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The Expert Committee on Health Statistics met in Geneva from 4 to 10 Jume 1974,
Dr A. 8. Pavlov, Assistant Director=General, opened the meeting on behalf of the Director-
General and welcomed the participants.

The Committee elected Dr M. A. Heasman, Chairman, Dr G. Cerkovnyj, Vice=Chairman, and
Dr R. Wells, Rapporteur,

The Committee adopted the agenda, which dealt principally with the general structure of
the Ninth Revision of the Internatignal Classification of Diseases (ICD), the revision of its
individual chapters and other matters related to its use.

1. PREPARATORY WORK ON THE NINTH REVISION OF THE I(D

Preparations for the Ninth Revision of the ICD had been proceeding for nearly five years
and had heen the subject of three reports of the Study Group on Classification of Diseases
and four reports of mestings of Heads of WHO Centres for the Classification of Diseases.
These reports contained various teechnical recommendations intended as guidance in the prepa-—
ration of draft proposals for a revislion which would provide a classification suitable for a
wide variety of health and social requirements.

The Study Group on Classification of Diseases held its first meeting in Geneva in
October 1969 to consider the programme for preparation of the Ninth Revision. It laid down
general guidelines for the scope, content and form of the Ninth Revision, considered the
implications of developments and trends in various related activities, and recommended that
additional classifications, either within or complementary to the ICD, should be prepared for
handicaps and impairments, morphological (histolegiecal) classification of neoplasms, surgical
operations and other medical and surgical procedures, including laboratory examinations.
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The second meeting, held in November 1971, reviewed the progress made in the revision of
the individual chapters of the ICD and the associated classifications, and gave further guidance
un certain general matters. It took account of views expressed at two meetings of Heads of
WHO Centres for Classification of Diseases which had been held since the first Study Group
meeting, and several meetings of groups of countries on & common lanpuage basig.

The third meeting of the Study Group was held in January, 1973, and considered matters of
major principle contained in proposals for revision of the main chapters of the ICD prepared
by the WHO Centres for Classification of Diseases, by WHD Headguarters Units, by WHO <¢onsul-
tunts and temporary advisers or expert groups, comprehensive proposals from the United States
of America, the Pan American Health Organization, the Nordic Medical Statistical Committee
(NOMESCOQ), the Drei-Liander Conference and meetings of countries organized by the Regional
Offices of WHO, and comments received from many other countries and individuals. Tha Group
alzo reviewed progress on the associated classifications.

On the basis of the Study Group's recommendations on the proposals, WHO was asked to
prepare a complete draft of the Ninth Revision of the ICD, to circulate it to Member States
and to submit the draft and & summary of the comments to the Expert Committee, together with
drafts of the associated classifications.

The reports of thoese meetings were very valuable to the Expert Committee in its
deliberations,

The Expert Committee,

NOTED the Reports of the Study Groups and the meetings of Heads of WHO Centres for
Classification of Digeases, and

THANKED them for their valuable preparatory work for the Ninth Revision of the
Internatinonal Classification of Diseases.

The Expert Committee's recommendations for the Ninth Revision of the ICD are the subject
of the body of this report. Many of these recommendations are those formulated by the pre-
paratory meetings; others of their recommendations had to be reconsidered by the Expert
Committee in the light of comments ont the draft proposals cirgulated to Member countries.

2. GENERAL STRUCTURE QOF THE ICD

The Expert (Committee considered the comments which had been received from a number of
countries on the draft revision proposals circulated to Member States.

2.1 General

2.1.1 The Ninth Revision of the International (Classification of Diseases, Injuries and Causes
of Death will be a direct descendant of earlier classifications designed for the presentation
of single-cause statistics of causes of death. The most recent revisions recognized that the
ICD could be and increasingly was being used for the presentation of statistics of morbidity
and medical eare, for indexing and retrieval of medical records such as hospital ¢ase records,
and that multiple—condition analysis was being used in many of these applications, The
Committee considered that these other uses of the Classification would increase in ilmportance
and the Ninth Revision of the ICD must accommodate such of their special needs as would not
prejudice its traditional use in mortality statistics. In this connexion, the Committee

noted the following resolution of the World Health Assembly in May 1674 (WHAZ7.55).
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"The Twenty-seventh World Health Assembly,

Recognizing the vital contribution of the International Classification of Dissases
to international cooperation in the field of health statistics;

Noting that the data currently provided have greatly assisted in the development
of preventive services;

Recognizing additional needs for appropriate data created by expanding activities
of planning and monitoring of health care delivery systems;

Noting also the increasing demand for relevant data for the evaluation of cliniecal
activities; and

Concerned with the danger that these additional needs may be met by the development
of a diversity of systems in different countries with a consequent laeck of international
communication;

REQUESTS the Director-General to ensure that the next Revision of the International
Claszification of Diseases would include the means of meeting these needs, without
prejudice to the continuing use of the Classification for its traditional purposes.”

