause is a trivial condition unlikely. to
cause death and a more serious condition is reported, reseléct
the underlying cause as if the trivial condition had not been
reported, -“If the death was the result of an adverse reaction to
treatment of the trivial condition, select the adverse reaction”.

International guidance as to what constitutes a trivial condition has not been
given in the past because of a lack of agreement on these conditions. The Heads of WHO
Collaborating Centres for Classification of Diseases have expressed their concern about
the effect this has on the international comparability of mortality data and have agreed
to supply WHO's Unit of Development of Epidemiological and Health Statistical Services
with copies of natiomal lists. These will then be collated and discussed at the next
meeting of Centre Heads in 1990 with a view to their possible inclusion in the
reorientation training material for ICD-10.

For ICD-9 Rules 7-9, no changes are proposed. These rules will appear in ICD-10
as:

Rule C, Linkage
Rule D, Specificity ‘
Rule E. Early and late stages of disease

For ICD-9 Rule 10 (Late effects), no change is proposed to application. The term
"Sequelae"” is used instead of the I1CD-9 designation Late effects to reflect the
terminology in the draft proposals for ICD-10. The title of the rule would read as
follows: Rule F. Sequelae.

In ICD-9, Rule 11 (Old pneumonia, influenza and maternal conditions) moved
assignment away from pneumonia or influenza where there was evidence that the date of
onset was one year or more prior to death or a resultant chronic condition was
reported. Similarly, for maternal conditions, where there was evidence that death
occurred more than 42 days after termination of pregnancy or a resultant chronic

condition was reported, the underlying cause was reselected as if the maternal condition
had not been reported.

Experience has shown that old pneumonia and old influenza are not a problem as a
cause of late effects. Also, provision has been made in the draft proposal for ICD-10
to identify-direct obstetric dedths occurring more than 42 days but less than one year
after termination, and those occurring one year or more after termination. It is
recommended therefore that this rule should be deleted.

ICb~9 Rule 12 (Exrors and accidents in medical care) was introduced at ICD-9 in an
attempt to identify those causes of mortality that were the result of an error or
accident during medical care (conditions classifiable to ICD-9 categories E850-E858,
E870-E876). Such information is however rarely available on death certificates and the
little that is given is often misleading to the coder. The Titchfield consultation
noted that physicians were reluctant to declare such circumstances and so there was

little point in attempting to collect the information. Consequently, it is recommended
that this rule be deleted.
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NOTES FOR USE IN UNDERLYING CAUSE MORTALITY CODING
These notes are revised to refledt changes proposed for ICD~10 and to:

=~ allow human immunodeficiency virus [HIV] disease as a cause of malignant
neoplasm;

~ select tetanus {(A35) as the underlying cause irrespective of the severity of
the injury {in ICD~9 the external cause was selected when tetanus followed a
serious injury but the tetanus was selected when there was only ninor injury);

- assign accidents due to epilepsy to the external cause. In ICD~% these were
classified to epilepsy.

It was proposed that the linkages relevant to modification rule C should also be
shown in a columnar format as in the following example:

Selected cause With mention of As cause of Resulting linked code

I10.~ I11.~ Iil.~
Iiz,- 1i2.~
I13.~ I13.-

I20-125 I20~125

160-169 160~169
NOO.~ Iiz,.-
NOL.~ 112.~
NO3, -~ 112~
NO4 - I1z2.-
NO5, - I12.-
NiB.~ 112,
N19,~ 112,~
NZ6 I12.~
H35, -~ H35,~

105-109 134~138

I34~138 134~138
I50.- I11.~
I51.- I1i.~
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NOTES FOR INTERPRETATION OF ENTRIES OF CAUSES OF DEATH

It is proposed-that in addition to the changes necessitated by the classification,
the following amendments should be implemented:

ICD~9 Secrion I: CGuides for the determination of the probability of sequences

For part B, Interpretation of “highly improbable”:

~ - allow any infectious disease to be "due to” diseases and tumours compromising
the {mmune mechanism, including the éffects of chemotherapy and radiation;

~ gecept varicella zoster infections as "due to" diabetes.

ICD~9 Section LI1: lLate effects

Amend title to "Sequelae”,  otherwise no Change.

ICD~9 Section IV: Sex limitations

Change title to “Consistency between gender and diagnosis”

ICD~9 Bection VI: Malignant neoplasms

It is proposed that this section should be significantly extended with more
detailed guidance and examples to overcome inconsistent application of the notes in
ICD-9, 1In particular, & new subsection is recommended for the use of catejory C97
{Independent {primary) multiple sites) and to allow any infectious disease, except HIV
disease, to be "due to” cancer because of the immunosuppressive effects of modern
therapy and to permit HIV disease as a cause of malignant neoplasms. The section
related to "metastatic” neoplasms is considerably expanded as a result of experience
obtained from the International Death Certificate Study organized by the United States
National Cancer Institute.

ICD-9 Section VIII: Congenital anomalies

Amend title to "Congenital malformarions, deformations and chromosomal
abnormalities”. Apart from the changed heading it is recompended thdat endocarditis and
myocarditis should no longer be assumed to be congenital when death from these causes
occurs at under four weeks of age.

ICu~9 Section IX: Nature of injury

ICD~9 provided an oxder of preference for cases where more than one kind of injury
was mentioned. Given the proposed change in the main axis of classification in Chapter
XIX from “"type of injury” to "body region” it is recommended that where there is more
than one kind of injury to a single body region and there is no clear indication as to
which caused death then the General principle and the Selection rules should be applied
in the normal way. When more than one body reglon is involved then coding should be
made to the relevant category of Injuries involving multiple body regions (T00-T06).
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ine rollowing note is proposed to be added to the Notes for interpretation of entries of
causes of death as guidance on the use of Chapter XX

"External causes

The codes for External causes (V01-Y89) should be used as the primary codes for
single~condition coding and tabulation of the underlying cause when, and only
when; the morbid condition is classifiable to Chapter XIX (Injury, poisoning and
certain other consequences of external causes).

When the morbid condition is classified to Chapters I-XVIII, the morbid condition
itself should be coded as the underlying cause and categories from the chapter
for External causes may be used, if desired, as supplementary codes.”

No changes are propsed to ICD-9 sections:

I1, Effect of duration on classification

V. Operations

VII. Rheumatic fever with heart involvement

X, Poisoning by drugs, medicaments and biological substances
XI. Expression indicating doubtful diagnosis
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MORBIDITY - GUIDELINES FOR RECORDING AND CODING

1. INTRODUCTION
1.1 Background

Although the International Statistical Classification of Diseases and Related Health
Problems had as its origin a classification for standard recording and coding of medical
information concerning causes of death (mortality), in recent years the classification has
been increasingly adapted so that it is sultable for application to data on illiness,
injuries and assoclated health care problems {morbidity). This has involved both greater
specificity in the classification itself and extension to allow adequate classification of
non—~fatal conditions.

Mortality statilstics are derived from medical certificates of causes of death which
summarize the diseases, injurles and c¢lircumstances leading to death and, where there is
more than one, categorize them so that one “underlying” cause c¢an be selected for routine,
single~cause analysis. This provides the data required for statistical analysis of the
causes of mortality avnd for the derivation of information for epidemiologilcal studies.
The underlving cause has been defined from the standpoint of prevention of death with the
aim of preventing the precipitating cause from operating, or of interrupting the chain of
events, or of instituting a cure at sowme polnt.

For merbidity, the situation 1s far from clear~cut. Data have to be derived from
whatever source-material is available in health care records, or collected specially, and
a picture of illness and injury in the "community” has to be bullt up, plecemeal, from
these various sources. The Sixth, Seventh and Eighth Revisions of ICD, whilst making
recommendations concerning certification and rules for classification of causes of
mortality, have been silent on the subject of morblidity, leaving such methods and rules to
be developed by individual users, or groups of users, of the classification.

However, the interest in data on episodes of morbidity (either from records of
episodes of health care or from surveys on episodes of illness or injury)}, has increased
and more and more countries have started to colleect data on a wide scale for routine
analysis of morbidity in a way similar to that undertaken for wortallty, aund based on a
single cause.

Starting with the Winth Revision, WHO provided guidance oo the recording of diagnoses
and the selection of a single cause of morbidity from records of episodes of hospltal or
other health~care in this context. This has been clarified and elaborated in the light of
experience and is set out in section 2 of the present paper.
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L.z Sources ot data on causes of morbidity

Information on the causes of illness and injury is recorded in clinical and
administrative records when persons seek health care, when health care is delivered to
them in the form of special programmes, and when health records are kept or special
surveys are done of populations or sub-populations. Examples of such records are:

- hospital and similar in-patient records;

- ambulatofy care (out-patient) recordé;

- records of maternal and child health services;

- school medical records;

- occupational medical records;

- armed services medical records;

- surveys of the population or sub-populations in which data are
collected of episodes of illness current at a given point in time

or experienced in a specified time-period;

- recording of occurrence of "sentinel® conditions or conditions such
as congenital anomalies, communicable diseases etc;

- cancer and chronic disease registry records;

- specialkrecords kept over long periods of follow-up of particular groups
or samples of people e.g. those born at a specific time, those who
have suffered from a specific "index" disease or injury.

Where statistical analysis of morbidity is to be performed, the data have to be
organized systematically, and the diagnoses classified according to ICD usually have to
relate to conditions involved in a specific episode of illness or health care or to a
cumulative series of such episodes. If the data are to be derived from detailed records
kept primarily for clinical and administrative purposes, the relevant data must be easily
identifiable for statistical processing.

1.3 Uses of morbidity data

Data derived from the above records can be used for many purposes and in various
ways. The following are examples of some broad (and sometimes overlapping) areas:

- in clinical applications for treatment evaluation, clinical research and case
retrieval;

- in applied epidemiology, where analysis of morbidity patterns of geographical
areas or demographic and sociceconomic groups at the same period of time or over
time, has an important role; with record linkage, it may be possible to estimate
incidence and prevalence of some conditions, although this is subject to several
important limitations;
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- in preventive medicine, where morbidity data may provide clues to the etiology of
disease and form the basis for evaluation of preventive measures;

- - . in surveillance of "sentinel® conditions of general importance or important in a
' particular area or at.a particular time' ’ ‘

- in planning and management of health services for resource allocation,
reimbursement, and monitoring and evaluatxon of health care utilization. The
analysis of patterns and trends in disease and the use of health service
facilities may contribute to the planning and development of medical education
and health service manpower.

