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1. INTRODUCTION

1.1 Purpose and Scope

The World Health Qrganization convened a Consulration on Primary Care Classifications in
Geneva from 11 to 15 November 1985, The consultation brought together physicians,
epidemiologists and statisticians with experience in primary health care, health mpanagement
and classification issues; The draft International Classification for Primary Care (ICPC)
which was the result of a WHO Working Party to Develop a Reagon for Encounter Classification
was reviewed and discussed in the light of its applicability and utility for national and
internatrional purposes and its relevance to health care management in view of the Strategy
Health for All by the Year 2000, The recommendations of the consultation should assist WHO
to decide on further steps to be taken in this area. The report of this consultation would
also serve as a working document at the meeting of the Heads of WEDQ Collaborating Centres for
the Classification of Diseases to be held in Tokyo in 1986.

1.2 Opening of the Meeting

1.2.1 The consultation was opened by Dr J. Hamon, Assistant Director—General, on behalf of
the Director—-General of WHO. Dr Hamon emphasized the lmportance of the consultation in texms

of the need for information support to health systems management based on the primary health
care approach, '

In referring to the Alma-Ata Conference on Primary Health Care (FPHC) held in September
1978 he indicated the needs of WHO Member States in managing, monitoring and evaluating their
health strategies in pursuit of the goal of Health for A1l by the Year 2000, A sound
classification of primary health care should particularly assist in determining the main
health problems affecting rhe population so that better and more efficient health care could
be provided. As a Tegult Member States were striving to develop community-based programmues
based on primary health care, and to monitor and evaluate these programmes at the local,
national, regional and global levels! The periodic evaluations had demonstrated an evolving
need for information support. The fivst monitoring cyele in 1983 had showvm that not only
developing countries were facing difficulties in obraining the necessary information but also
developed countries were often unable to set objectives and formulate policies as their
information bases were inappropriate for such purposes; It was recognized that much
information required on i=zsues such az health status, 1ife style, health economles, service
needs, community support, and resource allocation were lacking or Inadequate: Developed
countries for instance were improving slowly, but certalin indicators were not necessarily
showing improvement. For example some European countries had realized that the life
expectancy at the age of 35 yearsz was showlng a declining trend. Reasons for this decline
were not known and could oply be determined with the support of a sound information system
using relevant classifications. In developing countries, it was often realized rhat people
by-passed peripheral services, to make their first contact with referral hospitals. The very
limited resources allocated to health meant that countries had to struggle with allocating
resources to primary health care particularly when, as was the case 1pn some countries,
hospitals and salariles were consuming 80-90% of the health budget, Furthermore, in those
countries where national expenditure on health was as low a3 a few dollars per capita per
year, there was often a much larger expenditure by individuals in terms of travel costs for
seeking health advice and for purchasing drugs.

With these facts in mnind, Dr Hamon stressed the need for the participants' input and
advice on supporting the health information systems with an appropriate classification for
primary health care and particularly to react to the applicability and utility for national
and international purposes of the draft ICPC.

1.2.2 The consultation designated Dr R. Wells as Chairman, and Professor S, Banoub as
Rappeorteur.
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1.2.3 The draft ICPC was reviewed and discussed in the framework of information needs of
Member States related to the managerial process for national healch development based on the
PHC approach, and WHO activities in the field of health classifications as well az activities

in the area of general medicine at the country level. The various contributions are
symmarlzed in the present repor:.

2. INFORMATION NEEDS OF THE MANAGERIAL PROCESS FOR NATIONAL HEALTH DEVELOPMENT (MPNHD)

The managerial process for natlonal health development, was focussed atrongly on Health
for A1l and primary health care priorities and was therefore identified as a key mechanism in
support of rthose processes.

The decision-making process, involving all relevant components of the MENHD requires
relevant informarion, This information may come from varioug sources and in the absence of
relevant and objective data, individual judgement of knowledgeable and responsible people may
be the only source of information: Tn that context it was stated that it was better to
obtain approximate answers to the right questions than to use apparently precise data of
doubtful relevance.

