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1.  Opening of the meeting

Professor Bjorn Smedby, Head of the WHO Collaborating Centre for the Classification of
Diseases for the Nordic Countries welcomed participants to the meeting. He pointed out that
the Nordic Centre was organized on a different basis to the other Centres in that itis a
multilingual centre based on the regional principle with financial resources being provided by
the five Nordic countries: Denmark, Finland, Iceland, Norway and Sweden. The Centre was
created some 10 years ago and had grown out of a longstanding collaboration on classification
matters between the Nordic Medico-Statistical Committee (NOMESCQ) and the World Health
Organization (WHO). The Centre has an independent board consisting of one representative
from each country appointed by the national health authorities. The Nordic Centre had hosted
the 1988 meeting in Uppsala, Sweden, For the present meeting it had been decided to organize
the meeting in one of the other Nordic countries in order to emphasize the multinational
character of the Centre. He thanked the staff of the Danish National Board of Health for their
impressive work 1n setting up the infrastructure for the meeting

Professor Smedby reminded participants that following discussions at the 1996 meeting in
Tokyo, Japan regarding WHO support to international health-related classification activities
there had been creative discussions between the Centres Heads themselves and between the
Centre Heads and the secretariat in WHO. He said that the WHO long-term strategy document
on health-related classification activities which had been produced as a result of those
discussions would be considered in more detail by the meeting, and would become very
important for the firture work of WHO and the Collaborating Centres.

Professor Smedby then introduced Dr. Guonar Schigler, Chair of the Board of the Nordic
Centre and of NOMESCO and the representative of the Danish National Board of Health. Dr.
Schigler welcomed participants on behalf of the Danish National Board of Health. He
informed participants that the Nordic Centre did not limit its activities to the five Nordic
Countries but also provided support to the three Baltic States of Estonia, Latvia and Lithuania.
The fact that the Nordic Centre was located at the University of Uppsala in Sweden was
considered to be particularly appropriate as it was there that Linnaeus had published his Genera
Morborum in 1763. The academic roots in terms of classification were, therefore, secure and
with the expertise of the Nordic Centre so was the future. He wished participants a fruitful
meeting and a pleasant stay in Copenhagen.

Ms. Carolyn Murphy welcomed participants on behalf of Dr. J. E. Asgvall, Director of the
WHO Regional Office for Europe. Ms. Murphy informed participants that the International
Classification of Diseases (ICD) was one of the most important and widely known of WHO’s
normative functions in the Region. QOver recent years the number of Member States in the
Region had increased from 32 to 51 and the ICD was an essential component in efforts to
narrow the gap in health statns which existed between the Member States. The use of
comparable health statistics was important to European countries which continued to urge
WHO to increase its efforts in this field. Progress was only possible through the continuing
work of the Collaborating Centres which was reflected in the heavy agenda for the meeting.
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On behalf of the Regional Director, Ms, Murphy wished participants every success for the meeting.

The meeting was then officially opened by Dr, H. R. Hapsara, Director of the WHO
Headquarters Division of Health Sttuation and Trend Assessment (HST) on behalf of Dr.
Hiroshi Nakajima, Director-General of WHO.

In his opening address Dr. Hapsara expressed the appreciation of the secretariat for the central
role played by Professor Smedby and his colleagues at the Nordic Centre and Dr. Schigler and
his colleagues at the Danish National Board of Health in Copenhagen in organizing the meeting
and coordinating the accommodation, invitations and documentation. He referred to the fact
that at the Tokyo meeting in 1996, Centre Heads had expressed their concern at the reduced
resources available within WHO to support classification-related activities. In recognition of
their role to assist WHO with the articulation of a vision and a strategy for the future
development and implementation of international classifications in both developed and
developing countries, the Centre Heads had urged reaffimation of WHQ’s commitment to
provide leadership for the classifications of diseases and the provision of resources
commensurate with the strategic importance of the task. At the Ninety-ninth session of the
WHO Executive Board in January 1997 the ICD was discussed and the WHO secretariat was
asked to place greater importance on health-related classification activities. Funds were
subsequently made available and two temporary advisers were recruited to assist the secretariat
with the elaboration of a draft WHO Long-term Strategy for the Development and
Management of Health-related Classifications. That draft strategy was presented to the
meeting as a basis for discussion and Dr. Hapsara thanked all the Centres that had taken the -
time to provide comments and recommendations as input to the development of the draft
strategy. He expressed the hope that by the end of the meeting firm recommendations could be
agreed as proposals to WHO senior management for further consideration and action.

Dr. Hapsara expressed his satisfaction that representatives of three of the six WHO Regional
Offices were able to attend the meeting and that, for the first time for many years, all ten Heads
of Centres were able to be present. He wished participants a successful and rewarding meeting,

2. Election of officers

As has become the custom at the annual meetings of Heads of WHO Collaborating Centres for
the Classification of Diseases, the Head of the host institution, Professor Bjérn Smedby was
invited to act as Chairperson.

In view of the heavy agenda before the meeting, it was felt that a greater number of vice-
chairpersons than usual would be required. With the agreement of the participants, Dr. A. J.
Fox, Ms. M.S. Greenberg, Professor R. Laurenti, and Mr, G. Pavillon consented to fulfil this

role,

Ms. E. Taylor was appointed as rapporteur, assisted by Mrs. L. Campbell, Dr..S. Cole, Mrs. D.
Pickett, Mrs. S. Walker and the secretariat.




WHO/HST/ACD/C/97 .65
Page 5

3. Consideration and adoption of the agenda

In order to ensure that sufficient time was available to enable appropriate discussion of all the
important techmcal documents, 1t was agreed that the meeting would, first of all, consider item
8 of the draft agenda (WHO Long-term Strategy for the Development and Management of
Health-related Classifications) and that presentation of the reports of the activities of the
Collaborating Centres and the secretariat (item 4 on the draft agenda) would be deferred until
the moming of 17 October. The agenda was renumbered to reflect this change in the order.
The remainder of the agenda was adopted as presented.

4. 'WHO Long-term Strategy for the Development and Management of Health-related
Classifications

The first two days of the meeting were devoted to the discussion of a long-term strategy for
the development and management of the ICD and related classifications as introduced to the
meeting by the secretaniat in document WHO/HST/ICD/C/97.39. In addition to the formal
discussions during the meeting, there were also some smaller working groups which met and
brought their recommendations back to the full meeting. The results are summarized in this
report and in annexes to it as noted.

All participants welcomed the support expressed at the WHO Executive Board meeting in
January 1997 for WHQ’s core normative functions in relation to the ICD. They further
welcomed the decision by Dr F. Varet, Assistant Director-General, that a long-term strategy be
prepared. The participants warmly thanked Director, HST, his staff, and consultants Robert
Israel and Elizabeth Taylor for preparing the draft strategy as a basis for the meeting’s
discussion of long-term strategy issues.

The meeting first discussed the HST paper in general. Participants congratulated the authors
on the breadth of issues raised and the thoughtfl proposals in the paper. Next, there was an
analysis of WHO's ICD customers, what services were required by those customers, how the
customers were changing over time, and what needed to be provided to satisfy their demands.
A broad range of customers was identified including: public health programs and officials; the
private sector; policy makers; researchers in universities and in public health programs (e.g.
epidemmiclogists); software suppliers; physicians; those involved in the financial aspects of
health care delivery, including insurance companies; patients and their representatives; the
general public; medical coders; the media, pharmaceutical companies and medical device
manufacturers; professional associations; the armed forces, national health statistics systems;
legal systems; and national social security systems.

This analysis led to a discussion of resource requirements and availability across all
participants, and how the participants should work, as a partnership, in the future.

The conclusions of the general strategic discussion were summarized as follows:

® the ICD programme is vitally important to a diverse range of customers and is used on a
day-to-day basis;
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e the world is changing rapidly, with many impacts on health and health information, and
these will place many new demands on classifications;

® much will need to be done over the next few years if the position of ICD is to be
maintained and protected; and

e improved ways of working must be found if success is to be achieved. These include:
» working more effectively and efficiently together;
» managing and coordinating the programme so that pronuses are delivered upon;
» working with others who have the right skills and a common agenda; and
» acquiring and developing new resources and skills.

e HST, Collaborating Centres, Regional Offices, and national and specialty groups must
work in partnership and commit themselves to a common workplan..

Meeting participants unanimously accepted these conclusions.

It was then agreed that the discussion on the firture strategy should proceed on three
questions:

®  What ICD-related work do we need to do?

¢ How will we get the work done?

¢ How are we going to work together in the future? (including the definition of the roles and
responsibilities of those present)

This discussion led into the development of a work plan for the activities,
What ICD-related work do we need to do?

A list of possible tasks was identified by meeting participants. After discussion, it was agreed
that these tasks should be considered as short, medium or long term, and as high, medium or
low priority. After this exercise was completed, the three highest priority, short term tasks
were then addressed:

1. Promoting and implementing ICD-10
. Updating .
3. Fanuly of Classifications

1. Promoting and implementing ICD-10

The first high priority, short term task is to promote implementation of ICD-10 worldwide. A
few countries have already implemented in full. In many others, implementation is complex as
automated coding systems have to be adjusted, new extended classifications developed,
linkages to ICD-9 mapped, and new national medical procedure classifications put in place.

Automated mortality systems issues are being addressed by establishment of a users group
proposed by the United States National Center for Health Statistics. The meeting welcomed
and endorsed this initiative.
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It was agreed that shaning information on experience i implementing ICD-10, as well as
making tools for training and implementation available, should be encouraged. Quality control
was recognized as an important feature of implementation that should be incorporated into all
promotion activities.

The Heads of Centres expressed concern about the many parts of the world, including
countries in Africa and Asia, where the ICD is not currently used and considered promotion of
the ICD and a health information infrastructure in these areas as important activities for WHO
and the Regional Offices. It was suggested that Regional Offices consider surveying countries
in their regions to identify barriers to implementation (including resource and skills
requirements). Each Regional Office should have some capacity to address the resource and
skills needs, perhaps with the assistance of national groups, HST and the Collaborating Centres
should consider to what extent they could contribute to the effort.

2. Updati

Although the Centre Heads had discussed the updating mechanism for ICD-10 at previous
meetings and suggested procedures and timetables, they agreed that the updating mechanism
needed to be formalized and implemented. The HST strategy had proposed creation of an
Update Reference Group. Papers from the North American and Nordic Centres had proposed
establishing a Nosology Reference Group, based on intemnational work already begun on
automating mortality data. A working group was established by the meeting to consider the
vartous proposals and to report back to the meeting.