Whatever the application, all data need careful interpretation and it should be
_recognized that they have limitations as indicators of total "morbidity".

2. ROUTINE SINGLE-CAUSE ANALYSIS OF CAUSES OF MORBIDITY

2.1 Definitions

Many of the analyses described above are, particularly in relation to reimbursement,
of an ad hoc or special nature, and rules for the recording of data and theé presentation
of statistics have to be developed locally.

Routine single-cause analysis of data derived from surveys should be based on the
condition mainly responsible for the relevant episode of illness.

An “"episode of health care" refers to a period of hospital or other in-patient care or
to a series of contacts with a health:care practitioner in relation to the same condition
or its immediate consequences. Sometimes administrative considerations may determine what
is regarded as an episode of health care. It is therefore important that the criteria
adopted in deflnlng what is meant by an "eplsode be explicitly stated in presentation of
the statlstlcs

The condition to be used for single cause analysis of episodes of health care is the
“main condltlon treated or 1nvest1gated during the relevant eplsode.

The MAIN CONDITION is defined as the diagnosis, established at the end of the episode
of health care, of the condition primarily responsible for the patient rece1v1ng treatment
or being investigated. TIf there is more than one such condition, the one which was
responsible for the greatest use of resources should be selected. If no diagnosis was
made, the main symptom abnormal findlng or problem should be selected as the main
condition. ,

-The .record used for statistical analysis should, where practicable, also include,
separately, "other conditions” or problems dealt with during the relevant episode of
health care.

OTHER CONDITIONS are: deflned as those whlch co-exist or develop durlng the episode of
health care.and affect the management of the patient. Conditions that relate to an
earlier episode and whlch have no bearing on the current episode of health care should not
be recorded.
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The limitation of analysis to a single cause per eplsode necessarily involves a loss
of information and it is recommended that, where practicable, multiple-condition coding
and analysis be undertaken to supplement routine data. This should be done according to
local rules, since no Iinternational rules have been recommended, However, some
suggestions are included below about useful additional codes in particular situations
where a single code is not adequate to represent fully the selected condition,

2.2 Guidelines for recording diagnostic information

General

The diagnoses in telation to the relevant episode of health care should be determined,
and the "main condition™ selected, by the health care practitioner responsible for the
patient’s treatment.

It is important that adequate health care record systems be provided in which the
information is organived systematically and standard recording methods are used, thus
allowing the responsible health care practitioner to indicate clearly his assessment of
the "main copdition” and "other condition” for sach episode of health carse.

A properly-completed record is an essential tool in patient-management and also provides a
valuable source of epidemiological and other statistical data on morbidity and other
health care problems.

Specificity and detail

Each diagnostic label should be as informative as possible and should include whatever
detail is avallable about the site, variety, etiology, etc. of the condition, to allow a
good patient-management and at the same time & classification to the most specific ICD
category., Examples of such diagnostic statements are shown below:

- transitional cell carcinoma of trigone of bladder;

~ acute perforated appendicitis;

- diabetic cataract;

- meningococcal pericarditis;

- antenatal care for pregnancy-induced hypertension;

- diplopia due to allergic reaction te antihistamine taken as prescribed;
- - ostecarthritis of hip due to an old hip fracture;

- fracture of neck of femur;

- third-degree burn of hand.

Uncertain diapgnoses or symptoms

1f, and only if, ro definite diagnogis has been established by the end of an episode
of health care, that information should be recorded which permits the greatest degree of
specifity and knowledge about the condition which necessitated care or investigation.
This should be in the form of stating a symptom, abnormal finding or problem, Yather than
qualifying a diagnosis as "possible”, "gquestionable” or “suspected® when it has been
considered but not established.

Non-illness situations

Episodes of health care or contact with health services are not restricted to the
treatment or investigation of current illness ov injury.  VWhen persons who sare not
gurrently sick or who have no condition classifiable to Chapters I-XIX encounter the
health care system, details of the relevant circumstances should be recorded as the "main
condition”.
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Examples of such reasons for contact are:

- monitoring of ‘previously treated conditions;

- impunization:

- surveillance of persons at risk because of certain personal or family history:
- examinations of healthy persons for, e.g. insurance or occupational reasons;

- sesking of health-related advice;

- requests for advice by persons with social problems;

- consultation on behalf of a third party.

Chapter ZXI (Factors influencing health status and contact with health services)
provides a broad range of categories (Z00-Z98) for classifying these circumstances;
reference to this chapter will give an idea of the detall regquired to permit
clasgification to the most relevant category.

Multiple conditions

Where an episode of health care is directed at multiple related conditions, for
example, multiple injuries, multiple sequelae ©f a previous illness or injury, or multiple
conditions occurring in Human lmmuncdeficiency virus [HIV] disease, and one of them is
clearly more severe and resource-Iintensive than the others, that one should be recorded as
the "main condition®™ and the others recorded as "other conditions™. - Where no one
condition predominates in the use of resocurces, a term such as "miltiple fractures®,
*multiple head injuries” or "HIV disease with multiple infections” may be recorded as the
*main condition®, followed by a list of the conditions. Only if this is impracticable
because of the number of such conditions should.a term such as "multiple iniuries”, or
"multiple crushing injurles” be recorded alone. Categories are provided in ICD for ceding
"Multiple ... " where necessary.

Conditions due to external causes

Chapter XX (External csuses of morbidity and mortality) permits the classification of
external causes of morbidity. ‘When a condition such as an inlury, poisoning or an other
effect of external causes is recorded, it is ilmportant te describe fully both the nature
of the condition and the circumstances which gave riss to it. Examples are: "fracture of
neck of femur caused by fall due to slipping on greasy pavement™: - "cerebral contusion
caused when patient lost control of car, which hit a tree®; Taccidental poisoning -
patient drank disinfectant in mistake for soft drink™; ’"severe hypothermia - patient fell
in her garden in cold weather™,

Dual c¢lassification system ("dagger and asterisk” svstem)

The ICD provides a dual classification system: {dagger () codes and asterisk (%)
codes} for coding diagnostic statements which coubine Information about an underlying
disease and a complication or manifestation in & particular organ or site. Where
conditions linked in this way are the main reason for treatment or investigation, both
elements should be included in the description of the "main condition®, te allow the ICD
coding to represent the situation fully. Examples of such descriptions are:  "Tuberculous
pericarditis®, "Diabetic cataract®, "Meningitis in infectious mononucleosis®. Reference
to the ICD manual will give an idea of the kind of conditlions which the classification
links in this way.

Treatment for sequelase of pre-existing conditions

Where an episode of care is for treatment or investigation directed to a residual
condition {a "segquela®) of a dissase that is no longer present, the nature of the sequela
should be fully described and its origin stated, together with a clear indication that the
original disease is no longer present. Examples are: *Deflected nasal septum - fracture
of nose in childhood”, "Contracture of Achilles tendon - late effect of injury to tendon”,
*Infertility due to tubal occlusion from old tuberculosis”.
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Where multiple sequelae are present and treatment or investigation is not directed
predominantly at one of them, a statement such as "Sequelas of cerebrovascular accident®
or "Sequelae of multiple fractures® is acceptable,

2.3 Guidelines for coding of "main condition”

Ceneral

The determination of the "main condition® and "other conditions® relevant to an
episode of health care should have been done by the responsible health care practitioner,
and coding is therefore usually straightforward, since the *"main condition” indicated as
such should be accepted for coding and processing unless it is obvious by reference to
other data being coded that the health care practitioner has not understood or followed
the guidelines provided in section 2.2. Whenever possible, a record with an obviously
inconsistent or incorrectly recorded “"main condition" should be returned fo the
responsible health care practitioner for clarification. Failing clarification, Rules MB1
to MBS are provided to deal with the more frequent varieties of incorrect recording which
the coder may sncounter.

Once the "main condition® is determined, its ICD code should be assigned following
normal procedures. In most cases this is straightforward, but guidelines are provided
below for assignment in certain situations in which the coder may be unclear as to the
appropriate code,

It has been recommended that "other conditions" in relation to an episode of care are
recorded in addition to the "main condition” even when single-cause analysis only is to be
performed. This also provides the coder with a full picture of the circumstances which
may assist in-the assignment of the correct TCD cede for the “"main condition”.

tion additional codes

In the guidelines below, a preferred code for "main diagnosis" is sometimes indicated,
together with an optional additional code which may elaborate the situation. The
preferred code is that to be used for the "main condition" for single-cause analysis and
the additional code may be included, if wished, in the codes subjected to muitiple-causs
analysis,

Examples:

Coding of conditions to which the dagger and asterisk systen apvplies

For diagnostic statements to which the dagger and asterisk system applies, both
"dagger” and "asterisk" codes should be used for coding the "main condition®, since they
are alternatives permitting different kinds of single-cause analysis. (See Introduction
to the Manual, pages ...). If it is not possible to use more than one code, the dagger
code should be used, as this is the "traditional” ICD code for epidemiological purposes.

Examples:

Goding of suspected conditions, symptoms and sbnormal findings, and non-iliness
situations

The coder should in general be wary of coding as the "main condition™ conditions
classifiable to Chapters XVIII and XXI if the episode of health care relates to a stay as
an in-patient. - If, but only if, it is apparent that no more specific diagnosis was
formulated by the end of the in-patient stay, or that the in-patient care was genuinely
that of a patlent with no codable current illness or injury, codes from these chapters are
perfectly gccagtable, (See also Rules MB3 and MBS, pages and ). For other types of
episcde of contact with health services, the categories are often acceptable without
gquestion.
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recorded as,"suapécted ..." "questionable", etc., and other relevant information and
clarification is not available or possible, the diagnosis must be coded as if it existed.

A category, Z04.-, is provided in ICD for coding certain conditions which were
originally suspected but have been ruled out after study.