2.1.2 Although a number of suggestions had heen made that the ICD should undergo & radical
revision of its entire concept and structure, the Committee did not consider that the Ninth
Revision would be the appropriate time for this, Recognizing the merits of the current
structure of the ICD, it nevertheless felt that the possibility of radical revision should
seriously be considered for the Tenth Revision of the ICD.

2.1.3 In the Ninth Revision of the ICD, the essential basis of the Eighth Revision should be
retained in reéspect of the axes of ¢lassification, the main chapters and the decimal numbering
system; and, unless e&ssential for other reasons, there should be ag little change in the
numbering of sections as possible.

2.1.4 In the early stages of the preparatory work it was thought that the Ninth Revision could
bhe largely restricted to the provision of additienal subdivigions of existing three-dipit
categories, but many of the clinicgal specialists consulted expressed grave dissatisfaction with
the existing Classification, and in certain sections medical knowledge had advanced so rapidly
that the existing arrangement of categories was already badly out of date. The 1973 Study
Group considered that most of the demands for modifications to the ICD to make it suitable for
health care purposes could be meét without wnduly asffecting its suitability for "underlying
cause’™ tabulations, and that these modifications showld be incorporated in the draft propesals.
The Expert Committee recoimended the acceptance of this kind of modification; which invelved,
among other things, complete restructuring of certain chapters, or sections of chapters, but
without c¢changing the overall blocks of numbers previously allocated. Minor numbering changes,
such as a shift of a series of numbers by one or ten, which tend to confuse coders and result
in numerous errors in the statistics, should be kept to a minimum.

2.1.5 The Committeo recommended that notes and instructions be included on use of the ICD
for morbidity statistics and indexing as well as use in mortality statistics.

2.1.6 The Committee recommended there be better provision for classifying certain matters,
such as complications of medical and surgical procedures, symptomatology, and other causes of
hospital admission that gamnot bhe covered by diapnogses of physicael and psychiatric illnesses.
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2.1.7 The Committee noted that multiple=~condition analysis would enable certain additional
categorios of relevant information to he used, and recomménded that the Nipnth Revision should
provide scope for the classification of handigaps, symptoms, and other secondary diagnoses and
less precise information that would not normally be used if only a sipgle diagnosis could be
coded . Azsumptions of etiolopy compliceate multiple—condition coding and should be diz-
continued so far as possible.

Z.1.8 The Committee recommended that the Tabular List should indicate unambiguously the
content of rubrics, and where this could not be achieved adequately by the use of inclusion and
execlusion terms in the usual way a note should appear explaining the category content.

flowever, the appearance of such notes under diapnostic terms used as verbal descriptions of
categories should not be represented as defining the meaning of these terms in normal medical
usage; the meaning of some diagnestic terms may change with advancing knowledge, but the
content of rubrics in the Ninth Revisgion of the I(CD must remain constant.

2.1.9 It was considered that the titles and inclusion term2 in the Tabular List should he
the prime retference source of preferred terms, and so far as possible should be based on the
work of the CIOMS in the preparation of their nomenclature of disease. The list of inclugian
terms shown should, where possible, bhe based on studies of terms actually used.

2.2 Late effects

The Study Croup meeting in January 1973 requested WHO to consider the possibility of
bringing all "late effocts" together in an area of the Classification where sufficient space
could be found for a fuller classification of the nature of these effects. The ICD Unit
attempted unsuccessfully to find a way to do this, and therefore as this was not possible the
only practicable options were either to keep "late effects” categories much as they were in the
Eighth Revision (and provide separately for the nature of the affects themselves) or to remove
them altogether from the main elassification. The Expert Committee recognized that there was
a neod for categories entitled "late effects of . . ." in the main classifigation, and there-
Tore recommended that provision be made for this in the appropriate chapters of the Ninth
Revizion along lines similar to those in the Eighth Revision.

2.3 Feourth=dipit subdivisions that are ecommon to a group of categories

The Committee considered it desirable to reduce unnecessary repetition of fourth-digit
subdivisions commen to a group of three-digit categories, and yet prevent the former being
overlooked. Where such fourth-dipit subdivisions were not repeated after each three-digit
category them an appropriate note should be added, at least on every page, indicating where
details of the fourth=digit subdivisions are to be found.

