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1. introduction

2. The naad for classification
of impairmants, disabilities
and handicaps

3. Available approaches

The World Health Qrganization, Regional Office for Eurgpe, in cooperation with the Govern-
rment of tha Netherlands, organized a Working Group on Standardization in Measurement of
Impairment, Disability and Handicap, as Consequence of Disease, in Voorburg from 11 to
14 October 1983.

The meeting was ¢alled following a recommendation of a joint ECE/WHO Mesting on Health
Statistics in Genava in February 1982, Its purpose was to sharg experiences in the area of
classification relating to the consequences of disease, discuss the problems arising, define
areas in which rasearch and development is required and consigder the coordination of future
activities so as to ansuré the widest possible adoption and use of a workabla classification,

The meeting was attended by temporary advisers from Canada, Czechoslovakia, France,
Faderal Republic of Germany, German Demaocratic Republic, Netherlands, Norway, Switzer-
land, United Kingdom and USA, Representatives from the Council of Europe, Commission of
the European Communities and Intarnational Social Security Association were also presant.
Observers from the Netherlands attended spacific sessions, The list of participants can be
found in Annex 1, and the list of documents discussed by the Working Group in Annex 2,

Dr J.P. Jardel, Secretary of the Working Group welcomed the participants on behaif of Dr
L.A. Kaprio, Director of the WHO Regional Office for Europe. He gave an overview of the
previous activitias in WHOQ and other organizations, outlined the scope and purpose of the
meeting. and thanked Dr Van Londen, Director-General of the Ministry of Waelfare, Health
and Cultural Affairs, and Professor Begeer, Director-General of the Central Bureau of
Statistics, for their hospitality and their support to the organization of tha Working Group, in
which the Bureau for Classifications and Coding Systems in Health Services was also
involved.

Opening the meeting Dr Van Londan described the long historical connexion of the Nethar-
lands with the development of classifications in the field of health. The Nethertands was one
of the first countries to take an interest in classifications of impairment, disability and
handicap including classification of aids for the handicapped. Underlining the national and
international importance of classification and standardization he stressed the need for inter-
national cooperation in this field.

The meeting elected Professor HH.W. Hogerzeil (the Netherlands) as Chairman. Dr
D. Raobinson (WHOC headquarters) was nominated as rapporteur.

The rational management of services depends on the availability of data which can be used
to describe the need for the use and effect of those services. The medical modet upon which
health information systems are most often based, while being suitable for the care of those
with acute health problems or problems amenable to medical or health sarvice intervention
is not g0 appropriata for information describing the consequences of such health problems.
This i particularly o bacause the care of such individuals includes a large componant which
although health related is in fact mors in the sphere of social policy and action than medical
SeMvICes.

Until 1975 classifications suitable for data referring to such individuals were fragmented.
The Internationat Classification of Diseases, until the last revisions, included supplementary
classifications for impairments (5ee for example codes Y50 to Y88 in the seventh revision).
Drisability was seen as a separate issua and handled with separate classifications. Handicap
was ¢onsidered conceptually inseparable from digability or was not codified. The develop-
mant of classifications of functional capacity for specific diseases 10 some extent filled these

gaps.

The concaptualisation of disablement as three dimensional, having facets amenable to care
in three different but related spheres givas those weorking in the field of disablemant the
opportunity to examine the individuals and populations in their care in 2 more completa
light, It also allows those working in this field 1o sea more clearly the relationship of the work
of each to the others.

This concept, although inevitably complex, has implications for tha development of health
and social services and the information required for their support in countries at alt stages of
development. It is partly for this reason that the World Health Assembly saw fit to pass a
resolution to develop and publish tha ICIDH for {rial purposes®,

Although there is a wide variety of classifications avaitabla for use in specific conditions of
disablament, the only widely used international approach to classification of disablement is
the OECD one. The ICIDH, although not yat fully astablished for intarnationat use, has the
potential to meet the classification needs of a wide spectrum of cara for the disabled. The
two classifications have approached the problem from opposite angles: the QECD tried 1o
arrive at a synthasis starting from measurable characteristics of the individuals, while the
ICIDH started from general concepts and attempted to arrive at a workable classification.

! Resolution WHQ 28,35,
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The IGIDH was developed as a classification for trial purposes. Its aims wera to improve the
assessment of disablement and to open the way to the collection and use of data relating to
the conseguances of disease. It considers those consequences in the three dimensions of
impairment, disability and handicap, which correspond approximately with the areas of
influence and action of meadical care, rehabilitation and social policy respactivaly.