The potentfal users of information, when applying MPNHD in support of strategies for
health for all, may be top-level policy makers, eXecutive decigion makers, health care
managers and health care personnel, research workers, educators and rrainers of health

personnel, people involved in health matters in other sectors than health, and the public at
large,

Selectivity was, therefore, the keynote in deciding what information should be collected
to support MPNHD. Each of the above-mentioned users may require different types of
information, or the same kind of information presented in different ways. Not all the

categorles of informatiom carry the same welight or have the same importance in the various
stages of the managerial process.

The types of information commonly required when applying managerial process in support of
strategles for Health for All were:

(a) Policy Information Including relevant information on national socloeconomic and
health policles.

{b) Information on the availability, accessibility and utilization of wvarious types of
health care.

{(c) The information on main health problems of population groups and where relevant,
design or selection of interventions.

{d) Information on resources,

{d) Information on healrh manpower, including the number of nou-professional primary
health care workers, indicating their urban/rural distribution,

(f) Information on health care costs and information on administrative ptructure and the
capacity of the country, including the structure of central and regiﬂnal
govermments, and local community organisations,

It was accepted that all of the potential information needs for the managerial process

could not be considered for inclusion in the present elaboration of primary care
classification,.
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3. WHO ACTIVITIES IN THE FIELD OF HEALTH CLASSIFICATIONS

3.1 WHO IYnternational Classifications in the Fields of Diseases, Procedures in Medicipe and
Impairments, Disabilities and Handicaps

The Sixth Revision of the International Clagsification of Diseases (ICD) was the first to
be coordinated by WHO and was mainly a classification of causes of death prepared by
statisticians and epidemlologists., Over successive reviszions greater emphasis had been
placed on morbidity, and clinicians became increasingly invelved in decisionmaking
concerning the content of the classification, though there was no change to the basie
structurel The clinical input to the Ninth Revision which came into use in 1979 was
considerable. However, there was still a great deal of criticism of ICD-9 which was used all
over the world in a wide variety of clinilcal and staristical settings and could not,
therefore, meet 21l the demands placed upon 1t. During the preparation of the Ninth Revision
it had already been obvicus that no single classification could meet ail those demands and
the concept was developed of producing a family of different but sometimes related
clasgifications for differeat purposes,

The International CGlassification of Procedures in Medicine (ICPM) and the Interunational
Classification of Impairments, Disabilities and Handicaps (ICIDH) were therefore developed
and presented to the International Revision Conference for the Ninth Revision of the ICD held
in 1975. Tha Revislon Conference recommended publication of these two classificarions as
supplements to and not as integral parts of ICD-9, The World Health Assembly in 1978
endorsed that recommendation and approved their publication for trial purposes.

The ICPM, particularly the drugs and gurxgery sections, had been used in several
countries, However the whole classification had not been adequately tested! The rapid
progress in surgical and other methods and rechniques meant that an internationally agreed
classification was not amenable to frequent revision and agreement because of the costs
invelved and the length of time necessary for consultation.

The ICIDH had been mainly used in European countries partly because of the difficulty of
tranglating the concepts into other languages and cultural settings. Some terms were
included in both the impairments axis of ICIDH and in ICD and a study was being carried to
see whether a rationalization of the two schemes was possible.

3.2 Lay Reporting in Information Support

32,1 There had been increasing interest in the use of lay reporting techniques in both
developlng and developed countries. A WHO meeting in 1971 recommended a practical method of
recording signs, symptoms and complaints. The ICD-9 Revision Conference discussed the
problem, found that a lay reporting scheme was necessary and recommended that WHO should
become increasingly involved in this activity, After =everal comsultations and field trials,
mainly in collaboration with countries of the WHO South-East Asia Region, the booklet Lay
Reporting of Health Information was published in 1978 to be used as an exzample requiving
adaptation to meet local needs.