Examples:

.,Cédiﬁg‘éf multiple conditions

Where multiple conditions are recorded for which the ICD provides a category entitled

"Multiple ..." and no single one of them is indicated as, or can be assumed to be, the
conditlon to which treatment was predomlnantly directed, the code for the category or
subcategory entitled "Multiple ..." should be used as the preferred code, and codes for

any lndlv16ual condltlons listed should be added as optional additional codes.

This applies mainly to conditions associated with HIV disease, to. injuries and
sequelae. See the chapter-spec¢ific notes (section 2.5) for further explanation of coding.

Coding of combinations of conditions

The ICD provides certain categories where two conditions or a condition and an
associated secondary process can be represented by a single code. Such combination
categories should be used as the "main.condition” where appropriate information is
_recorded. The Alphabetical Index indicates where such combinations are provided for,
under the indent "with", which appears immediately after the lead term. Two or more
conditions recorded under "main condition" may be linked if one of them may be regarded as
an adjectival modifier of the other. ‘

Examples:

’ COdinguof éﬁterﬁ&l causes of morbidity

It is recommended that for injuries and other condltlons due to external causes, both
the nature of the condition and the circumstances of the external cause are to be coded.
The preferred "main condition" code should be that for the nature of the condition. This
will usually be classifiable to Chapter XIX, but will sometimes be in one of the other
‘chapters. The code from Chapter XX 1nd1cating the external cause should be used as an
optional add1t10na1 code,

Examples: ...

Coding of sequelae of certain condigions

The 1cp provides a number of categorles entltled "Sequelae of ..." (590 B94 E64, E68,
G09, 169, 097, T90-T98, ¥85-Y89) which may be used to indicate condltions not now present
as the cause of a current problem undergoing treatment or investigation. The preferred
code for the "main condition" is, however, the code for the nature of the sequela itself,
to which the code for "Sequelae of ..." may be added as an optional additional code.

Where a number of different very specific sequelae is present, and treatment of no one
of them predominates in severity and use of resources, it is permissible for the
description "Sequelae of ..." to be recorded as the "main condition", and this may then be
coded to the appropriate category. Note that it is sufficient that the causal condition
be described as "old", ™no longer present”, etc. or that the resulting condition be
kdescribed as "late effect of ...", or "sequela of ..." for this to apply. There is no
minimum time interval ' : -

Examples:
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Where the "main condition” is recorded as being both acute (or subacute) and chronic,
and ICD-10 provides separate categories or subcategories for each, the category for the
acute condition should be used as the preferred "main condition".

Examples:

2.4 Rules for reselection when the "main condition® is obviously incorrectly recorded

As previously emphasized, it is the responsible health care practitioner who should
indicate his selection of "main diagnosis® to be coded and this should normally be
accepted for coding, subject to the guidelines above and in the chapter-specific notes in
section 2.5.

However, certain circumstances or the availability of other information may indicate
that the health care practitioner has not understood or not followed the advice on what
was required. If it is not possible to obtain clarification from the health-care
practitioner, one of the following rules may be applied and the "main condition”
reselected.

Rule MBl. Minor condition recorded as "main condition", more significant condition
recorded as "other condition”

Where a minor or long-standing condition or an incidental problem is recorded as
the "main condition", and a more significant condition, relevant to the treatment
given and/or the speciality which cared for the patient, is recorded as an "other
condition", reselect the latter as the "main condition™,

Examples:

Rule MB2. Several conditions recorded as "main condition®

If several conditions which cannot be coded jointly are recorded as the "main
condition" and other details on the record point to one of them as being the "main
condition" for which the patient received care, select that condition. Otherwise
select the first mentioned.

Note: See paragraphs ... page ... on the use of "combination" and "multiple” codes.

Exampies:

Rule MB3. Condition recorded as "main condition® is the presenting s tom of diagnosed
treated condition

1f a symptom or sign (usually classifiable to Chapter XVIII), or a problem
classifiable to Chapter XXI, is recorded as the “"main condition", and this is
obviously the presenting sign, symptom or problem of a diagnosed condition recorded
elsevhere, and care was given for the latter, reselect the diagnosed condition as the
"main condition”.

Examples:
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Rule MB4. Specificity
Where the diagnosis recorded as the "main condition” describes a condition in
general teyms, and a term which provides move precise information about the site or
naturve of the condition is recorded elsewhere, resélect the latter as the "main
condition”,

Examples:

Bule MBS. Alternative main diasnoses

Where a symptom or sign is recorded as the "main condition” with an indication
that it may be due to either one condition or another, select the symptom as the "main
condition™,

Where two or more conditions are recorded as diagnostic options for the "main
condition”, select the first condition recorded.

Examples:

2.5 Chapter-specific notes

Guidance is provided below for specific chapters, where problems may be encountered in
coding preferred and optional additional "main condition® codes. Tha preceding general
guidelines and rules apply to all chapters, unless a specific chapter note states
otherwise.

CHAPTER I: CERTAIN INFECTIOUS AND PARASITIC DISEASES

B20-B24 - Human immunodeficiency virus [HIV] disease

Categories and subcategories are provided for HIV disease with varicus other
accompanying diseases. It is not uncommon for a patient with HIV disesss to be treated
during the same episcde -of care for more than one of these accompanying diseases, for
example mycobacterial and cytomegalovirus infections. Code the "main condition” for that
episode as selected by the health care practitioner to the appropriate subcategory.

Where the "main condition” has been recorded as HIV disease with multiple accompanying
diseases, the appropriate .7 subcategory from B20-B22 should be coded, and additional
codes used, if desired, to specify individual conditions listed.

Examples:

BY95-B28 - Bacterial. viral and ofher infeceigis dgents

Not to be used as "main condition" codes. These categories are provided for optional
use as additional codes to identify the infectious agent or organism in diseases
classified outside Chapter I. Infections of unspecified site due to these agents are
clasgified elsewhere in Chapter 1.

Examples:
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A neoplasm, whether of primary or metastatic site, which is the focus of care during a
relevant episode of health care should be recorded and coded as the "main condition®.
When the "main condition" as recorded by the health care practitioner is a primary
neoplasm which is no longer present (having been removed during a previous episode of
care) code as the "main condition” the neoplasm of secondary site, the current
complication, or the appropriate set of circumstances from Chapter XXI (see page ) which
was the focus of treatment or investigation during the current episode of care.

Examples:

€80 - Malignant neoplasm without specification of site and €97 Malignant neoplasms of
independent rimary) multiple sites

C80 and €97 should only be used for "main condition" coding when the health-care
practitioner has clearly recorded the neoplasms in such a manner,

Examples:

CHAPTER III: DISEASES OF BLOOD AND BLOOD-FORMING ORGANS AND CERTAIN DISORDERS INVOLVING
THE IMMUNE MECHANISM

Certain conditions classifiable to this chapter may result from drugs or other
external causes. Codes from Chapter XX may be used as optional additional codes.

Examples:

CHAPTER IV: ENDOCRINE, NUTRITIONAL AND METABOLIC DISEASES

Certain conditions classifiable to this chapter may result from drugs or other
external causes. Codes from Chapter XX may be used as optional additional codes.

Examples:

E10-E14 - Diabetes mellitus

In coding the "main condition", the selection of an appropriate subcategory from the
list which applies to all of these categories should be based on the "main condition* as
recorded by the health care practitioner. Subcategory .7 should only be used as the "main
condition” code when multiple complications without a special preference of diabetes have
been recorded as the "main condition”.

Examples:

CHAPTER V: MENTAL AND BEHAVIOURAL DISORDERS

The definitions of categories and subcategories in this chapter are provided to assist
the health care practitioner in establishing diagnostic labels; they should not be used
by coders. : The "main condition" code should be assigned on the basis of the diagnosis as
recorded by the practitioner, even if there appears to be a conflict between the
conditions described and the category title. In some categories, there is provision for
optional additional codes to be used.
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. Certain conditions classifiable to this chapter may result from drugs or other
external causes. Codes from Chapter XX may be used as optional additional codes.

G81-G83 - Paralytic syndromes

Not to be used as the preferred code for the "main condition® if a current case is
recorded, unless the episode of care was directed predominantly at the paralysis itself.
When coding to the cause, G81-G83 may be used as optional additional codes.

CHAPTER VII: DISEASES OF THE EYE AND ADNEXA

H54 - Blindness and low vision

Not to be used as the pteferred code for the "main condition” if the cause is
recorded, unless the episode of care was directed predominantly at the blindness itself.
When coding to the cause, H54 may be used as an optional additional code.

CHAPTER VIII: DISEASES OF THE EAR AND MASTOID PROCESS

H90, HO1 - Hearing loss
Not to be used as the preferred code for the "main condition" if the cause is

recorded, unless the episode of care was directed predominantly at the hearing loss
itself. When coding to the cause, H90 or H91 may be used as optional additional codes.

CHAPTER IX: DISEASES OF THE CIRCULATORY SYSTEM,;

115 (Secondary hypertension)

Not to be used for coding "main condition" if the cause is recorded, unless the
episode of care was predominantly directed at the hypertension. When coding to the cause,
I15 may be used as an optional additional code.

CHAPTER XIV: DISEASES OF THE. GENITOURINARY SYSTEM

N47, N97 - Infertility

Not to be used for coding "main condition" if a current cause is recorded, unless the
episode of care was predominantly directed at the 1nfert111ty When coding to the cause,
N47 or N97 may be used as an optional additional code. ;

CHAPTER XV: PREGNANCY, CHILDBIRTH AND PUERPERIUM

,008f~;Comglications following abortion, ectopic and molar pregnancy.

Not to be used as code for "main condltlon“, except where a patient undergoes a new
episode of care for treatment of a complication, for example, for a current complication
of an. abortion (003- -007) which was the subject of a previous episode. May be used as
optional additional code with categorles 003-007 and with categories 000-002 to identify
associated complications.
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Note that the inclusion terms provided at the subcategories of 008 should be referred
to when assigning the fourth-character subcategories of 003-007.