The working group proposed an Update Reference Committee of no more than 20 members
drawn from clinicians, nosologists and users of statistics, with a balance of mortality and
morbidity expertise. This committee would finalize recommendations for submission to Centre
Heads’ meetings. The Committee would be supported on mortality matters by a Mortality
Reference Group of 10-15 expert members. The Mortality Reference Group would make
decisions on the application and interpretation of the ICD, and make proposals for changes to
the classification and the associated rules to the Update Reference Committee. On the
morbidity side, proposals to the Update Reference Committee would come from Collaborating
Centres, to whom national offices and other users could refer problems.

The proposal by the working group, which incorporated features of the HST proposal and
those of the North American and Nordic Centres, was endorsed by the meeting and is shown at
Annex 1. It was recognized by the Heads of Centres that successful implementation of the
updating mechanism would require a substantial commitment of resources by both the
Collaborating Centres and the secretariat.

Recognizing the urgency of operationalizing the new updating mechanism, nominations for
membership on the Mortality Reference Group and the Update Reference Committee were
requested from each Collaborating Centre within the next month. The Nordic Centre
recommended that these be forwarded to the secretariat who would consult with the Centre
Heads regarding the composition of the committees to ensure a workable size and an
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appropriate mix of skills. It was noted that HST will chair the Update Reference Committee
and appoint a chairperson for the Mortality Reference Group.

The HST draft long-term strategy had proposed an evaluation of the new updating
arrangements after three years experience. This was endorsed by the meeting and the Heads of
Centres committed themselves to work with HST in the development of an evaluation plan by
the end of their 1998 meeting.. It was agreed that no consideration should be given to ICD-11
until after this evahiation was undertaken and the results considered by the Centre Heads.

The meeting recognized the importance of copyright for version control. At the same time,
there was strong support for the statement in the HST paper that Internet publication of the
ICD and associated updates and clarifications was 2 highly desirable objective. The meeting
concurred with the need for the development of equitable access policies and for an internal
review by WHO of pricing and distribution activities in view of electronic dissemination. It was
suggested that the results of this review should be reported back to the Centre Heads at their
next meeting.

3. Family of Classifications

The HST paper recommended clarification and affirmation of the parameters for inclusion in
the family of classifications and adoption of guidelines for prioritizing work on famuly
members. Based on previous discussions, possible candidates included specialty-based
adaptations, the ICIDH, and primary care and procedure classifications. The meeting agreed
that this was a high, short-term priority but one that could not be accomplished during this
meeting. The Heads of Centres believed that the parameters for inclusion in the family of
classifications must be revisited and refined by the Collaborating Centres and HST within the
coming vear. Once this had been accomplished, they believed that adoption of guidelines for
prioritizing work on family members could be undertaken. It was noted that the secretariat
currently must devote significant resources to the review of these various classifications to
assure consistency with the ICD.

How will we get the work done?

The following actions/mechanisms were identified by the meeting and assigned a high priority
for the short and long term:

® investigating ways to find additional funds

s working with Regional Offices and through them with national groups

® establishing appropriate communication networks and proactive mechanisms for
anticipating 1ssues

® coordinating mechanisms

® sharing experiences through: developing a morbidity network; promotion of joint
processes, further international collaborative efforts (ICE); Eurostat initiatives; and
enhancing the mortality network
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The need for new collaborating centres was raised on several occasions. A (erman-language
Collaborating Centre was seen as a natural and necessary extension of the existing network
which should proceed quickly. The development of a mechamsm for deciding on the need for
additional centres was identified as a medium priority in the longer term.

How are we going to work together in the future?

It was noted that the number of Collaborating Centres and the number of participants at annual
meetings had grown significantly. There was consensus that the nature of future meetings
needed consideration.

A working group of Centre Heads was convened to discuss revised procedures for future
meetings, The proposals developed by the group were brought back to the meeting and
adopted. They appear as Annex 2. These new procedures replace the relevant decisions from
the 1990 London, 1991 Sao Paulo and 1995 Canberra meetings.

Roles and Responsibilities of HST, Collaborating Centres and Regional Offices

It was agreed that HST must retain a core role in the ICD. First, it is the ICD proprietor, and
must retain ultimate responsibility for approval of updates, technical standards, and copyright
issues. Second, HST must promote the ICD family globally, and assist or facilitate the

implementation of ICD-10. Third, the ICD 15 an essential infrastructure within WHO for the

description of the global health situation and trends. Fourth, there is the need to coordinate the
activities of Collaborating Centres and Regional Offices.

Tt was noted that Collaborating Centre roles vary and that the contract each Centre has with
WHO reflects this. Several are language based. Others focus on the development of tools (ICE
and the Eurostat project) or focus on the provision of training in the ICD for neighbouring
countries. (The secretaniat agreed to provide copies of the terms of reference of the ICD
Collaborating Centres to all Centres for information.)

In relation to classification, it was noted that the WHO Regional offices mainly focus on
promotion of the ICD within the countries of their Region, and on the provision of training.

HST Resources

The meeting noted the opportunities for Collaborating Centres to assist with the essential ICD
work programme. It was agreed, however, there was a clear need for expanded resources
within HST for ICD work, and for the provision of support from other areas of WHO, notably
with information technology and publications responsibilities.

The HST draft strategy paper for the meeting suggested a minimum of three core staff to
support ICD functions: two Technical Officers, one of them in a supporting role to the existing
Technical Officer; plus full time secretarial support.
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The additional Technical Officer was seen by the meeting as essential, not just to meet the
heavy workload, but also to reduce the major risk currently posed by having so much unique
knowledge of the ICD centred in just one person. It was recognised that this position had
arisen through the accident of staff attrition patterns, but quick remedial action was considered
crucial. It was agreed that even the recommended level of staffing would need to be
supplemented with consultant assistance. In the discussion, the reliance of a broad range of
HST functions on the ICD was highlighted by the Director HST who stressed that even with
the minimum of three staff being sought, it might still be difficult to provide essential support.

Centre Heads recognised that, no matter the need, the WHO budget situation was tight. To
highlight the need for action and support by senior WHO management, each Centre outlined
the resources it contributed to its ICD responsibilities. These resources were substantial, with
several Centres identifying a commitment of two or three full time equivalent specialist
positions working on ICD matters over and above the effort associated with ICD
implementation and support within their own country.

Conclusion

All Collaborating Centres welcomed the opportunity provided by WHO for a free and
extensive discussion of the long-term strategy for ICD implementation and development, and
for the paper prepared by HST to commence and lead the discussion.

The meeting identified essential tasks needed to support the ICD and developed detailed
proposals: to move forward on the updating of ICD-10; for the conduct of future meetings of
Heads of Collaborating Centres; and for ongoing discussions between meetings.

There was unanimous support for an immediate increase in HST resources devoted to ICD
matters to three full time staff, and strong concern at the risks involved in the current reliance
on a single individual. Centre Heads urged WHO senior management to address this matter as
soon as possible and will brief their country delegations on the need for decisive and immediate
actiomn. '

Centre Heads committed themselves to additional effort, over and above the significant
support already being provided, to progress essential ICD work beyond their own countries.
Promotion and assistance for ICD-10 implementation globally, for updating, and for the
development of essential tools, were seen to be of particular importance.

It was agreed that the key role of Regional Offices in ICD-10 implementation needed to be
recognized in all regions, and assistance with this role from HST and the Collaborating Centres
was considered important. :

All Collaborating Centres urged HST to develop its long-term ICD strategy to incorporate the
conclusions and proposals of the Copenhagen discussions on the strategy, and offered to
comment on the strategy at all stages of its development and progress from here on.




WHO/MHST/ICD/C/97.65
Page 11

As a demonstration of their commitment, all Collaborating Centre Heads signed a document
summarizing their position on the essential partnership for long-term ICD development and
implementation. This appears as Annex 3.

5.  Implementation of ICD-10
5.1 Current situation

The secretartat provided details of the latest situation regarding the implementation of ICD-10
by WHO Member States for mortality and morbidity purposes. A total of 38 countries had
announced actual or planned implementation dates. The Centres and the Regional Offices were
asked to provide the secretariat with any further information they may have. The revised list is
shown as Annex 4 to this report.

3.2 National (language) versions

The Sao Paulo Cenire reported (WHO/HST/ICD/C/97.20) on the implementation of ICD-10
in Brazil. Volumes 1 and 2 of ICD-10 in Portuguese were published in 1994 and Volume 3 in
March 1997. Some adjustments to the alphabetical index had been necessary to accommodate
the varying terminology usage in the Portuguese language in different countries. Training had
been carried out since 1994 using materials based on information taken from Brazilian death
certificates. An amount of additional didactic material had also been prepared. The ICD-10 had
been used in Brazil for mortality since 1996, It will be implemented for morbidity in 1998,
supported by the use of self-training material and cascade training. ICD-0-2 was reported to
be in use by Brazilian cancer registries. While ICD-DA (the application to dentistry and
stomatology) had been published in Portuguese, there was no information available on the
degree of its use.

A report (WHO/HST/ICD/C/97.46) from the Australian Centre on the implementation of ICD-
10 in New Zealand was tabled for the information of the meeting.

The North Amertcan Centre (WHO/HST/ICD/C/97 35) provided the meeting with details of
progress with the development of the United States chinical modification of ICD-10
(ICD-10-CM). This will be a six-character classification in order to accommodate the great
number of changes and additions that had been suggested. The tabular list and the crosswalks
between ICD-9-CM and ICD-10-CM will be made available for public review and comment in
November 1997. The final version was expected to be available in March 1998 and should
come mto use on 1 October 2001. The North American Centre agreed to provide meeting
participants with the November 1997 review version (i.e. without the alphabetical index) upon
request.

There was some discussion regarding the handling of the laterality of neoplasms in the
ICD-10-CM as compared with an approach used in Denmark. It was noted that there should
be limited 1mpact on ICD-10 with respect to possible future updates on the basis of the ICD-
10-CM.
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5.3 Training
5.3.1 General

The Australian Centre (WHO/HST/ICD/C/97 47) provided details of training that had been
given to health personnel from Thailand, Nepal, Myanmar, Indonesia, Sri Lanka, and the
Maldives as well as on other activities involving the Philippines and the People’s Republic of
China. $pecific mention was made of the challenges inherent in teaching people whose
language is not English in order to make it both linguistically and cuiturally applicable.