The classification is designed to assist in the identification of impairments and disabilities
without assurning that the individuals in whom these are present have some handicap. The
presence of impairments and disabilities may not necessarily, depending on the social and
economic environment of the individual, manifest themselves as handicap. Nor are specific
impairments and disabilities necessarily linked to speacific handicaps.

The classification is seen as having three functions.

1. The production of statisties on the consequences of disease.

2. The collection of statistics relevant to the utilization of services,

3. The assessment of disablement of individuals, leading to improved indaxing and case
record retrieval.

It should be noted that these functions are apprapriate only where the information needs are
perceived in this form, Thus for ICIDH to have any practical value, those responsible for
policy and action must be thinking in the terms expressed by the concepts of 1CIDH.

The development of the ICIDH was intended as a stimulus to those invalved with disable-
ment to broaden their thinking to embrace the concepts it advances, and it has cartainly
provided such a chalienge.

The implication of a classification carrying the title ‘international’ is that comparability of
national data is intended. Although this has to be considered as a secondary aim, of greater
impartance is the use of the classification to stimulate agtion in the field and to push those
responsible into axamining their needs for information and the means for obtaining it. In
some groups of countries thare is a real need for comparable information. This is particularly
so in Europe where the Council of Europe recommended that comparability of deta on
impaired, disabled and handicapped paople be achieved hoth at the domestic and intarna-
tional levelz. Even in those parts of the world where this does not apply, comparable concep-
tual framaworks for policias will make for easier discussion and exchange of information on
the management of disabilities in different centres.

For a number of reasons, the ICIDH has not baen wigely tested in the three-year since its
publication. These reasons include difficulty experienced by national authorities in fully
grasping the concept, the amount of work involved in developing the necessary instruments,
the difficulty experienced in obtaining copies of the classification, and problems in transla-
tion into languages other than English.

Transiations, published or otherwise, ara now in existence in French, Duteh, German,
Spanish, Russian and Italian. Others are in preparation. Thesa translations, to be successful,
must be interpretations of concepts rather than word for word translations. Where the
concept has been fully understood, the translation has proceeded smoothly. Where there
have been problems in adopting the concapts in the contexts of the national culture, the
language translation has proved difficult.

The indicator was developad within the framewark of the OECD Social Indicator Programme
which startad in 1978, as a common development effort attampting to recommend
disability indicators under tha social concern ‘Healthfulness of Life'. This work resulted in a
recommendation for a short-terrn (time-based) disability indicator and a long-term
disability indicatord.

Especially the latter had the attention of the Working Group since it was developed
according ta the basic concepts of a draft ICIDH. However, the OECD indicator focuses
rmainly on the disruption of normal social activity resulting in a definition: "the consequence
of the effect of ill-health on activities essential to daily living'. This was operationalized in a
guastionnaire of 16 items for each of which there is a scaling of severity in four categories.
The 16 iterms represent disability in three broad types: mobility, communication and self-
care. The indicator was tested in several countrigs and proved to be a practical tool in
{health) interview surveys although it tends to be more sensitive to severe leveis of disability
and hence more applicable to the elderly. The indicator has the advantage that it allows for
internationally comparable data, at short notice, which areto a substantiai degree not biased
by differences in social medical systems.

% Council of Europe; Partisl agreament in tha Social and Public Health Figld, Resolution AP {81)8 on informaticn systama on
impaired, disabled and handicapped paople.

3 John R. McWhinnie. Measuring disebility, the OECD Social Indicator Devalopment Progrommie. Spoecial Study No 5,
OECD, Paris, 1982,

+ Reaults of such tests have bean published in Revue d'épidémiologio et de 2anté publiquo, 1881, 28, pp 413-475.