081-084 - Methad of delivery

Not to be used as "main condition" codes, unless no other condition classifiasble in
Chapter XV is recorded by the health care practitioner. May be used as optiocnal,
additional codes if tabulation of the method of delivery is desired and thers is ne
separate data item indicating method of delivery.

097 - Segquelae of direct obstetric causes

Not to be used as preferred "main condition” code if the nature of the residual
condition is recorded. When coding to the residual condition, 097 may be used ag an
optional radditional code,

098-099 - Materpal disesses claszifiable elsewhere but complicating preenancy, labour
and delivery, and the puerperium

The subcategories provided should be used as "main condition” codes in preference to
categories outside Chapter XV when the conditions being classified have besén indicated by
the health care practitioner te have complicated the pregnant state, to have been
aggravated by the pregnancy, or to have been the reason for obstetric care. The
respective codes from other chapters may be used as optional additional codes to provide
specificity of the condition.

CHAPTER XVIII: SYMPTOMS, SIGHS AND ABNORMAL CLINICAL AND LABORATORY FINDINGS
HOT ELSEWHERE CLASSIFIED

Categories from this chapter should not be used as "main condition® codes unless the
symptom, sign or abnormal finding was clearly the "main condition” treated or investigated
during an episode of care and was unrelated to other conditions recorded by the health
care practitioner. See also Rule MB3, page
CHAPTER XIX: INJURY, POISONING AND CERTATN OTHER CONSEQUENCES OF EXTERNAL CAUSES

Where multiple injuries are recorded and no one of these has been selected as the
"main condition” by the responsible health care practitioner, code to one of the

categories provided for statements of multiple injuries of:

- same type to the same body region (usually 4th character .7 in categories
S00-599) ;

- different types to the same body region (usually 4th character or .0 or .7 in the
last category of each bleock, 1.e. 809, 519, 829 etc.):

- same type to different body regions (T0U0-T06}.
This suffers with the following exceptions:

- internal injuries recorded with superficial injuries and/or open wounds only -
code to internal injuries as the "main condition”;

- intracranial haemorrhage recorded with other injuries to the head only - code to
"intracranial haemorrhage®” as the "main condition";

- fractures recorded with open wounds of the same location only - code to
"fracture” as the "main condition”™.
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When the "multiple injury" categories are used, codes for any individual injurie=s
listed may be used as optional additicnal codes,

CHAPTER XX. EXTERMNAL CAUSES OF MORBIDITY AND MORTALITY

Hot to be used as "main condition” codes. Intended to be used as optional additional
codes to identify the external cause of conditions classified in Chapter XIX or elsevhere.

CHAPTER XE1: FACTORS INFLUENCING HEALTH STATUS AND CONTACT WITH HEALTH SERVICES

To be used as "main condition” codes only when circumstances other than a current
illness necessitate an episode of health care. The list of blocks at the begloning of the
chapter provides an indication of the types of circumstances included. It should be noted
that use of this chapter will vary between localities, depending on the nature of the
health care system, and comparisons may be difficult.  For in-patient eépiscdes; few of the
categories are likely to be appropriate as a "maln condition" code.

For episodes of care for follow-up of a previous illness, code the "main condition” to

an appropriate subcategory of Z08-Z09. Where there is no appropriate subcategory, code to
"Personal history of ... {the disease)® (Z83-Z87).
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INTRODUCTION

The International Classification of Diseases {(ICD), under different names and changing
auspices, bhas undergone nine decennial revislons to reflect advances in medical knowledge
and changing emphases in Public Health.

An additional five vears have been allowed for the Tenth Revision to cope with major
changes in its format and structure, to accommodate the content, and to solve several
problems that had been i{dentified 1o the exlsting classification.

PROBLEMS

{a) ICD was, from its origin until the Sixth Revision 1n 1948, used only for mortality
statistics. Over the vears 1ts uses expanded to cover the whole spectrum of health data.

It is presently used to compile statistics on underlying csuses of death, multiple
causes of death, hospital and ambulatory care morbidity, and for epidemiological research,
hospital indexing of medical records, medical audit systems, planuning and evaluation of
health services and finally economles: sgocial security, health insurance, health cost and
reimbursement for cave seérvices. ICD also serves the Health Administration - preventive
as well as curative =~ in the planning, management and evaluation of services and 1ts use
is an essential basls of many filelds of research.

Some of these uses started very soon after the introduction of the Sizth Revision,
some during use of the Elghth Revision in the late sixties, and others since the Ninth
Revision in the late seventies.

(b} The degree of detail required from ICD varies over a very wide range of users, from
rather simple community-based schemes like lay reporting or short lists for international
reporting to very sophisticated and detalled classifications required by speclalists,
where even five and six charscter ¢lassifications often appear Insufflcient to provide all
the information asked for. In addition, wmany c¢ountries do not necessarily have the
necessary capacity and interest to cope with the current problems. This fact must be
considered very seriously and receive an adegquate solution.
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(c) The periodic revisions of ICD modify its organisation and structure and result in
changes to the numbering system and also in the content of categories, Furthermore, the
revisions may have a deleterious influence on the comparability of data in studies over
long periods. When the available space in the classification is‘unable to absorb new
additional categories, changes to the content of many rubrics may make the studies of
trends impossible.

The long process of obtaining the consensus of the international community and the
large amount of work involved is very costly to prepare and implement, not only to WHO bu
also to Member States and other interested groups

(d) All of these problems, unforeseen uses, requests for varying degrees of detail, the
frequency and scope of revisions, led to a new concept in classification. It became clea
that no single classification scheme could solve all of the problems at hand and give
equal satisfaction to all users for all uses at all times.

HISTORY OF THE CONCEPT FOR ICD-10

Experience has shown that if the ICD is not a perfect tool, and is subject to
‘criticism because it is unable to respond equally to all, it remains definitely the best
one in the field. 1Its durability as well as persistent and increasing uses testify to
this. Many have successfully attempted to produce different schemes; this is a relatlvel
easy task, but all efforts have failed to produce a better tool, accepted by the
international community and able to replace the one we have - the ICD

WHO realized very early in the Ninth Revision process which culminated in 1975, that
some major changes had to take place and that not the ICD alone but a series of additiona
clasaifications were needed to solve the above problems in the Tenth Revision.[l] ‘

‘Since the late seventies therefore, various possible solutions have been envisaged,
among which was a core classification (ICD) connected to a séries of modules, each
hlerarchlcally structured and having a spec1£1c purpose and area of application.

" After studies and discussions in cboperation with the various WHO Collaborating
Centres for Classification of Diseases, a scheme elaborated around a core or simplified
base classification was proposed at the Preparatory Meeting on ICD-10 held in Geneva in
Séptember 1983:[2]

The core classification was intended to be appropriate to all, regardless of the
degree of development, its structure making it possible to expand or reduce the number of
categories according to need. It was to be connected to a large family of related
classifications to which the core would form a common'basé.

‘With only minor mod1f1Cations the proposal was subsequently endorsed at the meetlng
of the Expert Committee on ICD- 10 held in Geneva in 1987.[3]



GUNGEFT OF THE FAMILY OF CLASSIFICATIONS

This concept brings in two major changes:

A change from the traditional numeric coding system to an alphanumeric one - more
than doubling the available space for future additions and modifications. This
proposal makes changes in the numbers of individual rubrics unnecessary in

revisions to come and maintains the consistency of the content of rubrics in a
more satisfactory manner.

A shift from one single classification to a concept of a family where a core is

surrounded by a series of supplementary classifications more or less closely
interrelated and each serving a specific purpose.

As in any family, the definition may be more or less comprehensive and its membership

may range from "blood-related" members to far more remote relatives "by marriage" or even
to simple acquaintance. :
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“STRUCTURE AND CONTENT OF THE FAMILY OF DISEASE AND HEALTH RELATED CLASSIFICATIONS
* The proposed scheme is presented below:

FAMILY OF DISEASE AND HEALTH RELATED CLASSIFICATIONS

INFORMATION SUPPORT
TO PRIMARY HEALTH CARE

« Lay reporting
« Other community-based
information schemes in health

INTERNATIONAL STATISTICAL
CLASSIFICATION OF DISEASES
AND RELATED HEALTH PROBLEMS

ICD 3-CHARACTER CORE
CLASSIFICATION

» Diagnoses

+ Symptoms

* Impairments

+ Abnormal laboratory findings

* Injuries and poisonings

* External causes of morbidity
and mortality

« Factors influencing
health status

Shornt ICD
Tabulation 4-character
Lists classification

SPECIALITY-BASED
ADAPTATIONS

«Oncology

« Dentistry and stomatology

« Ophthalmology

+ Dermatology

« Psychiatry

» Neurology

« Otorhinolaryngology

« Rheumatology and
orthopaedics

+ Paediatrics, etc.

» General medical practice

OTHER HEALTH RELATED
CLASSIFICATIONS

s Impairment, Disabilities
and Handicaps

« Procedures

+ Reasons for-encounter
(complaints)
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Bach member of the family has a move oxr less remote relationship to the "CORE
CLASSIFICATION", -edch is designed in a hierarchical way and is therefore collapsible or
extendable to other meaningful groupings - compatible with the required degree of detail.
The family is composed of:

{a} 1CD which contains a series of very closely "blood-related” classifications:

- ICD three-character core vepresenting the basic and main body of the
classification., This "core® represents the minimum level of international
comparability. It is the only mandatory one at the international level and often
the only one used because of limited interest and ability.

For this reason it includes not only all diagnoses, but also a whole range of
items like symptoms, iwpairments, abrormal findings, injuries and poisonings as
well as external factors affecting health and non-medical reasons for contact
with health services. JIn the past these were included in the supplementary
classifications, "E" and "V" codes.

- ICD four-character classification yvesulting from the systematic subdivision of
the three-character categories to offer a greater degree of specificity and to
give satisfaction to more sophisticated users and more detailed uses.

It is intended to cover the needs in the traditional fields of mortality and
morbidity and as much as possible in other - present and future - applications in
related areas,

- Short tabulation lists, obtained by the selection ¢f some individual
three-character categories and the systematic grouping of other three-character
categories of the CORE classification.