4.4 ldentification of "other” and "ungpecified"” components of residual sub-catepories

The fourth-digit .2 should usually be reserved for "unspecified” and the .8 for "other
specified” except where this digit was needed for a more specific category and little or
nothing remsined to be clacsified as "other specified".

2.5 Addition of .9 as a "filler"” code for unsubdivided three—digit categories

The November 1071 meeting of the Study Group on the Classification of Diseases recormended
that a .9 should be printed az a standard "filler" fourth-digit in three-digit categories
which had no fourth=digit subdivisions. However, the Expert Committee noted that this proposal
was unacceptable in some countries, and therefore recommended that no stapdard "filler" fourth-
digits should he printed in the Ninth Revision.
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2.6 Alternative classification of certain diagnostic statements

2.6.1 The Committee recommended that the Ninth Revision of the ICD should include a provision
for alternative codes for those diagnostic statements which carry information about both the
etiology apd the manifestation or localization, and which have traditionally been classified
by the 1CD ac¢c¢ording to etiology, but where the manifestation component may be more important
for certain health care purposes. 0f the two alternative codes, one should be the traditional
classification according to etiology and be identified by & dagger (+), the other should
¢lassify the statement according to manifestation and be identified by an asterisk (*).

2.6.2 TFor coding to provide statistics onm the underlying cause of diseases, these diagnostice
statements would be positioned in the ¢lassification according to etiolopy. However, for
other purposes, the same diagnostice statements would be placed in the classification sogording
to manifestation. Both of the alternative codes could bhe used in hospital and other record
indexing and in multiple-condition coding. In this way, the use of one type of code to sub-
divide the other would enable both axes of classification to be shown and could provide a high
dagree of specificity.

3.8.3 The Committes noted that in the circulated proposals the scheme had not always heen
fully or consistently applied and asked that the Secretariat develop it to the maximum prac-
ticable extent. It also noted that the already arranged postponement of the Revision
Conference until Qcteber 1975 would provide time in which this work could be done, and heard
with satisfaction that because of improved methods of production of the printed volumes, WHO
did not anticipate any delay in publication on this account.

2.6.4 During the discussion of this subject, a proposal was made to subdivide individual
catégories so that each manifestation and localization could be separately identified, thereaby
making it possible to construct lists of all codes for conditions affecting particular parts

of the body and of interest to the relevant specialties. This would provide a more econgmical
system of coding when both axes of classification are required. No additional coding would be
required where an etiological rubric concerned a single anatomical leocalization; where an
etiological rubric dealt with more than one localization, only one additional indicator
(preferakly alphabetical) would be racquired. The Expert Committee acknowledged the merit of
this proposal, which it felt served purposes beyond the intention of the "dagger and asterisk"
scheme, but considered that while this might be apprepriate for the Tenth Revisicn it could

net be recommended for the Ninth.

2.7 Coding of effocts of drugs

The Expert Committee recommended that in the Ninth Revision of the ICD the adverse effact
of drugs administered in therapsutic doses should be distinguished from poisoning by overdese,
by a drug being administered or taken in error or by the wrong drug being given or taken,

The adverse effects of therapeutic administration should be classified to the normal places for
these conditions in Chapters I to XVI of the ICD, and poisoning should be classified in
Chapter XVII.

2,8 Printing ¥Format for Tabular List

The Committee noted comments suggesting that the use of dagger and asterisk symbols alone
did not provide a sufficiently ¢lear distinction when twe codes wero given for the same con-
dition, and that there should alse be a typographic differentiation. The Committes requested
the Secretariat to consider whether it was possible to make a clearer distinction between the
alternative codes; it was however important not to prejudice the timetable of publication.
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. FROPOSALS FOR REVISION OF THE MAIN CHAPTERS OF THE iCD AND OF THE E CODE

The Expert Committee had before them the draft proposals for revision of the main
Chapters of the ICD and the E Code, which had been circulated to Member States, and con-
sidered a numbgr of comments from those countries, including many on points of detail which
were referred to the Secretariat, and are not set out in thisz report. The proposed changes
in the Chapters and the E Code between the Eighth and Ninth Revisions, are described briefly
below, The Committes recommended that WHO prepare definitive proposals for submission to
the Interpational Revision Conference, based on the draft proposals but adjusted in the light
ol their recommendations for the various Chapters as set out below, and matters of detail which
were left to the discretion of the Secretariat.