4. Work on classifications
reported to the meeting

4.1 General reviow

4.2 Household surveys

The Working Group noted that the indicator may not appear to be fully compatible with
ICIDH, ¢.9. according to the OECD list a person who can perform activities normally but with
aids has no disability whereas according to the conceptual framework of the ICIDH he has a
disability. Its spacific refation with the D classification of ICIDH was alzo discussed partigu-
larly in view of the paper presented by J. van den Berg and .. Van Sonsbeek about the
preliminary findings of the use of the QECD list in the Dutch health interview survey in
1883, and in proxy interviews, and the intentions to examine the possibilities of developing
it as a tool to measure disability according to the D classification,

The meeting was presented with a review of the utilization of ICIDH in household surveys
and registration schemes, particularly in the European Region. To an enguiry made in rela-
tion with the present meeting, nine countries of the Region reportad that they have
conducted interview surveys about health and/or health gare consumption in the framework
of national statistics after 1980. For at least seven of those, it is known that sueh surveys are
performed at regular intervals. Four countries reported that more detaiied data about handi-
capped people are or will be coliected by means of interview surveys. In general, the
questionnaires used cover only parts of the IDH classification. They do not always make a
clear distingtion between the concepts of impairment, disability and handicap. They seem to
focus more an information about disabilities which apparently can better be obtained by
rmeans of interviews than can information on impairments and handicaps. The questions in
interview surveys allow at best for a broad classification and are not fully compatible with
ICIDH definitions. In canclusion, there is a general tendency in countries to measure tn intat-
view surveys a range of variables which can be classified as disabilities. The situation seems
to be much mare confusing for impairments and handicaps, for which data collection and
uge of the ICIDH seem to have created difficulties. Several countries report the existence of
ad hoc surveys end specific applications which may contributa substantially to the
development of common measurernent instruments in the field of disablement. Partici-
pants in the meeting reported experiencas in recording impairments, disabilities and handi-
caps. These experiences are summarized balow.

The Netherlands
The OECD disability indicator list has been included, in modified or unmodified form, in the
Netherlands Life Situation Survey since 1979.

Tha instruments for this survey have been examined for their appropriateness and esse of
administration. The results obtained are seen as valuable for the management of services for
disablement, although they may unduly smphasize more severe disability and disability in
the elderly. Tha QECD list used in this way has shown itself to be a useful togl which can
provide internationally comparable data of limited sophistication at short notice, aven if it
does not take sufficiently inte account the culturally determined response to disability upon
which social policy may depend,

An examination was made of the compatibility of this list with the disability list of the 1CIDH.
Although the developers of the OECD list took into account the concepts defined in a
preliminary revision {1975) of the ICIDH, there are difficulties in direct comparison, The
users in the Netheriands did not attempt to produce an instrument based on the disability
list.

France

The ICIDH has been translated into French. According to the first evaluations, there appears
o be & consensus of approval congerning the concepts. There are, however, littlg affective
experimental applications of the classification. Besides translation problems, it was
strassed that ICIDH in its present form is considered by sevaral potential users in France as
too complex, it is also regretied that it does not include indicators of envirenmental condi-
tions. The classification has never been used directly in its present form, but numercus
questionnaires for population surveys have been developed according to the concepts of
impeirment, disability and handicap, particularly in recent gerontology survays, in a rheurnas
tological survey and in one regional extension of the French health survey in order to test this
approach,

Inthelight of these experiences, several suggestions for further improvement of this instru-

ment have been made:

a a clear definition of the purpose of a classification of ¢consequences of diseases is
naadad;

b inFrench, thaterm handicap’ may be confusing as it is traditionally used both in relation

to impairment and to disadvantage. It would be better to use ‘social disadvantage’ or

‘disadvantage” where the tarm handicap is used in isolation, and to consider as an

impairment any handicap qualified by an indication of organic fesion (visual handicap,

motor handicap);

the aguivalence between social disadvantage and need should be pracisely defined;

& cammeon set of dimansions should be used by different countries to assess disadvan-

tage, even though thresholds of perception of social disadvantage may be different,

Proposed dimensions are physical mobility, activities of daily living, occupation, social

integration, and economic self-sufficiency;

the measurement of environmental conditions should be developed;

an inventory of indicators currently in use would facilitate the standardization of

measurement tools;

g the classification of impairments should be linked with the ICD.

0
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Current research in France focuses on the development of health indices, the validation of
indicators currently used in surveys, the development of simplified indicators, and the
design of simplified questionnaires on disability.

United Kingdom

Experience of the problem of collecting disablement data shows that there is a noad to
develop instruments based on the IDH concepts and classification which at the same time
pay attention to operational reality. Nevertheless, a national survey which took place in the
{ate 1960 racognized the distingtion between impairments and other planes of disablemeant.
The work carried out at Canterbury in the early seventies showed that one household survey
iz much more effactive in identifying disabled persons than were all registers combined.