3.2,2 An interregional meeting on Lay Beporting in Information Support to Health for ALl
Strategy Management held In Manila, Philippines, from & to 15 October 1985, brought together
22 participants with a wide range of experience in both developing and developed countriss in
response to the Inforwation needs of WHO Member States in the achievement of the goal of
Health for A1l by the Year 2000, The status of information support in Member States and the
role of WHO and other international agencies in making available essential sets of minimum
information for the management at the local, intermediate and national levels of the health
systems based on primary health care were reviewed: The role of lay reporting in this-
context was also assessed,

Newly-emerging needs for information for a PHC-based health gyotem were recognized, and
hence the need for a new approach that unified information gupport, health service management
and community sources of information based on lay reporting in the expanded sense of
community—based information.
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It was considered that the concept of lay reporting solely as a ¢lasseification of
medical problems may have retarded the application of the term to cover a much broader
commnity-based information mechanism. There were significant constraints in the playing of
this potentially important role for lay reporting. These included lack of political
commitment, lack of commitment by senlor management, insufficient understanding of the
required communlty framework, and technical constraints (training, Instruments etc).

It was only In the past few years that some countries had started to reorientate their
health services from problem and person—based to community—based., The PHC approach implied
continuity and coordinatlon of care but most activities were still managed as distinct
programmes each dealing with Individual problems and episodes of illness.

Radically new approaches in terms of collection, processing and analysis were clearly
required to reorlentate existing epidemiological and statistical services to a responsive
information support for PHC-baged health systems, The interregional meeting recommended that
one country from each region should further investigate lay reporting by the standardization
of simple and meaningful procedures to make the necessary information available and

facilitate the transmission of relevant information to higher levels, A further meeting
would then be convened to evaluate the oputcome of these studies.

3.3 Applications of ICD to the Field of General Medicine

3.3.1 In 1972 the World Organlzation of National Colleges, Academies, and Academic
Asgoclations of General Practitioners/Family Physicians (WONCA) prepared the International
Clasgification of Health Problems in Primary Care (ICHPPC) based on ICD-8 though not

completely compatible with it This was updated to be completely compatible with ICD-9 as
ICHEPC-2,

3,3.2 A more recent development was the work of the WHO Working Party to Develop a Reason
for Encounter Classification which was presented for the consideration of the meeting as the
draft International Classification of Primary Care, Whether this classification should

become a part of the family of classificationsg, and if so its place within that family, were
aspects te be decided by the meeting.

4. ROLE OF CLASSIFICATIONS IN HEALTH INFORMATION SYSTEMS BASED ON PRIMARY HEALTH CARE

A health care classification should include coded descriptions of situations, events, or
health problems, using commonly known terms of reference, te ensure unified data gathering

and to allow the comparability of information at the local, nationasl, and international
levels,

Ugse of such a classification needs the following actlions to yield a positive outcome!

- Relisble and accurate data garhering

- Processing and analysis of data to provide meaningful informaetion

- Praper dissemination of information through appropriate and rimely reporting
- Use of the information for decision-making.

The use of information in decision—making is essential to the strengthening and
continuous development of a sound health information system., Classifications must therefore
gerve the purposes relevant to their objectives.
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4,1 Compouents of Health Informetiouw Systems

A gsound health information system should include the following componants:

- Demographic and socio~economle information
- Health statws, including morbidity, mortality and disability
- Health status determinants, including water supply and basic sanitation, nutritionm,

Immunization, and attitudes to health
- Health service facilities and thelr utilization
- Health manpower
- Organization, management and financing of health and health care,

The data may be gathered routinely, on a sample basis, on a periodic basis, or through ad
hoe surveys designed to address specific problems.