5.3.2 Mortality

The North American Centre (WHO/HST/ICD/C/97.36) updated the meeting on efforts to
improve the quality of certification of causes of death in the United States. These included
detailed manuals directed to physicians (copies available from Dr. Rosenberg at

hmr 1 @ede.gov) and information on completing the cause-of-death portion of the certificate
available on the National Association of Medical Examiners’ (NAME) home page
(www.thename,org). Mention was also made of the continuing work on the electronic death
certificate with a module to instruct physicians as they complete the certification. At present,
the electronic certificate provides for data entry by the certifier with the medical coding being
done centrally. It was noted that a long-term goal is on-line coding and editing of the electronic
certificate. During the discussion, the North American Centre agreed to make the electronic
certificate module available to other Centres through the NCHS home page.

It was noted that although there has been no formal evaluation of previous efforts to train the
physicians in the United States, analysis had shown that aggregate indicators (i.e. the
proportion of certificates assigned to symptoms, signs and ill-defined conditions and the
average number of causes per certificate) had improved over time.

With respect to issues of confidentiality in relation to the electronic death certificate, these
were expected to be handled through specific procedures at the level of state offices such as
the use of an intranet in the state of New York.

The meeting was informed of the Moscow Centre’s plans to carry out mortality traiming later
in 1997.

5.3.3 Morbidity

There were no papers relating to this agenda item.

5.4  Copyright and royalties

The secretariat informed the meeting that WHO was vigorously enforcing its copyright in the
English and French language versions of ICD-10 and associated applications. Agreements had

been signed with a number of Member States allowing the use of ICD-10 within the
jurisdiction of the country for government purposes. Commercial applications required
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separate licences, While royalty agreements were often based on a percentage of sales, WHO
was also prepared to negotiate a fixed sum for each licence to avoid the need for constant
follow-up of periodic payments. Large software companies had been particularly cooperative
but some smaller companies had been less forthcoming in providing details of the price of their
products and the volume of sales. Some non-exclusive global licences had been signed with
software compames before national licences had been agreed with Member States. This had
not, as yet, created any conflict but it was not impossible that legal problems might arise in the
future. The WHO Division of Publishing, Language and Library Services (PLL), for whom the
copyright issue had created a significant workload, would liaise with the Office of the Legal
Counsel in order to resolve eventual disputes.

6. Family of classifications
6.1 Classification of medical procedures

The North American Centre provided background information (WHO/HST/ICD/C/97.33)
related to the development of the new Canadian Classification of Health Interventions (CCI)
and described some of its key features. The CCI is an attempt to develop a procedure
classification that extends to all interventions/services regardless of service provider or service
setting_ It will be used as a companion to ICD-10 in Canada.

With respect to an international classification of medical procedures, the Revision Conference
in 1989 had reviewed work done by the secretariat on a tabulation list for procedures that had
been developed to serve as a guide for national presentation or publication of statistics on
surgical procedures and which could also facilitate intercountry comparisons. The aim of the
list was to identify procedures and groups of procedures and define them as a basis for the
development of national classifications, thereby improving the comparability of such
classifications. The Conference agreed that such a list was of value and that work should
continue on its development, even though any publication would follow the implementation of
the Tenth Revision. Questions had been raised since that time, however, about plans to update
the International Classification of Procedures in Medicine (ICPM) or to develop a new
international procedure classification. There was a perceived need for a classification for
countries which had prepared national-language versions of the ICPM and now needed an
updated classification.

In view of the fact that a number of countries and regions had developed their own procedure
classifications, the question was raised to the meeting as to whether WHO should prepare an
international procedure classification, particularly in view of the shortage of resources in HST
and the fact that the Galen-in-use project (details of which were presented to the meeting)
planned to offer a multilingual common reference model for describing procedures and
mapping of national classifications to this common framework.

The meeting agreed that no international work should be done on a procedures classification at
this time. However, since many countries now have no modern classification of procedures,
mechanisms need to be found to make some or all of the new national classifications available
to a wider range of countries. Regional Offices could assist in facilitating this process. It was
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agreed that the secretariat should request the Regional Offices to contact Member States to
determine their needs but not to imply that an international procedure classification would be
provided. A decision could then be taken within WHO regarding a taxonomic approach as a
framework for national procedure classifications as mentioned in the long-term strategy paper
as a part of the HST work plan through 1999.

It was agreed that HST should continue its role as a clearinghouse for information on available
national procedure classifications. Collaborating Centres were noted as an important resource
for assisting countries to develop national classifications relevant to their health care systems
and any case-mix activities. :

6.2 International Classification of Impairments, Disabilities, and Handicaps

The secretariat reported on a meeting for the finalization of the beta draft of the International Q
Classification of Impairments, Disabilities, and Handicaps (ICIDH-2), which was held in

Geneva in April 1997. (The secretariat agreed to make the full report of the April meeting as

well as a copy of the beta-1 draft of the classification available to participants of the Centre

Heads meeting. The draft is also available on the Internet through the WHO home page.) The

purpose of the Geneva meeting was to finalize the beta draft, to revise the timetable of future

work on ICIDH-2, and to finalize the field trial protocols. The comments sent in on the 15 basic

questions were taken into account in the preparation of the beta version to be used in phase 1

of the field trials. The process continues to include representation from the disability

community, Of particular interest to all involved is the choice of terminology which can vary

from language to language. This has resulted in a change to the working title of the-

classification (International Classification of Impairments, Activities and Participation)

although it continues to use the acronym ICIDH-2. The first phase of field trials will end in

December, 1997. The results of this qualitative analysis will be completed by March, 1998.

Phase 2 of beta testing will take place in 1998 and will examine the validity, reliability and

feasibility of data collection. The next international meeting for ICIDH will take place in Japan

in March, 1998, : Q

A report (WHO/HST/ICD/C/97.34) from the North American Centre described the
chronology of the revision process and the North American contribution to it. The North
American Collaborating Centre will develop French and Spanish versions of ICIDH-2 to be
used in field trials currently underway. In the discussion that followed, concern was expressed
in relation to the lack of additional translations for non-English speaking countries. This lack
had essentially prevented participation in phase 1 of the field trials.

A subgroup of the meeting conducted further discussions regarding the appropriate .
relationship between those working on the ICIDH and the ICD Centre Heads group. The

subgroup noted the complementary nature of the ICD and the ICIDH. Improved definition of

the relationship of the structure, use, and application of the two classifications would promote

the acceptance and facilitate the implementation of the revised ICTDH.

Tt was further noted by the subgroup that some of the terminology used, for example, in the
Impairments dimension of the ICIDH, relates closely to that used in the ICD and that these
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common terms should be clearly identified. The second phase of the field trials of ICIDH-2 will
present an opportunity to investigate and define the links between the two classifications. A
formal relationship between the groups with reponsibility for the ICD and the ICIDH,
including the sharing of work plans and timelines was recommended by the subgroup and
accepted by the meeting.

The Australian Centre which, like the North American Centre, has reponsibility for both the
ICD and the ICIDH asked for and received assurances that none of the recommendations
would delay the progress of the ICIDH revision process. It was felt that the intent of the work
was to clarify the position of the ICIDH in relation to the family of classifications and that this
should be completed within the timelines of the planned field trials and the proposed schedule
for completion of the ICIDH revision process.

6.3 Lay reporting of health information

The Sac Paulo Centre presented a paper (WHO/HST/ICD/C/97.22) on lay reporting. It
concluded that a special classification for lay reporting was unneccessary, and that the core
ICD classification was sufficient. Groupings could easily be made by ICD chapter. This advice
was welcomed and endorsed by the representatives of one WHO Regional Office and one
national group in attendance at the meeting. It was also noted, however, that provision could
be made for epidemiological surveillance, The importance of not tabulating information from
lay reporting and climcal reporting together was stressed.

6.4 Specialty-based adaptations of ICD-10
The secretariat reported on new speciality-based adaptations of ICD-10:

® the Third Edition of the Application of ICD-10 to Dentistry and Stomatology (ICD-DA) in
French, which was published in August 1997,

e the Second Edition of the Application of ICD for Neurology (ICD-NA), which was
published in English in October 1997; and

® 2 Third edition of ICD-0 (ICD-0-3), preparation of which should be deferred until the
suggested amendments from the United States National Cancer Institute could be
compared with those from the International Agency for Research on Cancer (IARC). This
comparison should be possible after an IARC meeting in March 1998. The consequence of
this delay is that publication of ICD-0-2 in French will now not take place, nstead ICD-O-
3 in English and French will be published simultaneously.

6.5  Primary care classifications

The secretariat reported on a new publication from the WHO Division of Mental Health and
Substance Abuse called Guidelines for Mental Disorders in Primary Care - Diagnosis and
Management. The publication is accompanied by a senes of training pamphlets. The meeting
noted this publication.




WHO/MST/ICD/C/97.65
Page 16

The Nordic Centre presented a paper (WHO/HST/ICD/C/97.30) on a primary care
classification that was in wide use in primary care computer systems in Sweden. This
classification, which is based on ICD-10, exists as a tabular list without an index. In the
discussion that followed references were made to the International Classification for Primary
Care (ICPC), which is in use in several countries. The secretariat informed the meeting that a
second edition of ICPC (ICPC-2) had been prepared and referred to HST for comment and
endorsement.

The meeting noted that the Collaborating Centres had not yet had the opportunity to review

the ICPC-2 and, therefore, it would be inappropnate to accept it into the Family of

Classifications at this time. The meeting agreed, however, that HST should attempt to

influence the comparability of ICPC-2 and ICD-10 through mapping, based on the confidential

copy supplied to it. |
HST provided clarification that it sought the approval of the Centre Heads for the writing of 2 ./
foreword for ICPC-2, whilst falling short of formal endorsement. There was agreement that the

foreword could appear under the signature of Dr Hapsara on behalf of WHO and that it should

highlight the differences in structure between ICPC-2 and ICD-10.

6.6  Intermational Classification of External Causes of Injuries

The secretariat reported on efforts by the WHO Unit of Safety, Promotion and Injury Control
(SPD) to develop an International Classification of External Causes of Injuries (ICECI). The
goal of the WHO project is to offer the world mjury prevention community basic guidelines
and standards for the structure and content of injury and violence surveillance systems. These
guidelines and standards will be:

- based upon best practice in classifying along the various relevant dimensions. Therefore
they will be multi-axial in structure and hierarchically subdivided.