The short tabulation lists are only mandatory for statistics of mortality ~ the
traditional main field of the ICD - but in many countries they are equally used
for morbidity reporting. As in the past they are essentisl for the
standardization and comparability of data.

The three-character core, the four-charscter classification and the short tabulation
lists are an integral part of the ICD and are totally compatible with one another. In
constructing these classifications and lists, the WHO secretariat benefited greatly from
collaboration with various specialities, represented by non-governmental organizations
{NGOsg).

The categories at each level of detail had to be carefully structured so as to allow
further extensions at the fifth-character level and beyond and to maintain the maximum of
consistency.

(b) International Nomenclature of Disesases (IND), which should be, at least in theory, the
basis of the classification of diseases,

At the beginning of the century the title of what eventuslly became the "ICD" was the
"International Nomenclature” of which the main alm was to promulgate a uniform
nomenclature - list of approved terms - in the field of mortality. = The subsequent shift
from the idea of a nomenclature to a statistical classification has been shown by the
change of the title during the Sixth Revision in 1948 [4]

In 1970, the Council for Internatiomal Organizations of Medical Sciences {(CIOMS) began
work on the International Nomenclature of Diseases in the hope of improving communications
in the health field. Because of variocus factors and the extreme complexity of the tasks
undertaken, the work is far from being completed in English, not to mention other
languages.[5]
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Revisions of the ICD should reflect the agreed international nomenclature when
available, even in part, im the text and promote its use. However, it must not be
forgotten that ICD and IND have a very different vole to play. A nomenclature requives
extreme specificity, completeness and flexibility, while a classification, as the name
indicates, relies on a limited number of categories of identical or similar entities as
well ag on residual categories; sometimes of a very heterogenecus natuvre consisting of
groupings of less lmportant entities ("others™). Such groupings - however justified -
result in a loss of gpecificity:

tcy Specialty-based adaptations represent another degree of relationship with the main
body of the ICD,

Among the first adaptations to appear, one must mention a modification of ICDBA
oriented towards hospital morbidity (a wersion of the Eighth Revision adapted for use in
the United States) published in 1968 for hespital purposes and the evaluation of health
care under the title of Hospital Adapration of ICDA (H-ICDAY.16]

This went some way to meet the vequirement of wvarious clinical specialties in the
search for greater detail, detdall not obtainable with the ICD-8. The ICD-DA [7] was also
conceived at about the same time for dentistry and stomatology.

Many other speclalty adaptations were subsequently created in the Seventles when ICD-9
was published, and in the Eighties, These included adaptations fot pnoolepy [81,
ophthalwolopy, neurclopy, rheumatology and prthopsedics, and dermatology.

These specialty-based adaptations were produced mainly thanks to a wvery close
collaboration between NGGs, WHO Divisions and Units, other agencies and the then ICD Unict,
the latter mainly assuming a coordinating role and providing guidance and advice. All the
adaptations exhibit similar characteristics in their structure and hierarchy resulting
from the subdivision of groups existing in the ICD and allowing further subdivisions to
provide meaningful extensions.  There must exist others which are not known to WHO due to
the fact that the copyright notice was omitted from Volume 1 of ICD-% and this encouraged
some to elaborate adaptations without the Organization being informed.

{(d) Geperal medical practice rvepresents still another problem area.

The problems relevant to this field are often worded-differently and any
classification necessarily relies to a greater extent on traditional residual categories,
symptoms, signs and complaints, and reasons for contact with health services. An
adaptation for this purpose does not necessarily always require greater detail in the same
manner as the above-mentioned adaptations and the relative importance of the problems
encountered and their different nature veguire a differvent approach in different groupings
and extensions.

One such adaptation - the International Classificstion of Health Problems in Primary
Care  (ICHPPC) dates back to 1975 and was conceived by the World Organization of NHational
Colleges, Academies and Academic Associations of General Practitioners/Family Physicians
{WONCAY. It was revised in 1979 to conform to the newly published Ninth Revision of the
ICD and to ensure direct comparability with it under the name of ICHPPC-2Z, In 1983 the
classification was revised again, with the text supplemented by definitions - under the
title ICHPPC-2-Defined.

{e) Information support to Primary Health Care

Classifications for Community-based schemes, such as Lay Reporting of Heslth
Information, have yet another velationship as a fawmily member. [9]
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This was designed for the collection and presentation of lgcal data, in particular
situations, without particular cencern about international comparability. It stems from
the ploneering work in the 1850s in the collection of causes of death by non-medical
personnel . [10]

In many parts of the world the lack of qualified medical personnel is a majey reason
for the absence of data needed by health administrations. WHO has undertaken several
sctivities in this field since 1971, " The Internaticnal Conference for the Ninth Revision
of the ICD acknowledged this effort and recommended further development of methods using
lay or paramedical personnel.

In 1978, Lay Reporting of Health Information was published, thanks mainly to the
interest and support of the WHO Regional Office for South-East Asia., This publication had
been the subject of extensive field trials in many countries of several vepions. With the
advent of Primary Health Care as & concept at sbout the same time, the svstem was modified
to facilitate the work of health administrations based on Primary Health Care in obtaining
information on epidenmiology and prevention. It is .not a classification as such, but
rather a model which needs adaptation and modification to fit local circumstances in data
collection. 4 system developed for one area cammot be just copied for another, each
region having different health problems and priorities,

The relevance of the scheme is mainly local, or sometimes regional, for immediate
analysis. It is very simple in structure, the contents being limited to essential
conditions according to frequency, severity and cost to the community.  About twenty
groups of conditions described in simple local terms are based on asgsociations of main
symptoms with additional manifestations. . The tinimal lists for mortality (30 itews) and
morbidicy (48 items) are also included, as is an alphabetical index. The scheme has been
adopted and-adapted by a number of member states with very encouraging results,

It should, however, be remembered that there is a very low level of comparabilicy with
the ICD and analysis should preferably be done separately for each group of data,

(f) Qther health related classifications include:

- Impairments, Disabilities and Handicaps. At the time of the Ninth Revision, WHO
produced a data collection and coding scheme (rather than a ¢lassification, in
spite of its name), for experimental use.[1l] One of the merits of the
classification is that it seeks to establish, for international acceptance and
use, uniform definitions of the terminology used - and e¢ften confused and misused
- in the field of rehabilitation. Tested in a series of countries, it has been
widely discussed and reviewed, and versions have been published in a dozen
languages in additioen to the original English, Despite some difficulties and
differences of opinion - such as are normal in an international forum - it has
proved its usefulness and will be revised by WHO in the light of experience
gained,

- Procedures in medicipe. . This classification, which had been vequested many times
over several decades; was finally published during the Winth Revision for
experimental use.[l2] - -Ag a -companion to ICD, but not part of it it contding the
therapeutic, diagnostic and prophylactic procedures in surgery and other fields
of medicine.

Great difficulties were encountered because of the existence of seversl national
classifications, problems of adequate updates in this fast moving field, and the
necessarily slow consultation process in achieving international agreement. The
current text will therefore not be subject to revision, but those chapters
necessary to facilitate essential comparisons in the provision of care will be
abstracted and updated and become part of the family of classifications.
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-  Keasons ror encounter.|l3] 1hese reasons, as expressea Dy the parients
themselves during a first contact with health personnel, are.likely to be
formulated in a somewhat different way than the reasons stated by the attending
physician. The medical terminology being adlready included in the main body of
the ICD, this particular classification was intended mainly for assessment and
research in the diagnostic field and the qualitative measurement of the load on
diagnostic services.

A great amount of work has been put into this task under the sponsorship and with
the collaboration of the United States Public Health Service during the past
several years. Additional work is needed to clarify the main objectives of its
use and finalize the existing draft for publication. '

POSSIBLE GROWTH OF THE FAMILY

There are -additional health-related classifications which might form part of the
family in the future. Some have been suggested previously, such as:

- Clagsification of occupational diseases and industrial accidents
In view of the great variation in national legislation and definitions, this.
frequently asked for classification is at present facing practically insoluble
problems at the international level. These could possibly be overcome at the
country level, by providing an additional character to the code for the disease
or the circumstances of the accident.

- Classification of health status. The need for such a classification has been
expressed in the past, but no clear statement as to the intended use,
definitions, or gradient of involvement have been formulated. This difficult
task remains to be tackled.

- Classification of diagnostic criteria and values, to supplement the present ICD
which in most instances disregards the differences in diagnostic values.

- Classification of health and health-related facilities

- Classification of laboratory results

- Classification of the outcome of disease - evolution and outcome as a result of
therapy or in the absence of any therapeutic intervention.

This list is far from being exhaustive more often than not, specific studies and
objectives will need another "ad hoc" additional classification.

SUMMARY AND RECOMMENDATIONS

The concept of a family of related classifications appears to be at present the best
solution to preserve the usefulness of the ICD. ICD is needed not only for international
comparability but for national purposes as well as being essential in the field of health
statistical systems in general in all countries, whatever the degree of development.[14]

Even the best conceived family of classifications will sooner or later face the
impossibility .of covering all future, and possibly unforeseen, needs, developments and
problems. As. in the past, so in the future, WHO will have to cope with a variety of often
contradictory requests. ’

As to the future revisions they will be facilitated by the new structure of ICD-10
which provides space for possible extension and because of the existence of the family of
classifications, the different components can be revised with different periodicity and at
different times allowing for better distribution of work load and resources.
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with problems of this magnitude. In view of its economic situation and limited human
resources, it will have to limit itself to the revision problems. For various new
classifications, adaptations and extensions, it will have to rely increasingly on the
collaboration of different extra-organizational resources from the international
community, whilst assuming a role of cooperative leadership and acting as a clearinghouse,
providing technical guidance and support when needed. Overlap and replication of work
would be avoided by a coordinated approach in the development of the wvarious components,

In addition WHO will have to play the major role in the elaboration and promotion of
the definitions and terminology used in the ICD field. Last but not least, it is to
assist Member States .in the elaboration of national versions and the introduction of the
schemes by organizing training courses and making available the necessary teaching
material. [15]

There is no doubt that WHO will, as it has in the past, assume this constitutional
obligation and privilege to the best of its ability.
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TENTH KEVLISLUN OF THE INTERNATIONAL
CLASSIFICATION OF DISEASES

Geneva, 26 September = 2 October 1989

RECOMMENDED GLOSSARY DEFINITIONS FOR 1CD~10 CATEGORIES E43 AND E44 -
UNSPECIFIED SEVERE PROTEIN-ENERGY MALNUTRITION,
PROTEIN-ENERGY MALNUTRITION OF MODERATE AND MILD DEGREE -~
IN THE CHAPTER ON ENDOCRINE, NUTRITIONAL AND METABOLIC DISEASES

by

Nutrition Unit

The following definitions are proposed for ICD~10 categories E43 and E44.