Czechoslovakia

The ICIDH translation into Czech will be published in 1984, The classification has been
applied on a small sampie of disabled young people for functional evaluation with a view to
their better adaptation to work. From this experience, changes in the ICIDH have been
suggested particularly in order to facilitate its practical use.

Federal Rapublic of Germany

In an industrial rehabilitation scheme in Cologne it was swen to ba necessary to defina the
capacity and handicap of workers suffering diseblement following iliness or accident. The
method developed was a detailed coding of the three dimensions of the disablement, but
espacially the disability code, using the ICIDH as the basis for the instrument. Disability and
demand profiles have been used sucessiully, and the mathod is being promoted for use in
other industrial settings. In different projects, the H code has been used as 2 scraening tool.

The Netherlands

The Rehabilitation Institute of the Erasmus University (Rotterdam) has applied in its medical
records the impairment list and a selected nurnber of disabilities, derived from the pretimi-
nary version (12765} of ICIDH.

Norway

The ICIDH has not yet beah used in Norway, with a few excaptions. It is seen as somewhat
complex and incomplete and probably not necessary to the services a3 they stand. The
survay of handicap is seen as presenting the risk of raising expectation unless the informa-
tion sought is directly needed for management purposes, The major devalopment of classifi-
cation relevant to disablement in Norway has been a classification of aids which should
permit comparison of the aspect of services for disablement in the Nordic countrias,

German Democratic Republic

The Disability coda of the {CIDH has heen applied in a registration project for children and
adolescents from 10—18 years of age, It proved to be well suited for controlling the course of
impairments and disabilities in children of this age. Epidemiological problems will arise fram
possible cormbinations of disabilities. Distinction must be made between long-term and
short-term disability in the context of special surveys and registration schemes,

The Netherfands

In 1983 & registration was started by the teams for early detection of handicapping condi-
tions in young children. Part of the registration-items can be traced back to the ICIDH. Inthe
same year, the EEC pilot study on home accidents started also in the Netheriands. A list of
impairmants is incorporated in the registration form.

Tha rahabilitation institutions prepare the introduction of a routine registration, starting in
1984. The impairment and disability lists will be used in this computerized information
system.

Parts of the disability list are used in the national routine registration of nursing homes.

The Nethariands

In connexion with the enactment of the Disablement Insurance Act and the General Disable-
ment Act, which entitla all inhabitants of the Netherlands to cash benefit in case of loss of
earning capacity as a consequence of disease or deficiency, a system for assessing the
degree of disablament - understood as occupational incapacity — has been set up by the
Soscial Security. A pattern of functional limitations was developed in the early seventies. It is
used 1o determine the profile of the individual and compare it to the profile of his or her last
job. Atternpts to apply the ICIDH led to some disappointment, as it was found to be too"ingti-
tution-oriented. it would be useful to improve it by defining a set of basic skills substituting
the manifold and situationally-defined activities that presuppose the possession of such
skills. A list of impairments has been set up on the basis of ICIDH and tested with good
results. It was not possible to do the sama work with disabilities and handicaps, due to the
axistence of contextual and situstional dependencies, and to some difficulties in distin-
guishing between the two concepts.

The discussion focussed on the apparent conflict between the subjective perception by an
individual of his disablement, and the need of an objective measurement of it for decision on
eligibility to compensation. It was recommended to promote mora dabate with decision
makers and lawyers in order to find alternative means of deciding on eligibility, in an equi-
table way.




4.6 Mental health

6. Conclusions and
recommendations

Recommendation

5.1

B2

Switzerland

The disablement insurance system is one of the few health-related systems in Switzerland
which is countrywide, The characteristios of the individuals receiving benefits are coded
according to a classification developed for the purpose. These files are little used as sources
of basic data.

The classification in current use is divided into three fields: nature of disablement (i); nature
of the functional disorder (f); and nature of benefits {p). Although there is not a one to ona
carrelation, the i, f and p codes can be translated into the § and D codes of the ICIDH, as
shown by a preliminary study. It is unlikely that the H code could beo used for existing data.

[t is intended to explare the possibility of modifying the existing instruments in order to take
agvantage of the ICIDH.

The Working Group was informed about WHO activitias inthe fisld of disablement related to
mental disorders, and in particular, the WHO collaborative study on the Assessment and
Reduction of Psychiatric Disability, initiated in 1978, and involving research centres in seven
countries. The consepts and instrurnents developed for this study were taken into account
for the development of the ICIDH, The assessment instruments included psychiatric history
and socio-demographic description, present state examination, psychological impairment
rating schedule — PIRS (assumed to be related 1o disability aceording to ICIDH concept),
digability asgessment schedule — DAS {assumed to be related to handicap according to
ICIDH concept) and diagnostic and prognostic assessment.