- flexible in their implementation, according to data needs, available resources and the .y
capacity to obtain data in different health care settings; and

- fully compatible with and collapsible to ICD-10

The WHO action plan for the ICECI allows a three year process for development, testing and
actual implementation. The operational plan aims at having available by the end of 1997:

- an overall set of descriptions and definitions relevant for surveying injuries and violence; a
glossary and guidelines for their application in injury surveillance;

- descriptions and a set of definitions of different types of violence; a nomenclature of
violence and a framework for its classification,

- awell-documented and well-expounded classification for all injuries, focusing on the basic
data elements such as injury mechanism, injury type, intent, injury activity and place of
injury.

This should allow the WHO Working Group and the world injury prevention community in the
following year (1998}, to:




WHO/HST/ICD/C/97.65
Page 17

- test the set of glossary, nomenclature and injury classification on aspects such as
completeness, validity and consistency, and to

- develop structures for implementing these guidelines and standards in their own
surveillance practice.

The overall process will be monitored and guided by a steering group acting under the
supervision of WHO. The steering group will consist of the leading centres in the field of injury
and violence surveillance and will designate the tasks and assign staff to the technical working
groups. The WHO Working Group will act as an oversight body and provide techmcal
consultation.

The ICECI group will liaise with international bodies and experts in the domain of traffic
safety, consumer safety, and occupational safety, as well as with more specific interest groups
such as those involved in the prevention and control of bumn injuries, head injuries, and toxic
exposure. It is intended that links be maintained durnng the process with HST and the ICD
Centre Heads as well as with related specific classifications such as the ICIDH.

in May 1998 the ICECI, its core data elements, the violence nomenclature and further plans
for 1998/1999 will be presented at the fourth World Injury Conference in Amsterdam. Pilot
testing will then be carried out and a further report will be provided to the 1998 meeting of
Centre Heads. It is expected that a first version will be available for assessment by the Centre
Heads in mid-1999.

The North American Centre indicated concern with the draft ICECI concepts that it had seen,
particularly regarding the apparent lack of understanding of the rules guiding inclusion into the
family of classifications. The meeting requested that HST obtain more information about the
proposed classification as soon as possible to circulate to Centre Heads. It was also suggested
that there be a more formal link between the working party and the Centre Heads. It was
agreed that there should be representatives appointed to serve ths function. The Nordic and
North American Centres indicated their interest in taking on this responsibility.

7. Maintenance and updating of ICD-10
7.1  Updating between revisions

It was noted by the secretariat that there is a need to provide a viable and working process for
the updating of the ICD-10 as recommended at the Revision Conference.

The secretariat presented paper (WHO/HST/ICD/C/97.58) regarding proposals for updating
the ICD-10. Tt was noted that some of these proposals had been presented to the 1996 meeting
in Tokyo but had been held over for discussion at this meeting. Many of the index corrections
had arisen as a result of the development of national language versions. A number of the
proposed changes to the tabular list had been suggested by the Nordic Centre and had ansen
from the need to identify prions as agents of infection. The Australian Centre had also
presented a number of changes to the tabular list, some of which were determined to be only
relevant to the Australian modification (ICD-10-AM), others required further review by HST
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regarding potential inclusion in ICD-10, and the remainder were presented to the meeting for
immediate inclusion in ICD-10. Further recommendations for changes arose from the North
American Centre. The secretariat noted that the recommended changes as presented therefore
represented some significant changes to the classification. Proposed tabular list changes would
also require index modifications as mdicated in the document. The Sac Paulo and Caracas
Centres noted that a number of the proposed index changes had already been made in the
development of their national language versions. HST agreed that the recommended index
changes were primarily for the English language version although some changes might also be
needed in the French language version.

The Nordic Centre reiterated the need to show that a process for updating exists and noted
that it was prepared to accept the recommended changes, following discussion of each
individual proposal. The Australian Centre noted the helpfulness of the 1996 discussions in
finalizing its proposals for the 1997 meeting. It also recommended the acceptance of the
proposals from the secretariat.

The meeting then considered individually each proposal for change to the tabular list. All
proposed tabular list changes were accepted as presented. The Volume 2 changes related to
typographical errors only. The changes to Volume 3 were typographical or related to the
modifications to Volume 1. The changes to Volume 2 and 3 were, therefore, accepted without
discussion.

The North American Centre presented paper (WHO/HST/ICD/C/97.38) regarding
recommendations for changes to the alphabetical index noted as a result of preparations for the
implementation of ICD-10 for mortality. The Centre also noted that a preliminary version of
the MICAR. dictionary for ICD-10 had been made available on the NCHS home page. Changes
to be made to the ACME decision tables are anticipated in January 1998 and will be circulated
for review. The first version of the ICD-10 software will be DOS-based, with the Windows
version to follow. The United Kingdom Centre initiated discussion regarding the need for input
and international dialogue into the development of the often-complicated ACME decision
tables, and how changes in the tables affect international statistical trends. The North American
Centre welcomed the discussion and indicated its willingness to be mindful of concerns raised.
The Centre noted that the software can now be considered an international resource and
therefore it encourages international input into the process (see also agenda item 8.1 regarding
an automated systems users group).

The paper (WHO/HST/ICD/C/97.63) was tabled by the Office of the ICD, Japan for the
information of the meeting_ It contained reactions to the update proposals of several
Collaborating Centres circulated during and since the 1996 meeting. (Specific issues raised in
the paper in relation to the 1997 proposals by the secretariat had been addressed during the
earlier discussion.). The meeting noted its appreciation for the format of the paper and
suggested its use as a model for future comments on proposed changes to the ICD-10. The
Office of the ICD, Japan noted that, despite international acceptance of the recommended
ICD-10 updates, these were unlikely to be implemented in Japan.
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7.2 Dissemination of Updates

Discussion was requested by the secretariat regarding the need, and process, for dissemination
of the ICD-10 updates to all users of the classification and those responsible for national
language versions and specialty-based adaptations. The Australian Centre suggested that each
Centre be responsible for keeping 1ts constituent members (either in language or geographical
groups) informed of changes. The Nordic Centre agreed but noted that there are some
countries which are currently not allocated to a specific Centre and that this would have to
occur if the process were to be successful. HST suggested that a notation could be made on
each WHO publication regarding the existence of ICD updates on the World Wide Web
(WWW). The secretariat will consider this issue further.

The North Amenican Centre questtoned the criteria for referral of morbidity coding 1ssues from
the national organizations to Collaborating Centres and ultimately to the new Update
Reference Committee, The secretariat indicated that the process would be an extension of what
already occurs but that the Update Reference Committee would be able to assist by
considering and filtering requests and making recommendations for changes to the secretariat.
Future criteria developed by the Update Reference Committee could be made available to
Collaborating Centres to assist them to process requests received.

It was further noted that the 15 month lead time between update recommendation and
implementation may need to be modified for changes to mortality systems (which operate on a
calendar year basis) and morbidity systems (which often operate on a fiscal year basts). The
Nordic Centre referred the meeting to the discussions during the Tokyo meeting in which it
was decided that implementation dates could be dependent on the update mechanisms
operating within each country. The United Kingdom Centre noted the difficulties of changing
data collection systems and the reluctance of some jurisdictions to make changes. The Nordic
Centre suggested that if updates are published on the World Wide Web groups that wished to
make earlier updates should be at liberty to do so. The North American Centre requested that
the secretariat put the current vergion of the index on its ICD-10 home page, complete with
annotations to indicate which codes are new and the date from which they were implemented.
The secretariat indicated that it would consider this request. The Australian Centre suggested
that in disseminating new codes, each code should be accompanied by the code to which it
would map in the existing classiftcation,

The meeting, therefore, determined that changes to the index would be effective immediately
following the meeting and all changes to the tabular list (and associated index changes) would
be effective within 15 months of the meeting. It was noted that new codes should not be used
in reporting mortality to WHO for the calendar year immediately following the (October)
meeting, but rather should be implemented from the following January. The meeting agreed
with the recommendations for disseminating and aplementing updates to the ICD as
presented and amended.
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7.3 ICD-11

The meeting agreed that discussions regarding ICD-11 would be deferred until after the .
evaluation of the ICD-10 update process which would be done after three years’ experience
(see also agenda item 4).

8. Computerized coding
8.1 Automatic coding of mortality

The Sao Paulo Centre gave a computer presentation (WHO/HST/ICD/C/97.23) regarding the
automated mortality classification system used in Sao Paulo, Brazil. The system consists of 2
modified version of the Underlying Cause of Death Selection System (SCB-10), composed of
two programs: DOSP (Death Certificates of Sao Paulo) and SCBX. In every tenth record the
underlying cause 15 coded both automatically and manually. Comparison of the results allows
the SCB-10 system to be continuously improved and facilitates the indentification of flaws in
the coding of causes of death. It was noted that this batch SCB-10 version can also be used by
individual researchers.

The North American Centre reported (WHO/HST/ICD/C/97.31) on the International
Collaborative Effort on Automating Mortality Statistics (ICE)which 1s a collaborative forum
that began in 1995 to share knowledge and assist with solving i1ssues of common interest in
mortality statistics. It includes facilitation of the change to ICD-10. The first plenary meeting
of the group occurred in Washington in 1996, with over 70 participants. Over 20 facilitated
group discussions occurred during the meeting, focusing on nosology and training for
nosologists, training, decision tables, bridge coding, editing and language version
considerations. Two major outcomes of the meeting were:

® arecommendation for a mortality reference group
® 3 recommendation for an automated systems users group.

It was noted that the first of the recommended groups had already been included in the new
ICD updating mechanism (see also agenda item 4). The second recommended group was
proposed to assist with reviewing changes to the decision tables used in the automated
mortality coding system and to offer system support and expertise in software design. The
work of the users group would be published on the Internet to assist with promulgation of
recommended changes. The meeting endorsed the two recommendations and encouraged the
ICE activities. The Nordic and Paris Centres specifically expressed their thanks to the North
American Centre for their leadership in this work.