4.2 Basie Criteria for Producing an International Classification for Primary Health Care

4.2,1 Relevance to primary health care (PHC)

Since many of PHC gncounters are problem-oriented, the content of an international
clagsification for PHC should differ substantially from that traditionally contained in the
1CD. The ICD is malnly built on an anatomical-pathological basis, requiring a graat deal of
diagnostic back-up, and is best used for mortality and hospital morbidity. An ideal primary
health care classification should include the presenting health problems of reasons expressed
by the patient which may be interpreted as provisional diagnoses by the health provider,
Other information on PHC such as health education, nutrition, water supply, and basic
sanitation, as well as all procedures other than sickness care should be covered by the
classificarion,

Different levels of health providers such as illiterate or literate community health
workers or gemeral practitioners ob specialists with free access to diagnostic procedures and
referrals to other speclalists would be potentiazl users of a PHC claszsification. For this
reason, an Internatiomal classification should be flexible enough to cope with these
variations. However, greater flexibility would jeopardize the unlfication of a
classification system suitable for international use. Therafore, a simple classification
should be produced that 1s relevant to the majority of countries, with a built—in capabilicy
of subclassification or more sophistication. This seems to be more reasonable than building
a sophisticated model, and asking developing countries to wodify it if necessary,

4.2.2 Appropriateness for generating the necessary information

A classification for PHC should provide the information that is essentially adequate for
the planning and management of PHC and the health care system in general. The information
output of such systems should cover the consumer characteristics, provider characteristics,
setvice need and work load, the facility, utilization statistics, information omn morbidity
and mortaliry, and the relationship to other levels of care.

4,2.53 S8implicity and low cost

Internationally, the majority of health systems which could be users of such a
clasgificatlion are guffering from inadequate resources, and are struggling with the
constraints of financing the strategy of Health for All by the Year 2000, Therefore, data
gathering systems should be as simple as possible, in order to be used by the majority of
primary health care providers, spending the least amount of time, with the minimum amount of
paper work, Moreover, data processing and analysis should also be simple and consume as
little human and financial resources as possible. A high-cost sophisticated system which may
be professionally and technically appealing, would limit its application to developed
countries, and may lead to frustration and rejection by the majority of countries. This
could result in development of many national or local systems, yielding incompatible data.
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4,2.4 Compatibility with other classiffications

For the purpose of coatinuity of care and follow-up of cases, a primary health care
classification should be coupatible with the ICD which 1s mainly used for mortality and
hospital morbidity.

4.2.5 Testing and evaluation

After a careful design and before Introduction such a classification should be field
tested and evaluated in different health care settings to assess not only its feaslbility bur
also 1ts relevance to health care management,

5. 4~P CLASSIFICATION

The comsultation was provided with details of this comprehensive classificarion for

primary care encounters which had recently been submitted to seven Arable speaking countries
and introduced 1in Kuwait.

5.1 Btructute
Thig classification uses four variazbles (4-P) relevant to primary health care namely:

Problem : the main presenting health problem encountered by the attendant or the consumer
(not the patient), coded from 000 to 353,

Procedure : the procedure used to deal with the problem coded by two digits from 01 to 56.

Provider : the category of the main provider, one digit from 1 to 9.

Place ¢ the place where the health care 1s provided namely a primary care centre, home,
institution such as a school or factory, or mobile unit, or a hospital

outpatient or emergency room.

5.2 Potential Uses

The potentlal uses were seen to be in primary health care settings within comprehensive
health systems especially in developing countries, in outpatient departments and emergency
rooms in hospltals where there is a difficulty in uaing ICD-9, and by lower-level health care
workers, through the development of modified simple or short lists of health problems.

5.3 Expected Information Output

It can yield comprehensive informarion on morbidity, namely incidemce and prevalence of
353 diseases and health problems by age, sex, ethniec proups, and geographical regloms. This
will enable monitoring and assessmeat of community health status, and evaluation of the
outcome of programmes such as expanded immunization, maternal and child health, and other
disease control programmes. It also allows defining and prioritizing health problems such as
renson for vigit, utilizarion of services, performance by each provider within the primary
health care team, patient disposition and referral to the other levels and facilities of the
health care system, including the follow—up of cases, and range of coverage of primary health
care gutaide the health facility.