E43 Unspecified severe protein-energy malnutrition

Severe loss of weight in children or adults, or lack of weight gain in children
leading to the loss of at least 3 percentile or 3 standard deviations. When
only one measurement is made, a high probability of severe wasting is likely
when weight or height is lesser than minus 3 standard deviations below the
reference value in children or when body mass index is less than 18 in adults.

E44 ?rotein*ene:gy malnutrition of moderate and mild degree

E44.0 Moderate protein-energy malnutrition
Weight loss of 2 up to 3 percentiles or standard deviations when compared to the
previous growth of the individual. When only one measurement is made, a high
probability of moderate protein—-energy malnutrition is likely when weight or
height is more than 2 and less than 3 standard deviations below the mean of a
reference population distribution.

Ed4.1 Mild protein-energy malnutrition
Weight loss of 1 up to 2 percentiles or standard deviations when compared to the
previous growth of the individual. When only one measurement is made, a high
probability of moderate protein-energy malnutrition is likely when weight or
height is more than 1 and less than 2 standard deviations below the mean of a
reference population distribution.

The following note should be inserted below the block title "MALNUTRITION (E40-E46)".

When several previous measurements are available, failure to grow im children or
welght loss in children or adults, leading to a shift of more than 3-2-1 percentiles or
standard deviations when compared to the previous growth of the individual, should be
classified as severe, moderate or mild malnutritiomn.

This document is not issued to the general public, and Ce document n'est pas destiné 3 &tre distribué au grand public
all rights are reserved by the World Heaith Organization et tous les droits. y afférents sont réservés par 1'Organisation
{(WHO). The document may not be reviewed, abstracted, mondiale de la Santé (OMS). I ne peut &tre comments,
guoted, reproduced or ftranslated, in part or in whole, résumé, cité, reproduit ou traduit, partiellement ou en totalité,
without the prior written permission of WHO. No part sans une autorisation préalable écrite de 'OMS. Aucune partie
of this document may be stored in a retrieval system or ne doit &tre chargée dans un systéme de recherche documen-
transmitted in any form or by any means - electronic, taire ou diffusée sous queique forme ou par quelque moyen
mechanical or other - without the prior written permission que ce soit - électronigue, mécanique, ou autre - sans une
of WHO., autorisation préalable écrite de F'OMS,

The views expressed in documents by named authors are solely Les opinions exprimées dans les documents par des auteurs
the responsibility of those authors. cités nommément n'engagent que lesdits auteurs.
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When only one measurement is available, the diagnosis 1s only based on probabilities
and is not definitive without other clinical or laboratory tests. In a normal (gaussian)
distribution only 0.36%, 2.15%, and 13.5% of population are located below the cut-off
points represented by 1, 2 or 3 standard deviations below the mean of the reference
value. For observed values below the mean of the reference value, there is thus a high
probability of severe malnutrition for ‘a value situated more than 3 standard deviations
from the mean, a high probability of moderate malnutrition for walues located between 2
and less than 3 standard deviations and a high probability of mild malnutrition for
values located between 1 and less than 2 standard devxations below the mean of a
reference population distrlbutlon ‘

An isolated measure would thus give an erroneous classification of malnutrition in
the case of a normal healthy individual whose weight is and has always been between minus
2 and minus 3 standard deviations. Conversely, a person whose weight is normally located
2 standard deviations or more above the mean and who has lost weight could, in an
isolated measurement, show a value between the mean of the reference value and minus 1
standard deviation, and may therefore be erroneously classified as normal.
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Zoonotic bacterial diseases (020-027)

Other bacterial diseases (030-041)

Poliomyelitis and other non-arthropod-borne viral diseases of central
nervous system (045-049)

Viral diseases accompanied by exanthem (050-057)
Arthropod-borne viral diseases (060-066)

Other diseases due to viruses and chlamydiae (070-079)
Rickettsioses and other arthropod-borne diseases (080-088)
Syphilis and other venereal diseases (090-099)

Other spriochaetal diseases (100-104)

Mycoses (110-118)

Helminthiases (120-129)

Other infectious and paiasitic diseases (130-136)

Late effects of infectious and parasitic diseases (137-139)

Chapter I ~ ICD/10

Intestinal infectious diseases (A00-AQ9)

Tuberculosis (Al5-Al19)

Certain zoonotic bacterial diseases (A20-A28)

QOther bacterial diseases (A30-A49)

Infections with a predominantly sexual mode of transmission (AS50-A64)
Other spirochaetal diseases (A65~A69)

Other diseases caused by chlamydiae (A70-A74)

Rickettsioses (A75-A79)

Viral infections of the nervous system (A80-A89)

Arthropod—borne viral fevers and viral haemorrhagic fevers (A90-AS%9)

Viral infections characterized by skin and mucous
membrane lesions (BO0O~-B09Y9)

Viral hepatitis (B15-B19)

Human immunodeficiency virus [HIV] disease (B20-B24)
Other viral diseases (BZ5~B34)

Mycoses (B35-849)

Protozoal diseases (BS50-B64)

Helminthiasis (B65~B83)

Pediculosis, acariasis and other infestations (B85-B89)
Sequelae of infectious and parasitic diseases (B90-B94)
Bacterial, viral and other infectibus agents (B95-B98)

Other infectious diseases (B99) _ 55, _



Chanter 1

Malignant
Malignant
Malignant
Malignant
Malignant
Malignant
Malignant

cn/9

neoplasm
neoplasm
neoplasm
neoplasm
neosplasm
neoplasm

neoplasm

of lip, oral cavity and pharynx (140-149)

of digestive organs and peritoneum (150-159)
of respiratory and intrathoracic organs (160-165)

of bone, connective tissue, skin and breast (170-175)
of genitourinary organs (179-189)

of other and unspecified sites (190-199)
of lymphatic and haematopoietic tissue (200-208)

Benign neoplasms (210-229)
in gitw (230-234)

of uncertain behaviour (235-238)

Carcinoma
Neoplasms

Neoplasms

of unspecified navure (239)

Chapter 1I ICn/10

Malignant neoplasm of lip, oral cavity and pharynx {CO0~CL4)

Malignant neoplasm of digestive organs (C15-C26)

Malignant neoplasm of respiratory and intrathoracic organs (C30-C39)

Malignant neoplasm of bonme and articular cartilage (C40-C41)

Halignant melanoma and other malignant neoplasms of skin (C43~Cad)

Malignant neoplasm of mesothelial and soft tissue (C45-C49)

Halignant neoplasm of breast (C50) '

dalignant neoplasm of female genital organs (CS51-C58)

Malignant neoplasm of male genital organs (C60~C63)

Malignant neoplasm of urinary tract (C64-C68)

Malignant neoplasm of eye, brain and other parts of central nervous
system (C69-CJ1)

Malignant neoplasm of thyroid and other endocrine glands (CT3-CT75)

Malignant neoplasm of ill-defined sites, secondary and uaspeciﬁieﬁ
site {C76~C80)

Ha%é§§a§;é§eopigsw of lymphoid, Héemacgpoietic and related tissue

Malignant neoplasms of independent (primary) multiple sites (C97)
In situ neoplasms (DO0O=D0Y)

Benign neoplasms (D10~D36)

Neoplasms of uncertain and unknown behaviour (D37-D48)
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Disorders of thyroid gland (240-246)
Diseases of other endocrine glands (250-259)
Nutritional deficiencies (260-269)

Other metabolic disorders and immunity disorders (270-279)

Chapter IV ICD/10

Disorders of thyroid gland (EO0-EOQ7)

Diabetes mellitus (E10-El4)

Other disorders of glucose regulation (E15-E16)
Disorders of other endocrine glands (E20~E35)
Malnutrition (E40-E46)

Other nutritional deficiencies (E50-E64)
Obesity and other hyperalimentation (E65~E68)
tletabolic disorders (E70-E90)
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Diseases of blood and blood-forming organs (280-289)

Chapter III  ICD/10

Nutritional anaemias (D50-D53)

Haemolytic anaemias (DSS—D59)

Aplastic and other anaemias (D60-D64)

Coagulation defects, purpura and other haemorrhagic conditidns (D65~D69)
Other diseases of blood and blood-forming organs (D70-D76)

Certain disorders involving the immune mechanism (D80-D89)
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Organic psychotic conditions {(290-294)
Other psychoses (295-299)

Neurotic disorders, personality disorders and other nonpsychotic mental
disorders (300-316)

Mental retardation (317-319)

Chapter V I1CD/10

Organic, including symptomatic, mental disorders {(FOO-F09)

Mental and behavioural disorders due to psychoactive and other substance
use (F10-F19)

Schizophrenia, schizotypal and delusional disorders (F20-F29)
Mood [affective] disorders (F30-F39)
Neurotic, stress-related and somatoform disorders (F40~F48)

Behavioural syndromes and mental disorders associated with physiological
dysrunction (F50-F59)

Disorders of adult personality and behaviour (F60-F69)
Mental retardation (F70~F79)

Disorders of psychological development (F80-~F89)

Behavioural and emotional disorders with onset usually occurrlng in childhood
or adolescence (F90-F98)

Unspecified mental disorder (F99)
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Other disorders of the central nervous system (340-349)
Disorders of the peripheral nervous system (350-359)
Disorders of the eye and adnexa (360-379)

Diseases of the ear and mastoid process (380-38%):

Chapter VI ICD/10

Inflammatory diseases of the central nervous system (GDO—GOQ)

Systemic atrophies primarily affecting the central
nervous system (G10-Gl3)