The report from the North American Centre specifically noted a concern about the impact of
automated coding on the skills of nosologists, who may be displaced by the new techrology.
Highly skilled mortality nosologists are still needed to code those cases which cannot be
handled by automated systems and also to maintain and develop the automated systems. A
strategy to maintain, upgrade, and recognize the skills of such people was recommended. The
Paris Centre stated that this issue is critically important and should be taken up at an
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international level, perhaps through WHO. The secretariat indicated that 1t could not respond
to this suggestion at this time but that it would consider the issue further in future planning.
The Australian Centre noted that currently large numbers of morbidity coders are trained (and,
in some jurisdictions, certified) and that perhaps their training ought to be augmented to
encompass mortality classification as well.

It was noted that future meetings and an expansion of the scope of the ICE are planned.

A. paper from the Australian Centre (WHO/HST/ICD/C/97.52) regarding changes anticipated
in mortality statistics arising as a result of the implementation of automated classification
software was accepted for the information of the group.(This paper is one of a series of
coordinated studies described under agenda item 11.1.)

8.2  Computer-assisted coding software
There were no papers and no discussion relating to this agenda item.
9. Short tabulation lists

The North American Centre presented a paper (WHO/HST/ICD/C/97.37) regarding the
National Center for Health Statistics (NCHS) proposed short lists for the tabulation of
mortality statistics. The PAHO representative indicated reservations regarding the usefulness
of Table B, the list of 113 causes of death, due to its broad groupings of some important
causes of death, The North American Centre referred the meeting to the general principles
noted in the paper which were used to guide the development of the short lists, and indicated
that certain of the lists were based on leading public health issues 1dentified in the United States
population, For this reason the lists may not be portable for use in other regions of the world.

10,  The dagger and asterisk system

The United Kingdom Centre presented a paper (WHO/HST/ICD/C/97.51) regarding the
difficulties experienced in the United Kingdom with the use of the dagger and asterisk system,
due to the subtle differences in this dual coding system between ICD-@ and ICD-10 and the
large increase in the number of codes annotated with a dagger. The paper recommended
improved guidelines relating to the use of the dagger and asterisk combinations to assist in the
understanding and use of the codes. The Nordic Centre supported this recommendation, and
suggested that a subcommittee of the Centres may be able to supply assistance to the
secretariat in the development of these guidelines for presentation at the next Centre Heads
meeting. The London, Nordic, and Sao Paulo Centres and the Canadian representative from
the North American Centre volunteered to participate in the subcommittee. It was noted that
the United States does not use the dagger and asterisk system in its entirety in its clinical
modification of the ICD although some of the concepts of double coding are preserved
(without the use of the ¥/* symbols).
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11.  Improvement of health information

11.1  Mortality

The Paris Centre presented a paper (WHO/HST/ICD/C/97.17) relating to 2 Eurostat project,
the objective of which is to improve the validity and international comparability of cause of
death statistics. The project is being carried out by four countries: France, the Netherlands,
Sweden and the United Kingdom. The application of automated cause of death sofiware is
seen as an important aspect of the project in improving the consistency of mortality coding.
Data is currently being collected and the results of the project will be reported to the next
Centre Heads’ meeting. The Sao Paulo Centre noted that the project’s methodology would
provide a good opportunity to review other problems of cause of death coding which are
known to impair international comparability, such as the variation in the form of the death
certificates themselves. The Paris Centre agreed and stated that copies of all death certificates Q
used in the European community have now been collected and will be used for this purpose.
The Nordic Centre also mentioned the issue of training and the need to ensure that mortality
coders receive adequate education prior to being permitted to code death certificates.

The Paris Centre also reported (WHO/HST/ICD/C/97.18) on an international collaborative
study on the analysis of multiple cause of death data. The Centre noted the need for further
Centres to participate in the study to improve the ability to define a set of standard tabulations
for the calculation and publication of multiple causes, in addition to underlying cause statistics.
The Sao Paulo Centre recommended the development of a working group to discuss this issue
further and to develop rules for coding and interpreting multiple cause data. The North
American, Sao Paulo, Nordic and Paris Centres agreed to participate in the group. Interest in
participating was also expressed by the representative from the Mexican national centre.
Discussion ensued regarding the improvements in understanding regarding mortality statistics
that is possible by utilizing multiple cause data compared to underlying cause data alone. The
Paris Centre indicated that it would report back to the 1998 meeting regarding the progress on
this issue. The North American Centre suggested that, given the importance of multiple cause .;/
analysis internationally, it become a regular agenda item for Centre Heads meetings.

The next paper (WHO/HST/ICD/C/97.21) was presented by the Sao Paulo Centre and
described an international collaborative study on the application of Rule 3 for mortality from
bronchopneumonia. The results indicated 2 decline in underlying cause mortality from
bronchopneumonia following the introduction of ICD-10, its modified Rule 3, and associated
guidelines. The Notdic and Sao Paulo Centres recommended the development of additional
guidelines for the interpretation and application of Rule 3 to counteract this statistical artifact
and offered to assist in this development. It was noted that this should be a priority for the new
Mortality Reference Group which should bring forward a proposal for the 1998 meeting of
Centre Heads. The United Kingdom Centre indicated that the way the ACME decision tables
handle the application of Rule 3 issue must also be considered.

A paper (WHO/HST/ICD/C/97.24) from the Sao Paulo Centre elaborated on the issue of
multiple cause statistics and presented a matrix output from a software that allows the
preparation of two classical tabulations of multiple causes. This matrix structure, which has
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been developed into a software program (the Multiple Causes of Death Tabulator, or MCT),
permits a view of the overall picture of mortality patterns. This MCT was demonstrated to the
meeting and the Sao Paulo Centre stated that it was available free of charge to other Centres
upon request.

The North American Centre indicated the usefulness of this paper and suggested that it, in
conjunction with the paper from the Pans Centre, provides data to refine the analysis of
multiple cause data. The North American Centre also indicated the availability of United States
multiple cause data on CD-ROM.

The Nordic Centre next reported (WHO/HST/ICD/C/97 27) on the experiences of the
electronic newsgroup on ICD-10 mortality coding which it supports and administers. The
paper recommended the formal establishment of a mortality nosology reference group, a
suggestion which had, earlier in the meeting, been embodied in the plans for the updating of
the ICD-10 through the Mortality Reference Group. The Nordic Centre stressed the great need
for international coordination in this area. The type of queries and comments forwarded to the
newsgroup have included not only how certain certificates are coded but why particular
conditions are coded in a specific way or why some rules exist. During discussions, it was
noted that the correspondence of the newsgroup, now to be referred to as the Mortality
Nosology Forum, had been made accessible via the NCHS mini-home page on mortality
(www.cdec.gov/nchswww/about/major/dvs/mortdata htm). The paper highlighted the ‘literalist’
versus ‘intentionalist” approach to coding death certificates and the resultant differences in
coded data. The paper also recomumended the development of an international mortality coding
standards manual, possibly based on the Umted States cause of death training materials and
including the types of discussions of the newsgroup. The Paris Centre complimented the
Nordic Centre on the newsgroup initiative and indicated how successful it had been to date.
The United Kingdom Centre stated that it may be difficult to develop consensus between the
two coding approaches (literalist/intentionalist) but that it was important to promote standard
rules and guidelines so that coding is more consistent. The North American Centre indicated
that the ACME coding rules may eventually reflect the discussions of the newsgroup and that
this will improve comparability.

The Sao Paulo Centre stated that many of the coding problems which arise are due to the poor
understanding of the death certification process by many certifiers. The Centre stressed the
need for further education of medical students.

At the Tokyo meeting in 1996, the Nordic Centre (WHO/HST/ICD/C/97.26) was asked to
coordinate some technical work on the clarification of ICD-10 mortality coding rules. Some of
this work led to discussions by the mortality electronic newsgroup. It also led to the
production of three technical papers, which were next presented to the meeting. Prior to their
presentation it was noted that further work on clarifications should be carried out through the
new Mortality Reference Group.

A technical paper (WHO/HST/ICD/C/97.41) on the problem of death certificates with mention
of medical procedures was presented by the Sao Paulo Centre. The paper described different
aspects of the problem and recommended that there should be some clarification and extension
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of the relevant guidance notes in Volume 2 of ICD-10. The method of using a systematic set of
questions as described in the paper was noted by the meeting for possible use in dealing with
other problems. In the discussion of the paper, it became evident that countries with an
additional question on the death certificate about the indication for any surgery found that
responses to the question produced substantial differences in the underlying cause of death.

The Paris Centre presented a technical paper (WHO/HST/ICD/C/97.42) on two specific
issues: the sequential application of rules in the selection of underlying cause of death; and the
problems posed by trying to apply the guidelines concerning malignant neoplasms. It was
agreed that the Mortality Reference Group should review these issues and make
recommendations. The possibility of 2 decision-making tool or software was also mentioned.

The Nordic Centre presented the final technical paper (WHO/HST/ICD/C/97.43) in this group
on possible errors and conflicts in guidelines for the selection of underlying cause in Volumes 1
and 2. Several examples were illustrated. The questions raised in the paper will be referred to
the Mortality Reference Group.

The Australian Centre next presented a paper (WHO/HST/ICD/C/97.45) on the1r new researoh
programme on the effects on mortality statistics of automated coding.

A series of coordinated studies (WHO/HST/ICD/C/97.48, WHO/HST/ICD/C/97 49,
WHOQ/HST/ICD/C/97.53, WHO/HST/ICD/C/97.56, WHO/HST/ICD/C/97.57, and
WHOQ/HST/ICD/C/97.60) on the effect of changes in the format of death certificates was
tabled. These studies are to be published by the United Kingdom Office for National Statistics
(ONS). The meeting expressed its satisfaction that this project had been completed and
recommended that it be taken as a model for future collaborative studies. (Papers
WHOQ/HST/ICD/C/97.52, WHO/HST/ICD/C/97 54, and WHO/HST/ICD/C/97.55 are part of
the same series and were tabled elsewhere on the agenda.)

11.2  Morbidity

A representative of the Nordic Centre described (WHO/HST/ICD/C/97.28) the Finnish
experience of the use of external cause codes in ICD-10 for both mortality and morbidity. The
greatly increased number of available codes and their complexity had given medical staff
considerable difficulties in their use, resulting in a loss of data. Finland proposed, therefore, to
produce an abbreviated selection of codes and to combine them with codes for
pharmacological products already in wide use in Scandinavia, In discussion, others reported
that there was a great interest in and demand for the greater detall made available by the

ICD 10 chapter XX codes. :

The meeting was reminded of the earlier discussion (see agenda item 6.6) about the activities
of the WHO Unit of Safety, Promotion and Injury Control (SPI) on the ICECI and the
intended development of links between this work and that of the Collaborating Centres.
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The North American Center presented a paper (WHO/HST/ICD/C/97.32) on the implications
for the quality of coding of recent United States legisiation on the portability of health
insurance.