The system would also provide most of the basic data used in plaoning, monitoring and
evaluation of primary care at the Intermediate and central levels.

5.4 Discussion

The meeting took note of the philesophy and structure of the 4-F classification and was
informed of the existence and use of other gemeral classifications intended for use in

primary care settings including that developed by the Royal College of General Practitioners
in England,
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6, DRAFT INTERNATIONWAL CLASSIFICATION OF PRIMARY CARE (ICPC)

6.1 Evolution and Status of the Classification

The draft ICPC which was slaborated by the WHO Working Party to Develop a Reason for
Encounter Classification was presented, The classification had originally been entitled the
Reagont for Encounter Classification (RFE-C). The reason for encounter had been szselected for
study as, in the Interaction between the patient and the provider, most of the time i1s taken
up in finding out exactly why the patient considers the visit to be necessary.

Evolution of primary care classificatlons had taken place in the previcus 20-30 years
mainly in the United Kingdom since the advent of the Natiomal Health Service in 1948, 1ICD—6
which came inte use at that time and the subsequent ICD-7 were incapable of ¢lassifying
accurately almost 50 per cent of what was seen in the primary care setting by physicianes and
appropriately trained providers., There had been only a slight improvement in this percentage
with use of the present main chapters of the Ninth Revision, though it was pointed out during
discussion that use of the Supplementary Classification of Factors Influencing Health Status
and Contact with Health Services (the V Code of ICD-%) would have decreased that proportionm.

A minimum set of data elements was therefore required to identify the needs of the
patient, the provider, the setting, and the disposition in order to provide knowledge of the
history and evolution of disease, provide advice and care, and to monitor patient responses
to that advice and care, It was envieaged that the draft ICPC could also be used to obtain
the information necessary for the design of curricula for health personmel and help te
evaluate the performance of the provider. The setting of priorities for resource allocatieon
and the organization of health services would also be poseible! Cross-tabnlation of the data
ltems could provide utilization information for manpower planning, planning of services and
perhaps even more fundamental changes to health services,

Most of the information on the feasibility of the reason for encounter element ¢f the
classificarion came from the extensive field trials which had been zarried out in naine
countries and five languages. Over 90,000 encounters had been recorded of which over 60 per
cent fell Into the first component of the classification {symptoms and complaints) and some
five to seven per cent in the diagnosis component, the remainder being scattered through
components 2-6.

The biggest problem in developing the field trial version of the classification had been
the construction of the alphabetical indexes in the various languages. It was already clear
that a culture specific thesaurus of lay terms would be needed for each country that would
need to be developed by the country itself. Also, the provider should not use the
clagsification without adequate training,

Efficacy studies were currently being carried out in which the encounter form contained
the classification in the form of a checklist: This reduced recording and coding time to
lesgs than 30 seconds and made the system more acceptable to the provider, particularly if it
could he linked to billing.

The draft ICPC was partly derived from existing and tested systems in that the
classification used in the United States National Ambulatory Medical Care Survey was uged as
the basls for the symptom/complaint component and ICHPPC-2 provided the framework for the
diagnosis component.

A pilot study for a transition project showing how the patlent statement evolved into

asgesspents and dispesitrions had recently been completed and the first anslyses were
avajlable.

One cxample of the use of the data in planning was the adoption of the draft ICPC by an
laternational airline to monitor the health status of 30,000 employees worldwide. The
recording of personnel demand for health services and provider determined assessment linked
with staff performance and work patterns would show areas of higher ocecupational stress and
risk of morbidity.
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6,2 Strugcture

It was emphasized that this classification was to be used by primary care providers
appropriately trained In its use. The following Important aspects of the encounter between
the patient and rhe provider could be classified:

(1) reason for encounter as expressed by the patient;
(11) provider's assessment/diagnosis of the patient's health problems;
(111} interventions undertaken or the process of care.