Extrapyramidal diseases and wovement disorders (G20~G26)
Other degenerative diseases of the nervous system (G30-G32)
Demyelinating diseases (G35~G37)

Episodic and paroxysmal disorders (G40-G47)

Nerve, nerve root and plexus disorders (G50-G59)

Polyneuropathies and other disorders of the perlpheral
nervous system (G60-G64)

Diseases of myoneural junction and muscle (G70-G?3)

Cerebral palsy and paralytic syndromes (G80-G83)
Other disorders of the nervous system (G90-G99)

Chapter VII  ICD/10

(21

Disorders of eyelid, lacrimal system and orbit (HOO~HO&)

conjunctiva (H10-H13)

o
12 Y

Disorders

h

Disorders of sclera, cornea, iris and cxllary body (HlS-H”Z)
Disorders of lens (HZS—HZS)
. bisorders of choroid and retina (H30-H36)

Glaucoma (H40-H42) -

Disorders of vitreous body and globe (HAS-HAS)

Disbrders of optic nerve and visual pathways (H46-H48)

Disorders of ocular muscles, binocular movement , accommodatlon
and refraction (H49-H52)

Visual disturbances and blindness (H53~H54)
Uther disorders of eye and adnexa (HS55-H59)

Chapter VIII ICD/10

Diseases of external ear (H60-H62)

Diseases of middle ear and mastoid (H65-~H73)
Disorders of inner ear (H80-H83)

Other disorders of ear (H90-#95)

o
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Acute rheumatic fever (390-392)

Chronic rheumatic heart disease (393-398)

Hypertensive disease (401-405)

Ischaemic heart disease (410-414)

Diseases of pulmonary circulation (415-417)

Other forms of heart disease (420-429)

Cerebrovascular disease (430-438)

Diseases of arteries, arterioles and capillaries (440-448)

Diseases of veins and lymphatics, and other diseases of circulatory
system (451-459)

Chapter IX ICb/10

Acute rheumatic fever (I00-102)

Chronic rheumatic heart disease (105-109)

Hypertensive disease (I10-Il5)

Ischaemic heart disease (I20-125)

Pulmonary heart disease and diseases of pulmonary circulation (126-128)
Other forms of heart disease (I30-I52)

Cerebrovascular diseases (160~169)

Digseases of arteries, arterioles and capillaries (I70-179)

Diseases of veins and lymphatics (I80-189)

Other and unspecified disorders of the circulatory system (195~199)
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Acute respiratory infections (460-466)

Other diseases of upper respiratory tract (470-478)

Pneumonia and influenza (480-487)

Chronic obstructive pulmonary disease and allied conditions'(490-495)
Pneumoconioses and other lung diseaées~due‘to external agents (500-508)
Other diseases of respiratory sysﬁem (510-519)

Chapter X ICD/10

Acute upper respiratory infections (J00-J06)

Acute lower respiratory infections (JlO?JZi)

Other diseases of upper respiratory tract (J30-J39)

Chronic lower respiratory diseases (J40-J47)

Lung diseases due to externalvagénts (J60-J70)

Uther respiratory diseases affecting pfincipally the interstitium (J80~J84)
Suppurative and necrotic conditions of the lower‘respiratory tract (J85-J86)
Other diseases of the pleura (J90-J9&)

Uther diseases of the respiratory system (J95-J99)
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Diseases of oral cavity, salivary glands and jaws (520-529)
Diseases of cesophagus, stomach and duodenum (530-537)
Appendicitis (540-543)

Hernia of abdominal cavity (550-553)

Noninfective enteritis and colitis (555-558)

Other diseases of intestines and peritoneum (560-569)

Other diseases of digestive system (570-579)

Chapter XI Icn/10

Diseases of the oral cavity, salivary glands and jaws (KOG~K14)
Diseases of oesophagus, stomach and duodenuﬁ (K20-K31)
Diseases of appendix (K35-K38)
Hernia (K40-K&46)
Noninfective enteritis and colitis (K30-K52)
Other diseases of intestines (K35-K63)
Diseases of'peritoneum (K65-K67)
Diseases of the liver (K70-K77)
Disorders of gallbladder, biliary tract and pancreas (K80-K87)
Other diseases of the digestive system (K90-K93)
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Nephritis, nephrotic syndrome and nephrosis (580-589)
Other diseases of urinary system (590-599)

Diseases of male genital organs (600-608)

Disorders of breast (610-611)

Inflammatory disease of female pelvic organs (614-616)

Other disorders of female genital tract (617-629)

Chapter XIV  ICD/10

Glomerular diseases (NOO-NO8)

Renal tubulo-interstiﬁial diseases (N10-N16)

Renal failure (N17-N19)

Urolithiasis (N20-N23)

Other disorders of kidney and ureter (N25-N29)

Other .diseases of urinary system (N30-N39)

Diseases or male genital organs (N40-N51)

Disorders of breast (N60-N64)

Inflammatory diseases of female pelvic organs (N70-N77)

Noninflammatory disorders of female genital tract (N80-NS9)
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Pregnancy with abortive outcome (630-639)
Complications mainly related to pregnancy (640-648)

Mormal delivery, and other indications for care in pregnancy,
labour and delivery (650-659)

Complications occurring mainly in the course of labour and
delivery (660-669)

Complications of the puerperium (670-676)

Chapter XV ICD/10

Pregnancy with abortive outcome (0004008)

Oedema, proteinuria and hyperten51ve disorders in pregnancy, childbirch
and the puerperium (010-016) :

Uther maternal disorders predominantly related to pregnancy (020-029)

daternal care related to fetus and amnotlc cavxty and possible delivery
problems (030-048)

Complications of labour and delivery (060-075)
dMethod of delivery (080-084)

Complications predominantly related to the puerperium (085-092)

Other obstetric conditions not elsewhere classified (095-099)
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Infections of skin and subcutaneous tissue (680-686)

Other inflammatory conditions of skin and subcutaneocus tissue (690-698)

Other diseases of skin and subcutaneous tissue (700-709) ‘ g

Chapter XII  ICD/10

Infections of the skin and subcutaneoqs tissue (LOO-LO8)
Bullous disorders (L10-L14)

Dermatitis and eczema (LZO—L30)

Papulosquamous disorders (L40-L45)

Urticaria and erythema (LJO*LSA)

Radlatlcn related dlsorders of the skin and subcutaneous tlssue (LSS-LSQ)
bisorders of skin appendages (L60—L75)

Other disorders of the skin and subcutaneous tissue (L80-L99)

- 202 —



Arthropathies and related disorders (710-719)
Doxsopathies (720-724)
Rheumatism, excluding the back (725-729)

Osteopathies, chondropathies and acquired musculoskeletal
deformities (730-739)

Chapter XIII ICD/10

Infective arthropathies (00~M03)

Inflammatory polyarthropathies (MO5-M14)
Arthrosis (M15-M19)

Other joint disorders (:20-M23)

Systemic connective tissue disorders (M30-M36)
Deforming dorsopathies (M40~443)
Spondylopathies (M45-449)

Other dorsopathies (M50-M54)

Disorders of muscles (M60-M63)

Disorders of synovium and tendon (M65-M68)
Other soft tissue disorders (M70-479)
Disorders of bone density and structure (M80-M8S5)
Other osteopathies (86~M90)

Chondropathies (M91-M94)

Other disorders of the musculoskeletal system and
connective tissue (M95-M99)
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Congenital anomalies (740-759)

Chapter XVII ICD/10

Congenital malformations of the nervous system (QOQ*QOZ)
Congenital malformations of eye, ear, face and néck (Q10~Q18)
Congenital malformations of the circulatory system (Q20-Q28)
Congenital malformations of the respiratory system (Q30~Q34)
Cleft lip and cleft palate (Q35-Q37) ‘ o

Other coﬁgenital malformations of the digestive system (Q38-Q45)
Congenital malformations of genital organs (Q50~Q56) ;
Congenital malformations of the urinary system (Q60-Q64)

Congenital malformations and deformations of the musculoskeletal
system (Q65-Q79)

Other congenital malformatioms (Q80-Q89)

Chromosomal abnormalities not elsewhere classified (QQO—QQS)
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Certain conditions originating in the perinatal period (760-779)

Chapter XVI  ICD/10

Fetus or newborn affected by maternal factors and by complications of
pregnancy, labour and delivery (POO-PO4)

Disorders relating to length of gestation and fetal growth (P05-P08)
Birth trauma (P10~P15) ‘

Respiratory and cardiovascular disorders specific to the perinatal
period (P20-P29)

Infections specific to the perinatal period (P35-P39)

Haemorrhagic and haematological disorders of fetus or newborn (P50-P61)

Iransitory endocrine and metabolxc disorders speclflc to fetus or
newborn (P70-P74)°

Digestive system disorders of fetus or newborn (P75-P78)

Conditions involving the integument and temperature regulation of fetus
or newborn (P80-P&3)

Other disorders originating in the perinatal period (P90-P95)
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Symptoms (780-789)
Nonspecific abnormal findings (790-796) :
I1l-defined and unknown causes of morbidity and mortality (797-799)

Chapter XVIII  ICD/10

Symptoms involving the circulatory system (RO0-RO4)

Symptoms involving the respiratory system (RO5-R09) -

Symptoms involving the digestive sYstem (R10-R19)

Symptoms involving the skin and other integumentary tissue (RZO—R23)
Symptoms involving the: nervous and musculoskeletal systems (R25~R29)
Symptoms involving the urinary system (R30-R39)

Symptoms involving cdgnition, perception, emotional state and
behaviour (R&O—R46)

Symptoms involving speech and voice (R47-R49)

“General symptoms (R50-R69) -
Abnormal fludlngs on examination of blood without diagnosis (R70-R79)
abnermal findings on examination of urine'without diagnosis (R80-R82)

aAbnormal findings on examination of other body fluids, substances and
tissues without diagnosis (R83-R89)

Abnormal findings on diagnostic imaging and function studies
without diagnosis (R90-R94)

lll-defined and unknown causes of mortality (R95~R99)
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Fracture of skull (800-804)

Fracture of spine and trunmk (805-809)