The DAS included as areas of social functiontng sections related to individual behavieur, and
& section dealing with modifying factors (assets, liabilities, home atmosphere and outside
support).

Deatailed guestionnaires and instructions have been devised, as well as selaction criteria, and
training material. At least three successive assessments have been performed on each
individual, Analysis of data has been performed in order to redusce the nurnber of variables
and to estabiish proper scaling and scoring systems. Results are used to analyse the struc-
ture of disablement, the effects of different types of intervention, the possible predictors for
individua! patients and groups. Preliminary results are encouraging and show that a well
standardized approach can be used in different socio-cultural environments. Furthermore,
the instruments developed for the study are adaptable to conditions other than psychiatric.
It was stressed that the sections of ICIBH related to mental disorders would benefit from a
revision in the light of the results of the study,

The Working Group recognized that, with ageing populations and an increase in the
prevalence of chronic disease and its consequences, Member States are confronted by pres-
sing problems. The latter include:

= how many people are affected by iliness-reiated problems of more than brief duration?
-~ to what degree (or severity) are they affected?

— what help or compensation should be offered to those affected?

The Group agreed that, in trying to solve these problems related to the consequences of
dizease, distinction between different qualities of exparience such as is reprasented by the
separate notions of impeirment, disability, and handicap, makes an important contribution
and further agreed that dissemination of this approach to appreciation of the problems
should be undertaken. it was regretted that insufficient efforts have been made so far to
promaote the dissemination of these concepts.

1) Educational material should be developed in order to facilitate dissemination of the
concepts of impairment, disability and handicap to health professionals, researchers,
administrators, planners and others.

The Group recognized that, in seeking answers 10 these guestions, it was nacassary 10
develop screening instruments to detect those affectad, methods for assessing the severity
of affection, and indicators of the needs revealed by such assessmeants. This is in ling with
the recommendations of the Council of Europe® on information systems on impaired,
disabled and handicapped people. In this regard the Working Group agreed that the
pringiples of the approach followed i the ICIDH made an important contribution to
answering the questions, and especially by projection of the rehab#litation process from the
clinic to the community. It was recognized that clarification and modification of both defini-
tions and specific categories in the ICIDH would be needed, to proceed hand in hand with
further development of the clagsification itself and extended experience and testing of its
application.

Suggestions for consideration when raviewing tha ICIDH were made by several participants
of the Working Group. They are indicated balow as elements for further discussion;

& Rasolutian AP (81)8.
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5.3

5.4

a. Impairment component
— There is a need to link the impairment code with the 1CD.

k. Diszability component

— Clarification is required for some categories, especially those related to mental,
behavioural, and personal care disabilities.

-~ Duration scales would be usefully associated with certain types of disability,

- Consideration should be given to the mutual exclusivity of the dimensions. This would
facilitate multiple coding of individual's disablermaent,

— The operational definitions of disability indicators used in surveys should be
gompared with the dimensions of disability in ICIDH.

— The supplementary grading for assessment of outlook should be given emphasis in
applying the D code to individuals, as this elamant serves as a link with subsagueant
assessment along the dimension of handicap.

¢. Handicap component

=~ The elements of orientation, physical independance and mobility could ba reassessed
to clarify whaethar or not they are more appropriate to the determination of disability
status than handicap.

— The elament of social integration requires further specification, perhaps using what is
prasently under ‘disabilities in ralation’,

— More consideration shouid be given in the H code to the subjective perception of
quality of life.

— It could be useful to consider the introduction of elemants concerning the assets and
liabilities having an impact on the individual's ability to function and adapt to the
so¢ial environment.

2) Initiatives at national level should be encouraged to reconcile the sometimas conflicting
neads of different classes of users such as survey workers, clinical assessors, eligibility
assessors, ete.

3) Aworking group should be convened to consider the various deliberations conducted at
national level @nd to seek an agreed basis for further international development of a common
basis for assessmant of disablement.