Thus, three of the following four elements of the patient's problem-oriented regigtration
(S0AF) could be coded using the drafr ICPC

8 = BUBJECTIVE - the patlent's reason for the encounter,

0 - OBJECTIVE -~ this element iz the one which cannot be classified using the
draft ICPC.

A ~ ASBESSMENT - this element ia the provider's diagnosis;

P - PLAN =~ this represents the process of care/intervention undertaken by

the provider,

In thie manner, the draft ICPC provided both a homogenous and simple framework for
primary care providers appropriately trained in its use. The simplicity of the draft ICPC
was baged on its two—axial gstructure: L7 chapters in one axis, each with an alpba code, and

7 1ldemtical components with rubrics bearing a 2-digit numeric code as the second axis
(Flgures 1 and 2),

Figure 1 — CHAPTERS AND COMPONENTS

Chapters and their Alpha Codes

A - Generalized and Unspecific
B — Bleood and Blood-forming Organs and Lymphatics (Spleen, Bone Marrow)
D —~ Digestive
F - Eye
H - Ear
K = Circulatory
L - Musculoskeletal
N = Neuwroleogical
P = Pgychological
R = Respiratory
&5 - Skin
T — Endocrine, Metabolic and Nutritional
U = Urological
W = Pregnancy, Child-bearing, Family Flanning
X - Female Genital (including Breast)
Y - Male Genital
Z - Social Problems
Conponent.s
1. Complaint and symptom component
2. Diagnogtic and preventive component
3, Treatment, procedures and medication component
4, Teat results component
5. Admindistrative component
6. Referral and other reasons for encounter
7. Diagnosis /D sease component (Infectious diseases, Neoplasme, Injuries, Congenital

anomalies, Other)
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6.3 Concluglong and Recommendations

Participants discussed this classification and made the fellowing recommendations:

6.3.1 The meeting concluded that the proposed classification did not reflect the concept

elements, or components of primary health care as described by the Alma-Ata declaration and
as endotrsed by the World Health Azsembly.

6.3,2 However, from rhe classification as preesented 1t seemed that possible uses were:

(2) Assessing and monitoring the consumers' demand of care as determined by their owm
reasons for encounter.

(b) TFacilitating appropriate training of physicians and other health providers,
reviewing their curricula and training programmes to respond to the demands of
CONSUMEers.

(¢) Assisting in classification of survey findings on morbldity and health problems in
the communlty.

(d) Assisting in making decisions in resource allocations in the light of consumers
needs, '

(e) Contributing to the knowledge and research on the natural history of disease and
developments of its symptomatology.

6.3.3 The draft eclassification used the name "International Classification of Primary
Care”, In the light of the above mentioned discussions, participants concluded that the name
as such did not reflect the content and uses of the classification. To be addressed as
“primary care” the classification needed to be usable for the whole spectyum of primary care.
On the other hand, to be labelled "internatiomal™ it should meet the requirements of o
majority of Member States to be endorsed through the protocol of WHO. It is recommended that
the name ba ¢hanged to reflect the provisional nature of the classification and its
relatiouship to general medicine.

6.3.4 Furthermore, the participants felt that this classification could net xeplace the
International Classification of Digeases (ICD) but could supplement Iit.

6.3.5 The meeting recommended that WHO should continue to collaberate in further testing
and evaluation of the classification,

6.3.6 The meeting was informed that as WHO was not prepared to publish the classification
at its present stage of evolution, WONCA, or a similar group, should conslder its
publication, with an appropriate acknowledgement of the involvement of WHO, to enable further
development, particularly for health services research endeavours.

6.3,7 The participants expressed their concern that there remained an unmet need for a PHC
elassification which could assist countries, particularly developing countries, In the
manageuent and evaluatlom of their health systems where these had been based om the primary

health care approach. WHO was, therefore, asked to consider a way of filling this
information gap.
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