The French Centre presented a paper (WHO/HST/ICD/C/97.40) on the collection of morbidity
data in French hospitals, with special reference to diagnostic groups for costing purposes, and
the consequent improvement in the quality of data.

The Australian Centre presented a paper (WHO/HST/ICD/C/97.44) for information on the
progress of their clinical modification of ICD-10 (ICD-10-AM) and plans for its
implementation..

12.  Bridge coding and equivalence tables

The Office of the ICD, Japan presented a paper (WHO/HST/ICD/C/97.19) on the National
Patient Survey using ICD-10 and compared the results with the 1993 Survey which used
ICD-9. The differences due to the change in ICD editions were highhghted.

The Office of the ICD, Japan presented a paper (WHO/HST/ICD/C/97.25) on the change in
mortality statistics brought about by the implementation of ICD-10 and the introduction of a
fourth line into Part I of the death certificate (as recommended in ICD-10). A similar impact on
deaths due to diabetes mellitus was also described in paper WHO/HST/ICD/C/97.57, tabled
earlier in the meeting.

The United Kingdom Centre presented (WHO/HST/ICD/C/97.50) a bridge coding study on
changes from ICD-9 to ICD-10 for Mortality data in England and Wales. The paper desenbed
plans for bridge coding and similar experiences in the transition between previous revisions. It
pointed out the importance of bridge coding exercises not only when the classification changes
but also when there is a chang from manual to automated coding.

The Sao Paulo Centre presented (WHO/HST/ICD/C/97.61) an extensive study undertaken to
estimate the comparability of underlying and multiple causes of death coded according to
ICD-9 and ICD-10. The study was facilitated by the batch processing tabulation method
described in an earlier paper. The review of the data was by corresponding chapters in ICD-9
and ICD-10. The changes in deaths assigned to the chapter of Diseases of the Respiratory
System was used to focus discussion on Rule 3, which had also been discussed in the Mortality
Nosology Forum (electronic newsgroup). Some results of the study were similar to other
smaller scale studies such as those carried out in Japan. It was noted that 1t was not possible to
provide results for individual diseases since the study was restricted to the chapter level of the
two classifications.

This paper underscored the importance of making equivalence tables available as soon as
possible after an ICD revision. The meeting was told that equivalence tables related to ICD-10
were, in fact, complete but would not be released officially until the accompanying mortality
short lists were ready for distribution by WHO. The secretariat undertook to provide advance
copies of the equivalence tables to the Centre Heads.
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13.  Special studies

Two papers (WHO/HST/ICD/C/97.54, WHO/HST/ICD/C/97.55) that were part of the
coordinated series mentioned in agenda item 11.1 were tabled for information.

The North American Centre presented a paper (WHO/HST/ICD/C/97.59) on the NCHS home
page: Mortality Data from the National Vital Statistics System in the United States. In
discussion it was agreed that it would be very useful to have information on all home pages and
to consider creating “hot links™ between them.

14.  Reports of activities

14,1 Reports of activities of the WHO Collaborating Centres for the Classification of
Diseases

Centres reported (WHO/HST/ICD/C/97.5-WHO/HST/ICD/C/97.16) on a wide range of
activities particularly related to the preparation and publication of language versions of ICD-10
in Arabic, Chinese, Portuguese and Russian and the preparation of national versions of the
classification for morbidity purposes.

Significant efforts had been made in the provision of training courses to enable the
implementation of ICD-10 including a first international French-language computer-based
training course using the TENDON software.

Several Centres had been involved in activities in relation to the automated encoding of causes
of mortality and selection of the underlying cause of death. In efforts to improve the quality of
mortality statistics, some Centres had enhanced the guidance that is provided to medical
certifiers of causes of death.

Centres had also been engaged in the development and maintenance of classifications of
surgical and other medical procedures.

Centres had also maintained their role to provide technical support to countries and individual
users who continue to use ICD-9.

A number of Centres reported on their activities in support of the revision of the International
Classification of Impairments, Disabilities, and Handicaps (ICIDH).

The Office of the ICD, Japan had hosted the 1996 meeting of Heads of Centres and this had
contributed significantly to raising the awareness of health professionals to ICD-10 in Japan. A
Japanese-language version of the Application of ICD-10 to Dentistry and Stomatology (ICD-
DA) had been prepared and would be published shortly.
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The Dutch Centre for the Standardization of Informatics in Health Care (CSIZ) reported on
the completion of Volumes 1 and 2 of ICD-10 in Dutch and the continuing work on Volume 3
(the alphabetical index) which was expected to be published in June 1998,

14.2  Report of HST Classification-related activities

In addition to work in connection with the development of the draft WHO long-term strategy
for classification-related activities (WHO/HST/ICD/C/97.39), the secretanat also reported
(WHO/HST/ICD/C/97 4) on a wide range of other activities.

The alphabetical index to ICD-10 in French had been published in November 1996. The
French-language edition of the Application of ICD-10 to Dentistry and Stomatology was
published in August 1997 and the Application to Neurology in English had appeared at the
beginming of October. The text of the French-language version of the Second Edition of the
ICD for Oncology (ICD-0-2) had been completed but it will not be published (see also agenda
itern 6.4).

Work was continuing with the Division of Publishing, Language and Library Services (PLL) to
develop a multilingual, multi-revision CD-ROM of the ICD [ICD-10 in English, French,
$Spanish and Portuguese, ICD-9 in English and French (and possibly Spanish) and ICD-8 and
ICD-7 in English and French).

The diskette version of ICD-10 in French had been completed in both PDF and ASCII versions
and was being prepared for pubhcation.

An ICD-10 Internet home page had been established containing basic information regarding
the ICD and the answers to a number of frequently asked questions (FAQs).

Considerable effort had been expended by HST in relation to updating the WHO mortality
database to receive and process national mortality data coded according to ICD-10. This
included the creation of a new validation program, the development of short lists for data
storage, dissemination and publication both in the World FHealth Statistics Annual and in the
United Nations Demographic Yearbook.

Tn response to a question about the validation program for mortality data, the secretariat
agreed to make this available to Collaborating Centres and national governments to assist in
their preparations for the implementation of ICD-10.

15. Other business

15.1 Additional matters

There were no additional matters tabled for discussion.
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15.2  Place, time, theme and agenda for next meeting

The Paris Centre agreed to host the next meeting from 13 to 19 October 1998 although the
exact location of the meeting remained to be decided.

It had been agreed earlier in the meeting to adopt a theme for future meetings. Participants
were asked for suggestions and a wide variety were put forward, some of which pertained to
the priority items on the workplan for the coming year. After discussion, it was agreed that
there were two prevailing themes: terming/terminology and the relationship to coding and
classification; and quality assurance of mortality data. Finalization of the theme was left to the
Head of the host Centre and the secretariat with the call for documents to be made no later
than eight months prior to the meeting (based upon the newly-agreed procedures.).

With respect to the agenda, it was suggested that there should be a better balance between
mortality and morbidity issues and that morbidity issues might be presented first rather than
last as had become the custom.

The United Kingdom Centre agreed to host the 1999 meeting at a time and place to be
decided.

Action Summary
All Centres

+  submit nominations for Update Reference Committee and Mortality Reference Group to
secretariat by November 20, 1997

s+ submit issues for Update Reference Committee to secretariat for distribution and
coordination

+  submit abstracts of documents proposed for 1998 Centre Heads meeting to secretariat no
later than 13 May 1998 ‘

»  submit documents for Centre Heads meeting to Paris Centre and secretariat no later than
12 September 1998 (N.B. documents to be circulated by the secretariat must reach the
secretariat by 1 September 1998)

s disseminate documents for 1998 Centre Heads meeting in sufficient time to ensure they
reach participants no later than 30 September 1998

« work with the secretariat to develop a plan for the evaluation of the new updating
arrangements by the end of the 1998 meeting

+  work with the secretariat to redefine the parameters for inclusion in the family of

clagsifications by the end of the 1998 meeting
Nordic Centre

« Centre Head to follow-up on business from the 1996 Centre Heads meeting with the

secretariat
« identify individual to serve as a formal link between Centre Heads and ICECT working

group
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*  participate in subcommittee to develop improved guidelines for the use of ICD-10 dagger
and asterisk codes

* participate in working group to define a standard set of tabulations for the calculation and
publication of multiple cause of death statistics

North American Centre

» provide meeting participants with November 1997 review version of ICD-10-CM upon
request

* make electronic death certificate module available through the NCHS home page

* identify individual to serve as a formal link between Centre Heads and ICECI working
group

» circulate changes to the ACME decision tables for ICD-10 for review (January 1998)

*  participate in subcommittee to develop improved guidelines for the use of ICD-10 dagger
and asterisk codes (volunteer from Canada)

* participate 1n working group to define a standard set of tabulations for the calculation and
publication of multiple cause of death statistics

Faris Centre

» Centre Head to review abstracts of documents proposed for 1998 Centre Heads meeting
with secretariat and draft agenda

* Centre Head to confer with secretariat in development of annotated agenda for 1998
Centre Heads meeting (to be available to participants at the meeting)

« provide updated results from Eurostat project on validity and international comparability of
death statistics to 1998 Centre Heads meeting

+ establish working group to define a standard set of tabulations for the calculation and
publication of multiple cause of death statistics (volunteers from the Nordic, North
American and Sao Paulo centres)

Sao Paulo Centre

» participate in subcommittee to develop improved guidelines for the use of ICD-10 dagger
and astenisk codes

+ participate in working group to define a standard set of tabulations for the calculation and
publication of multiple cause of death statistics

United Kingdom Centre

* participate in subcommittee to develop improved guidelines for the use of ICD-10 dagger
and asterisk codes