4} The overall responsibility far promeoting and coordinating this effort should ramain with
those WHO units directly concerned with the development of the ICIDH system. Apart from
the Division of Health Situation and Trends Assessment, with whom the responsibility is
ledged. the technical units responsible for rebabilitation, care of the elderly, accident
prevention ang mental health should play an important part.’

in acknowledgement of the WHQ goal of health for ali by the year 2000, and of the contribu-
tion to this goal to be made by primary haalth care and community participation, the
Working iroup agreed that collaboration between interested rahabilitation facilitiaes in
different countries should ba encouraged, 5o a5 to provide a nucleus for development of
applications of tha ICIDH in more clinical situations and their extension to the community.

5} An initiative should be taken, at the international lavel, to facilitate collaboration
hatwaan interested rehabilitation facilities. This might include tha designation, in collabora-
tion with Member States, of national centres with appropriate knowlegde and rasourcas, as
coardinating units for identifying and ¢ataloguing instruments in use in their particular areas
of expertise. Such centres could organize workshops for clarifying the relationship between
operational instruments and the IDH conceptual framewaork, and disseminate information
about the development and use of such instruments,

The Group was aware of problems concarning the comparability of available data within and
among countries, and between survays and registration schemes, and of how these
problems contributed to uncertainty about the frequency and magnitude of disablement.
Thesa difficulties are particularly evident in pursuing population-related enguiries, such as
health interview surveys.

There is a need to identify and catalogue the instruments currently available and under
development for use in the classification of IDH. To facilitate the compilation of these instru-
ments and of the infarmation that has been collected with their use, the following cate-
gorization of tools is suggested:
1. Screening tools

single or multi-purpose instruments
2. Assessment tools

to serve especially the purposes of individual case management and rehabilitation
3. Epidemiclogical survey tools

concerned primarily with determining the magnitude of the problem or undertaking

analytical investigation.

Spacial consideration should be given to the follewing aspects of instrument identification

and application, This is particularly relevant for instruments designed for survays.

a. In addition to the core part of esch instrumant, there should also be special modules
developed to meet the specific problams of assessing disablemant of persons with
mental retardation, psychiatric, sensory and physical impairments.
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5.5

5.6

5.7

b. At the impairment level, instruments designed for collacting data on categories of
impairments should allow for grouping of gsuch impairments into large categories of
disabled persons.

¢, Tools should be identified for collecting information on the subjective perception of
quality of life.

6) Existing material from disability surveys conducted in the past should be reappraised.
50 as to indicate if any tested instrumants relevant to the problem could be applied in future
work.

7)  On this basis, and augmented by further pilot studies, it is necessary to astablish a
glossary of cateqories to be considered and an enurmeration of criteria to be fulfilled for
assignment to these categories (cf. WHO mental health studieg).

8) The above-mentioned work should give consideration to the level of the classification at
which comparability is considerad desirable and possible for cornparison within and among
countries and between surveys and registration schemaes,

9) Ewuropesn intergovernmental organizations should promote and fagilitate intercountry
collaboration in the conduct of pilot studies and the application of their results 10 further
large scale trial surveys.

The Working Group regognized the existence of overlap between the 9th revision of ICD and
ICIDH, and that this leads to confugion in application.

10) Activities reiated to the development of ICD-10 should seak to eliminate needless and
confusing duplication between [CD and [CIDH, and to ensura that the concepts and form of
the ICIDH are taken into consideration in the revision of 1CD.

The Group recognized that the 1CIDH scheme is likely to be appropriate for only certain
purposes, and that various problems, such as indicators of need, ara not coped with in the
classification. Some of the difficuities encountered result from faliure to identify clearly for
what purpose it is wished to apply ICIDH.

11} A mechanism should ba establishad by WHO, in collaboration with other agencies, to
consider areas of disablement which require classification but are not covered by the ICIDH,

The need for a central coordination of the international effort towards the standardization of
measuramant of disablement was obvious to the participants. Since it is within the functions
of WHO to establish and revise classifications and promote standardization in the field of
health, it was felt that the responsibiiity for such central coordination should naturally be
vested with WHO, at either ragional or globa! level, or both, Furthermore, it is essential to
secure adequate financial support for such a coordinating role,

12} Consideration should be given to the establishment of 2 mechanism to ensure the
continuity of coordinated efforts towards the development and application of the ICIDH in
different contexts. Such a mechanism could involve the convening of working groups, the
establishment of a permanent steering group, and/or the formulation of a special
programme =t global or European lavel.

13} In order to secure adequate financial support of the above-mentioned coordinating
role, volurtary contributions designated for work related tothe ICIDH, might be elicited from
interestad governmaents,
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