Fracture of upper limb (810-819)

Fracture of lower limb (820-829)

Dislocation (830-839)

Sprains and strains of joints and adjacent muscles (840-848)
Intracranial injury, excluding those with skull fracture (850-854)
Internal injury of chest, abdomen and pelvis (860-869)

Open wound of head, neck and trunk (870-879)

Open wound of upper limb (880-887)

Open wound of lower limb (890-897)

Injury to blood vessels (900-904)

Late effects of injuries, poisonings, toxic effects and other
external causes (905-909)

Superficial injury (910-919)

Contusion with intact skin surface (920-924)

Crushing injury (925-929)

Effects of foreign body entering through orifice (930-939)

Burns (940-949)

Injury to nerves and spinal cord (950-957)

Certain.traumatic complications and unspecified injuries (958-959)
Poisoning by drugs, medicaments and biological substances (960-979)
Toxic effects of substances chiefly nommedicinal as to source (980-989)
Other and unspecified effects of external causes (990-995)

Complications of surgical and medical care not elsewhere
classified (996-999)

— 267 -



Injuries
Injuries
Injuries

Injuries

to the head (S00-SQ09)
to the neck (510-519)
to the thorax (520-529)

to the abdomen, lower back, lumbosacral spine

and pelvis (S30-839)

Injuries
Injuries
Injuries
Injuries
Injuries
Injuries
Injuries

Injuries

to the shoulder and upper arm (S40-549)

to the forearﬁ, except wrist and hand (850-559)

to the wrist andyhand (S60-569)

to the hip and thigh (570-579) :

to the knee and lower leg (S80-589)

to the ankle and foot (S90-599)

involving multiple body regions (TdO-T06)

to unspecified part of trunk, limb or body region (T07-T1l)

Effects of foreign body entering through natural orifice (T12-T19)

Burns and corrosions (T20-T32)
Frostbite (T33-T35)

Poisoning by drugs and biological: substances (T36-I50)

Toxic effects of substances chiefly nonmedicinal as to source (T51-T65)

Other and unspecified effects of external causes (T66-T78)

Certain early complications of trauma (T79)

Complications of surgical and medical care (T80-T89)

Sequelae of injuries, poisoning and of other consequences of external

causes

(T90-f98)
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Chapter XX ICD/10

ACCIDENTS (VO1-X59)

TR&NSEGRE ACCIDENTS (VO1-Y99)
Pedestrian inijured in transport accident (VO1-V09)

- Pedaleyelist dnjured in trangport aceident (VIG-V19)
Motorcycle vider injured in transport accident (VZ0-VIG)
Three~wheeled motor vehicle occupant injured in tramsport accident (V30-V39)
Car occupant injured in transport accident (V40-V49)
Pickup truck or van ocecupant injured in transport accident (V50-V59)
Heavy tramsport vehicle occupant injured in transport accident (V60-V69)
- Bus occupant injured in transport accident (VI0~V79)
- Other land transport accldents (VBO-VE9)
- Other transport aceidents (V9O-V99)
- Water trapsport dccidents (V30,V94)
- Air and space transport acclidents {(V95-V97)
- Other and unspecified transport accidents (V98,V99)

GIEER ACCIDENTS (WOU=X59)
Falls (WOO-W19)

- Exposure to inanimate mechanical foress (W20-W49)

- Exposure to animate mechanical forces (W30-We4)
Accidental drowning and submersion (WES-W74)
- Other accidental threats to breathing (W75-W84)
Exposure to electric current, radiation and extreme ambient air

remperature and pressure {(W85-W99)

- Exposure to smoke, fire and flames (X00~X09)
- Contact with beat and hot substances (X10-X19)
Contact with venomous plants and animals (X20~X29)
- Exposure to forces of nature (X30~X38)
Accidental poisoning by and exposure to noxious substances (X40-X49)
- Overexertion travel asd privation (X50=X57)
Exposure to other and unspecified factors (X58,X59)

INTENTIONAL SELF~HARM (includes suicide) (X60-X84)
ABSAULT (ZB5-Y0%)

EVENT OF UNDETERMINED INTENT (Y10-Y34)

LEGAL INTERVENTION AND OPERATIONS OF WAR {¥35,¥36)

COMPLICATIONS OF MEDICAL AND SURGICAL CARE (Y40-Y84)

- Drugs and blological substances causing adverse effects in
therapeutic use (Y40~Y59)

Misadventures to patients during surgical and medical care (Y60-Y6%)

Medical devices associated with adverse incidents in diagnostic and
therapeutic use (¥70~Y82)

Surgical and medical procedure as the cause of abmormal reaction of
patient or of later complication, without mention of
misadventure at the time of procedure (¥83,Y84)

o

SEQUELAE OF ERNAL CAUSES (Y85-Y89)

SUPPLEMENTARY FACTORS RELATED TO MORBILITY AND MORTALITY (Y90-Y98)
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Persons with potential health hazards related to communicable
diseases (V01-V07)

Persons with potential health hazards related to personel and
family history (V10-V19)- '

Persons encountering health services in circumstances related
to reproduction and develcpment (V20-v28)

‘Healt:hy liveborn. infants according to type of birth (V30-V39)

Persons with a condition inf’luenc:.ng their health status
(V40-V49)

Persons encountering health semces for specific procedures
and aftercare (V50-V59)

Persons euceunt:ering health services in ot:her cireumstances
(V60-v68)

Persons without reported diagnosis eﬁcountered during

examination and imrestigation of i.ndi.viduals and popu}.acions
(V70-V82) : :
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Persons encountering health services for examination and
investigation (Z00-Z13)

Persons with potential health hazards related to communicable
diseases (Z20-7229)

Persons encountering health services in circumstances related
to reproduction (Z230~Z239)

Persons encountering health services for specific procedures
‘and care (Z40~Z53)

Persons with potential health hazards related to socioeconomic
and psychosocial circumstances (Z255-Z653)

Persons encountering health services in other circumstances (270-276)

Persons with potential health hazafds related to family and

personal history and certain conditions influencing the health
status (Z80-Z98)
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AVAILABLE

USED *CATEGORIES 3-CHARACTERS
CHAPTER | 3-CHARACTER 3-CHARACTER | AT 3-CHARACTER | WITHOUT SUB-
CATEGORIES CATEGORIES LEVEL DIVISIONS
I 200 170 - 38
II 150 136 - 22
III 50 32 1 5
v 100 73 2 17 .
v 100 77 2 16
v 100 67 16 . 13
VI 60 47 12 2
VIII 40 2 5 5
X 100 76 8 7
X 100 63 3 18
XI 100 ! 5 5
XII 100 72 6 15
XIII 100 79 12 1
XIV 100 82 9 15
XV 100 77 - 11
XVI 100 58 1 7
XVII 100 87 - 1
XVIII 100 91 . 39
XIX 200 196 - 13
pod 400 375 - 9
X1 100 82 - 4
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AVAILABLE

USED *CATEGORIES 3-DIGITS
CHAPTER "3-DIGIT 3-DIGIT AT 3-DIGIT WITHOUT
CATEGORIES CATEGORIES LEVEL SUBDIVISIONS
I 139 120 . 23
II 100 © 92 - 10
I1I 40 37 - 5
Iv 10 10 - 1
v 30 30 - 5
Vi 70 65 1 4
Vil 70 58 - 13
VIil 60 49 2 22
IX 60 48 - 7
b4 50 47 - 7
Xr 50 46 - 8
XI1I 30 26 - 5
XIII 30 - 30 2
XIv 20 20 - -
XV 20 20 - 1
XvVI 20 20 - 1
Vil 200 190 - 10
E-code 200 192 - 50
V-code 100 77 - 1
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I1
111

v
Vi
VII
VIII

b

L1
XIII

X1V

Vi

XVII

Infectious and parasitic diseases

Neoplasms

Endocrine, nutritional and metabolic diseases

and immunity disorders
Diseases of blood and blood-forming organs
Mental disorders =
Diseases of the nervous system and sense organs
Diseases of the circulatory system
Diseases of the respirétory system

Diseases of the digestiﬁg system

_ Diseases of the genitbufinary system

Complications of pregnancy, childbirth and
the puerperium

Diseases of the skin andyéubcutaneous tissue

Diseases of the musculoskeletal system and
connective tissue

Congenital anomalies

Certain conditions originating in the perinatal period
Symptoms, signs and ill~defined conditions
Iniﬁrj'énd poisoning

Supplementary classification of external causes of
injury and poisoning

Supplementary classification of factors influencing
health status and contact with health services
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001 - 139
140 - 239
240 - 279

280 - 289 -
290 - 319
320 - 389
390 - 459
460 - 519
520 = 579
580 - 629
630 - 676

680 ~ 709
710 - 739

740 ~ 759
760 - 779
780 - 799
800 - 999

E800 - E999

VoL - va82



II

II1

\'2¢
VII

VIII

-]

XII

X111

X1V

VIl

XVIII

XIX

Certain infectious and parasitic diseases
Neoplasms

Diseases of the blood and blood-forming organs and
certain disorders involving the immune mechanism

Endocrine, nutritionalland metabolic diseases
Mental and behavioural ‘disorders

Diseases of the nervous system

Diseases of the eye and adnexa

Diseases of the ear and mastoid process
Diseases of the circulatory system

Diseases of the respiratory system

Diseases of the digestive system

Diseases of the skin and subcutaneous tissue

Diseases of the musculoskeletal system and
comnective tissue

Diseases of the genitourinary system
Pregnancy, childbirth and the puerperium
Certain conditions originating in the perinatal period

Congenital malformations, deformations, and
chromosomal abnormalities

Symptoms, signs and abnormal clinical and laboratory
findings, not elsewhere classified

Injury, poisoning and certain other consequences
of external causes

External causes of morbidity and mortality

Factors influencing health status and contact with
health services
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A00-B99
C00-D48

D50-D89

E00-E90
F00-F99
G00-G99
HO0-H59
H60-H95
100-199
J00-J99
K00-K93
100-L99

MO0 -M99

NOO-N99
000-099
POO-P95

Q00-Q99
RO0-R99
$00-T98

v00-Y98

200-298
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