Secretariat

» revise and act upon the long-term strategy based on discussions at Centre Heads meeting
» appoint chairperson for Mortality Reference Group by 1 December 1997
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establish Update Reference Committee by 15 December 1997

distribute report of 1997 Centre Heads meeting to participants by 19 December 1997
make report of 1997 Centre Heads meeting available on ICD-10 home page by 19
December 1997

provide meeting participants with the report of April 1997 ICIDH-2 meeting and the beta-1
draft of the classification

provide terms of reference of each of the ICD Collaborating Centres to all Centres for
information

disseminate ICD-10 updates approved at 1997 Centre Heads meeting

give further consideration to the issue of notifying all ICD-10 users of the existence of
approved updates

consider making the ICD-10 index available on the web with annotations regarding
changes and their date of implementation

provide advance copies of equivalence tables to Collaborating Centres

make WHOQ validation program for mortality data available to Collaborating Centres and
national governments

request Regional Offices to contact Member States to determine their needs in the area of
procedure classification

act as a clearinghouse for information on available national procedure classifications
facilitate establishment of formal link between Centre Heads and ICECI working group
(volunteers from Nordic and North American Centres)

report to 1998 Centre Heads meeting on ICECI developments

undertake internal review of pricing and distribution activities in view of electronic
dissemination

establish German-language Collaborating Centre

establish subcommittee to develop improved guidelines for the use of ICD-10 dagger and
asterisk codes (volunteers from Nordic, North American, $ao Paulo and United Kingdom
Centres)

make multiple cause analysis a permanent agenda item for future Centre Head meetings
distribute call for documents for 1998 Centre Heads meeting to all Collaborating Centres
no later than 13 February 1998

review abstracts of documents proposed for 1998 Centre Heads meeting with Parxs Centre
Head, draft agenda for meeting, and disseminate to all Collaborating Centres by
approximately 15 June 1998

disseminate any documents for 1998 Centre Heads meeting in sufficient time to ensure they
reach participants no later than 30 September 1998 (documents may those prepared or
translated by the secretariat or disseminated by the secretariat on behalf of Collaborating
Centers)

confer with Paris Centre Head in development of annotated agenda for 1998 Centre Heads
meeting (to be available to participants at the meeting)

work with the Centres to develop a plan for the evaluation of the new updating
arrangements by the end of the 1998 meeting

work with the Centres to redefine the parameters for inclusion in the family of
classifications by the end of the 1998 meeting
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Update Reference Committee

*  submit recommendations for ICD-10 updates to be considered by 1998 Centre Heads
meeting by 3 August 1998

Mortality Reference Group

* develop guidelines for the interpretation and application of Rule 3

* review the sequential application of ICD-10 rules for underlying cause selection and the
guidelines for malignant neoplasms (see WHO/HST/ICD/C/97.42)

* review guestions raised in WHQ/HST/ICD/C/97.43

* submit application and interpretation decisions for 1998 Centre Heads meeting by 3 August
1998
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- Annex 1
Updating Mechanism for ICD-10
HST secretariat
—p -
T Corrections
Center Heads Meating of Vol. 11&)1] effective
Oct. immediately
T Update of tabular list if:
Update reference committee 15t Aug very important
. very urgent
nosologists secretariat mortality specialists volume large enough
users of statistics - - 1st Febr. next year
morbidity specialists
15th Junef wmne v
Mortality reference group WHO Collaborating
Mortality specialists Center
T o <

.

mentation

Mortality forum :

Mertality coding problems

National organization]

JAVAN

Maorbidity coding problems

1st Jan one year later

Recommendations in the draft WHO long-term strategy document (WHO/HST/ICD/C/97.39)
and in papers from the North American and Nordic Centres regarding the updating of the ICD
were reviewed. It was agreed that issues for updating might take two basic forms:

 updates to the classification itself, i.e. correction of errors and additions
» clarification of application and interpretation (of the classification and its associated rules)
to establish international practice

After discussion, a mechanism for review of issues was developed that incorporated elements
from each of the suggestions. The mechanism is illustrated in the diagram above,

The following points were discussed by the meeting and agreed:

« Updates suggested should only relate to the ICD-10 and not to national versions (although
they may come from national versions). .

+ Updates, once agreed, should be applied to all language versions (if applicable) and
specialty adaptations and should be reflected in related tools, as necessary.

«  Two separate bodies should be established: an Update Reference Committee (advisory to
the secretariat and the Centre Heads, generally carrying out its activities by electronic
means such as e-mail and facsimile); and a Mortality Reference Group (with decision-
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making powers regarding application and interpretation, working electronically and
meeting once annually, if necessary)

The Mortality Reference Group will make decisions on the application and interpretation of
the ICD as it relates to mortality and will refer updates/changes to the Update Reference
Committee.

Mortality problems anising through the Mortality Forum (an electronic newsgroup)
requiring decisions on application and interpretation will be referred to the Mortality
Reference Group.

Morbidity problems should be directed to the Collaborating Centres and then to the
secretariat for distribution to Update Reference Committee members.

There should be representation from the Mortality Reference Group on the Update
Reference Committee (particularly to address proposed changes to Volumes 1 and 3 that
would effect application and interpretation).

Collaborating Centres and the secretariat may nominate representatives to the Mortality
Reference Group and the Update Reference Committee (nominations are not compulsory).
Nominations from the Collaborating Centres should be made to the secretariat by
November 20, 1997.

There should be a balance between morbidity and mortality expertise in the membership of
the Update Reference Committee. The roembership should include clinicians, nosologists
and users of statistics based on the classification (e.g. epidemiologists, statisticians and
researchers) but should not exceed 20 members,

Once the Mortality Reference Group and the Update Reference Committee are operational,
the replacement of members should be staggered to ensure continuity and balance.

The Update Reference Committee will be coordinated/chaired by the secretariat.

The secretariat will appoint a chairperson for the Mortality Reference Group.

'The Update Reference Committee will be responsible for developing criteria for acceptance
of changes to the ICD. These cnteria will be established as part of the Committee terms of
reference and will be tested by the Commuttee.

Recommendations made to the Centre Heads will be based on issues for which the Update
Reference Committee has reached agreement by consensus. Where consensus is not
possible, the 1ssue may be referred to the Centre Heads for resolution.

Decisions from the Mortality Reference Group should be available from the WHO ICD-10
home page (directly or through a link) using the most suitable accessible technology. The
decisions may be available from several sites (mirror or rephicate sites) but, if so, they
should all be updated concurrently.

Corrections of errors (e.g. typographical, spelling, inconsistency between versions) should
be announced on the ICD-10 home page immediately. If a correction will have an impact
on statistical collection, however, it should be treated as part of the annual update process
and introduced with other updates.

Updates to Volume 1 of ICD-10 (and their associated index changes) should not be
implemented immediately. For mortality statistics (which are based on a calendar year),
updates become effective for deaths from the first of January of the second year following
the October Centre Heads meeting (i.e. 15 months later). For morbidity statistics (which
may be based on a fiscal/financial year), implementation dates will be dependant upon
update mechanisms within individual countries. To avoid confusion, it was recommended
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that updates approved at the Centre Heads meeting not be made available until the
following February.

« To be considered at an October Centre Heads meeting, recommendations from the Update
Reference Committee and the Mortality Reference Group must be submitted by the first of
August.

» Ifthe Mortality Reference Group is to meet, it should meet by the end of June to allow
finalization of recommendations by the first of August.

»  Although there will be an ongoing updating process, annual updates to the classification
are not essential. Updates will be disseminated when they are sufficiently important or
urgent, or when there is a sufficient volume to make dissemination worthwhile (based on
the impact on language versions, specialty adaptations, and associated tools). Updates will
not be issued more frequently than annually. The secretariat will have discretion in making
recommendations to the Centre Heads for implementation (including recommendations
regarding the timing of such implementation). :




WHOQ/MST/ICD/C/97 65
Page 35

Annex 2

Procedures for Meetings of Heads of Collaborating Centres
for the Classification of Diseases

The meeting reviewed the references to the governance and functioning of Centre Heads
meetings contained in Annex 5 of the document “WHO Long-term strategy for the
Development and Management of Health-related Classifications™ (WHO/HST/ICD/C/97.39).
The meeting agreed on new rules for the governance and functioning of Centre Heads
meetings as set out below. These would subsume all previous decisions from the 1990 London,
1991 Sao Paulo and 1993 Canberra Centre Heads meetings.

Participation/invitations

The mumber of Collaborating Centres and the number of participants have grown significantly
and the meeting therefore adopted the following rules for participation:

» The secretariat of the meeting is assumed by HST. Other WHO Headquarters and Regional
Office staff may attend as part of the secretariat and will be mnvited by HST.

» The Heads of Centres are by definition members of the meetings. Invitations to Heads of
Centres will be sent by the host Centre. Each Centre Head may designate (to the
organizers) other individuals as part of their delegation but Centres should limit their
participation to four representatives (including the Centre Head).

* The host Centre is free to invite, in addition, persons from its own national offices or the
geographical area of the Member States where the Centre is located.

» The secretariat may, in consultation with the host Centre, invite representatives of Member
States, national classification centres and nongovernmental organizations in official
relations with WHO, as well as individual experts as participants or observers, subject to
their technical competence in relation to matters to be discussed and according to the
WHO rules laid down for the attendance of such representatives or observers,

VYoting

Only the Heads of Centres or, in their absence, their nominated representatives have the right
to vote. There 1s only one vote for each Centre,

Timing/periodicity/duration of meetings

The timing of meetings in October as well as the one-year interval between meetings were still
considered appropriate.

The merits of shortening the meeting to fit within a working week (no more than 5 days) were
agreed in principle.
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In order to facilitate report writing, the following procedures should be tested: submission, by
the authors, of short abstracts of annual reports and one-paragraph summaries of other
documents in electronic version. The secretariat would then only need to write the report on
the business of the meeting and discussions following document presentations (see below).

For 1998, the current duration and format should be retained, recognizing the need for
continuing significant development of the work program and the unknown level of success that
the new communication proposals and meeting rules will have. The duration of subsequent
meetings should be reviewed at the 1998 meeting.

Agenda/documents/report/communication

The host of the forthcoming meeting should take lead responsibility for development of the
agenda, in consultation with the secretariat and other Centre Heads:

» The emphasis of the agenda could change from year to year, with each year considering
progress on the work plan and implementation of ICD-10, but the work plan only being
revised every second year. This would allow more time in the intervening years for
consideration of scientific and analytic papers.

« A theme would be set the previous year for the next year’s meeting.

» Documents can be commissioned on specific themes, e.g. work-plan-related evaluations of
tools (bridge-coding, tabulation lists), data quality, etc. but self-selected topics of
documents will also be allowed.

The host of the previous meeting should take on responsibility for following up on business
from the previous meeting together with the secretariat. The basis for this follow-up should be
the “Action Summary” accompanying the report from the previous meeting,

The host of the forthcoming meeting should take on responsibility to review documents in
consultation with the secretariat:

« Documents should be reviewed with regard to their treatment at the meeting: information
only, discussion, or decision.

+  On the basis of document review the secretariat will prepare the annotated agenda in
consultation with the Head of the host Centre.

Documents should be provided to the secretariat in an agreed upon readable electronic format
to the extent possible.

Collaborating Centres requiring translation of their documents by the secretariat need to submit
them earlier than the normal timetable.

Centres distributing documents directly should ensure that these reach participants no later
than two weeks prior to the meeting.




-

‘‘‘‘‘

WHO/HST/ICD/C/97 .65
Page 37

Documents not submitted according to the timetable shown below will not be considered at the

meeting.

The report of the meeting should be sent to participants no later than two months after the
meeting and should be made available through the ICD-10 home page.

Reports from at least three annual meetings, starting with the 1996 report, should also be

available on the ICD-10 home page.

Starting with the 1998 meeting, the secretariat should aim to make all documents from the
meeting available on the ICD-10 home page after the meeting.

Timetable

Theme discussion

Call for documents
Submission of abstracts
Draft agenda

Recommendations from Update Reference
Comnuttee to secretariat

Submission of documents to organizers (host
Centre and secretariat)

Distribution of documents to participants

Annotated agenda

Distribution of report

Previous meeting

No later than 8 months prior to the meeting
No later than 5 months prior to the meeting
Shortly after subnssion of abstracts

No later than 2 months prior to the meeting

No later than 4 weeks prior to the meeting
(see also below)

To reach participants no later than 2 weeks
prior to the meeting.

Centres wishing to distribute documents via
the secretariat need to submit these no later
than 6 weeks prior to the meeting.

Distributed at the meeting

Available to participants no later than 2
months following the meeting
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Annex 3
Long-term Strategy for ICD Development and Implementation:
An Essential Partnership

Response of Centre Heads to Discussion at the 1997 Meeting of
ICD Collaborating Centres, Copenbagen

October 17, 1997

The Centre Heads welcome the support expressed at the WHO Executive Board Meeting in
January 1997 for the WHO's core normative functions in relation to the ICD. We further
appreciate the decision by Dr. F Varet, Assistant Director-General, that a long-term strategy be
prepared, Finally, we warmly thank the Director HST, his staff and consultants Robert Israel
and Elizabeth Taylor, for preparing the paper, WHO/HST/ICD/C/97.39 “WHOQO Long-term
strategy for the Development and Management of Health-related Classifications”, as a basis for
the meeting’s discussions of long-term strategy issues.

The meeting first discussed the HST paper in general, recognizing the breadth of issues raised
and the thoughtful proposals in the paper. Next, there was an analysis of the WHO’s ICD
customers, what services are required by those customers, how the customers are changing
over time, and what needs to be provided to satisfy their demands.

This analysis led to a discussion of resource requirements and availability across all
participants, and how the participants should work, as a partnership, in the future.

The following conclusions of the general strategic discussion were unanimously accepted by all
the meeting participants:

® The ICD-programme is vitally important to a diverse range of customers and is used on a
day-to-day basis.

The world is changing rapidly, with many impacts on health and health mformatlon and
these will place many new demands on classifications.

A lot will have to be done in the next few years if the position of ICD is to be maintained
and protected, Improved ways of working must be found if success is to be achieved.
These include:

Working more effectively and efficiently together

Managing and co-ordinating our programme so that we deliver our promises
Working with others who have the right skills and common agenda
Acquiring and developing new resources and skills

Essentially, HST, Collaborating Centres, Regional Offices, and national and specialty groups
must work in partnership and commit themselves to a common work plan.
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After discussing the ICD-related work that needs to be accomplished, highest priority tasks
have been identified. The annual meetings must be made more efficient and productive in
achieving the work plan. The top three priorities are as follows:

I. Promoting and implementing ICD-10

The first igh priority, short term task 1s to promote worldwide implementation of ICD-10, A
few countries have already implemented in full. In many others, implementation 1s complex as
automated coding systems have to be adjusted, new extended classifications developed,
linkages to ICD-9 mapped and new national procedures classifications put in place.

Automated systems issues are being addressed by establishment of a users group proposed by
the United States National Center for Health Statistics. We welcome and endorse this
initiative.

Shanng information on expenence m unplementing ICD-10, as well as making tools for
traming and implementation available, should be encouraged. Quality control 1s an important
feature of implementation and should be incorporated into all promotion activities.

The Heads of Centres are concerned about the many parts of the world, including countries in
Africa and Asia, where ICD is not currently used. Each Regional Office should have some
capacity to address this need and should consider surveying countries in their regions to
identify resource and skills requirements. HST and Collaborating Centres should contribute to
meeting some of these unmet needs as far as possible.

2, Updating

We endorse the proposal for formalizing and implementing an updating mechanism for ICD-10
that 15 described in the meeting report. This proposal was developed by a working group
representing the Centres and HST and includes establishment of an Update Reference Group
with a balance of mortality and morbidity expertise. Successful implementation of the updating
mechanism will require substantial commitment of resources by both the Collaborating Centres
and the secretariat.

We agree with HST that an evaluation of the new updating arrangements should be made after
3 years and will develop and evaluation plan with HST by the end of the 1998 meeting.

We have agreed that no consideration should be given to ICD-11 until after this evaluation has
been completed.

We strongly support the statement in the HST strategy paper that Internet publication of ICD
and associated updates and clarifications is a highly desirable objective. We concur with the
need for development of equitable access policies and for an internal review by WHO of
pricing and distribution activities in view of electronic dissemination. The results of this review
should be reported back to the Centre Heads by the next meeting.
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3. Family of Classifications

We believe that the parameters for inclusion in the family of classifications must be revisited
and refined by the Centres and HST within the coming year. Once this has been accomplished,
adoption of guidelines for prioritizing work on family members can be undertaken. The
secretariat currently must devote significant resources to the review of various classifications
to ensure consistency with ICD. Given other priorities this is an impossible task, with the
current staffing level of HST.

Resources

In light of the above, it is clear that HST must retain a core role in ICD. First, it is the ICD
proprietor, and must retain ultimate responsibility for approval of updates, technical standards
and copyright issues, Second, HST must promote the ICD family globally, and assist or
facilitate implementation of ICD-10, Third, ICD is essential infrastructure within WHQ for the
description of the global health situation and trends. Fourth, there is the need to coordinate the
activities of Collaborating Centres and Regional Offices.

Although Collaborating Centres play an important role in carrying out the essential ICD work
programme, there is a clear need for expanded resources within HST for ICD work, and for
provision of support from other areas of WHO, notably with information technology and
publications responsibilities.

The HST strategy paper suggested a minimum number of core staff to support ICD functions.
This minimum comprised three core staff, two Technical Officers (one of them in a supporting
role to the existing Technical Officer) plus full time secretarial support.

We consider the additional Technical Officer essential not just to meet the heavy workload, but
also to reduce the major risk now posed by having so much unique knowledge of ICD centred
in just one person. Even this level of staffing will need to be supplemented with consultant
assistance.

Conclusion

All Collaborating Centres welcome the opportunity provided by WHO for a free and extensive
discussion of long-term strategy for ICD implementation and development.

We have developed detailed proposals to move forward on updating ICD-10, for the conduct
of future meetings of Collaborating Centres, and for ongoing discussion between meetings.

There is unanimous support for an immediate increase in HST resources devoted to ICD
matters to three full time staff, and strong concern at the risks involved in the current reliance
on a single individual. Centre Heads urge WHO senior management to address this matter as
soon as possible, and will brief their country delegations on the need for decisive, immediate

action.
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We commit ourselves to additional effort, over and above the sigmficant support already being
provided, to progress essential ICD work beyond our own countries. Promotion and assistance
for ICD-10 implementation globally, for updating, and for the development of essential tools,

are of particular importance.

We urge HST to develop its long-term strategy to incorporate the conclusions and proposals
of the Copenhagen discussions and would like to cormment on the strategy at all stages of its

development and progress from here on.

Original signed by:
Dr. Richard Madden Professor Ruy Laurenti
Australia Brazil

(for Western Pacific Region)

M Gérard Pavillon Dr. Abdul Aziz Khalak Karam
France Kuwait
(For the Arab countnes)

Professor Bjorn Smedby Dr. John Fox
Sweden United Kingdom
(for the Nordic countnes)

Dr Carlos Mufioz Rojas
Venezuela

Dr. Dong Jingwu
China

Professor Vladimir Ovharov
Russia

Ms Marjorie Greenberg
United States of America
(for North America)
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Annex 4
Actual and Proposed Implementation Dates of ICD-10
Country Mortality Morbidity
Argentina 1997 .
Australia 1999 July 1998
Austria 1998 -
Bahamas 1998
Belgium 1998
Belize 1997 .
Brazil 1996 1998
Canada 1999 1999
Chile 1997 .
China 2000+ 2000+
Colombia 1999
Costa Rica 1006
Cuba 1998
Czech Republic 1994
Denmark 1994 1994
Dominican Republic 1996
Ecuador 1997
El Salvador 1997 .
Estonia 1997 1997
Finland 1996 1996
France 1998 1997
Germany 1998 1998
Guatemala 1998 ..
(Guyana 1998
Haiti 1998
Iceland 1996 1997
Ireland 1998
Ttaly 1998
Jamaica 1995 .
Japan 1995 1996
Kuwait 1995 1996
Latvia 1996 1998

Lithuania 1997 1998
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Country Mortality Morbidity
Macedonia 1996
Malta 1995 .
Mexico 1998 199%
Netherlands 1996 1998-2000
New Zealand 1999 1999
Nicaragua 1997 .
Norway 1996 1999 (1997 - Psychiatry)
Panama 1998
Paraguay 1996
Pera 1997
Poland 1997
Portugal before 2000
Puerto Rico 1999
Qatar 1995
Romania 1994 .
Russian Federation 1998 1998
Slovakia 1994
Suriname 1996 .
Sweden 1997 1997
Thailand 1994 1994
Turks and Caicos 1999
United Kingdom
- England and Wales 2000 1995
- Scotland 2000 1996
- Northern Ireland 2000 1996
United States 1999 2001
Venezuela 1996 1997

.. information not available
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