Chapter I - Infective and Parasitic Digeasas

The proposed changes in this Chapter mainly took the form of some increase in specifiecity
ang updating of terminology.

WHO had recommended that the former title "Infective and Parasitic Diseases" should be
amended to "Infectious and Parasitic Diseases" to conform with standard terminology. The
Committee congidered that there was a difference in English usage between the meaning of the
two words and that "infective” more accurately represented the content of the Chapter. They
asked for the decision to be reconsideored.

The Committee noted a proposal from the Scientific Committee on Epidemiology of the
International Union against Tuberculosis that the bacteriolagical confirmation of tuberculosis
should be shown at the mandatory three-digit level in the Ninth Revision. Thiz proposal was
in line with the strong recommendations of the WHO Expert Committee on Tuberculosis* that
"bacteriologically proved disease should become the basis for a diagnosis of pulmonary
tuberculesis™ in the Internatiomal Classification of Diseases and with the present WHO pelicy
on tuberculosis. The Expert Committee recognized that such information was extremely lmportant,
and that bactericlogical confirmation of tuberculesis should be encouraped, but noted that this
informalion was rarely provided on most of the records (including death certificates) which the
ICH was used to classify. Confirmation of diagnosis was a problem applying generally through-
out the ICD and was not confined to the sections on tuberculosis, This type of information
was difficult to collect in & uniform manner, and its significance in mortality and medical
¢are records often c¢ould not he asszessed because of uncertainties about the time relationships
between confirmation of diagnosis and the event being coded. The Committee, therefore, con-
sidered that the confirmation of tuberculosis was an item of information best dealt with outside
the classification of the disease itself in the ICD, and endorsed the recommendations of the
Study Group on Classification of Diseases in January 1973 that diagnostic methods in tubercu-
losis should not be indiecated at the thres-digit level in the Ninth Revision. This information
could be indicated at the fifth=digit level, as in the proposal.

WHO was asked to consider whether it would be practicable in this Chapter to group together
the diseases dus to Chlamydiae and other newly-recognized classes of organisms.

Chapter J] - Neoplasms

The proposed changes for malignant neoplasms were mostly of a minor nature, the majority
of the categories being identical with those in the Eighth Revigion. New sections had heen
inserted for carcinoma-in—zitu and for well-categorized neoplasms the benign or malignant nature
of which is not well defined. Benign tumours with endocrine function, previously classified
in Chapter III, now had ecategories in Chapter II and it was proposzed that endocrine function of
any lTumgur could be coded as a separate item of information.

: Wld Hlth Org. techn,. Rep, Ser., 1864, No. 220; 1974, No. 552.
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It was noted that an "Adaptation of the ICD to Oncology", (ICD-0} will be published
separately by WHO at the same time as the Ninth Revision. It was intended to meet certain
special needs in oncology.

To assist in maximizing continuity in neoplasm statistics between ICD-8 and ICD-9 it was
agreed that:

(i) gaps could be allowed in the fourth-digit subdivisions of certain three-digit
categories (162.1, 171.1, 183.1, 1B7.0 and 194.2); apd

(ii) an anatomically irregular subdivision of ¢ategory 153, Malignant neoplasm of
Colon, could be used.

it was proposed that a morphology (histology) code designating the type of neoplasn
should be used in conjunction with the basgically anatomical classificatien in Chapter II of
the ICD, and be published as an Annex to the Ninth Revision. The Committee recommended that
the exact form of the proposed code receive further comsideration.

Chapter III - Endocrine, Nutritional and Metabolis Diseases

The proposed revision of the endocrine section of this Chapter was mainly concerned with
providing additional detail at the fourth-digit level for the better classification of many
newly-recognized disorders. In the nutritional section, a change of order allowed additional
prominence for the varicus types of malnutrition. Metabolic disorders were classified in
more detail and it was proposed to remove the distinction in the classification batweon rthose
specified as congenital and the others (in practice many of these congenital conditioms are
not specified as such). A proposed additional category at the end of the Chapter provides
for the classification of disorders involving the immune mechanism and it is proposed that
the Chapter title should reflect this fact.

WHO was requested to determine whether the terms "nutritional ocedema" shown as a&n inclusion
term under 260, Kwashiorkor, and "hunger oedema” shown ag inclusion term under 262, Severe

Protein=Calerie Malnutrition, ¢ould be distinguished and separately defined,

Chapter 1V = Diseases of the Blood and Blood~forming Organs

Extra gspecificity and provision for newly-recognized conditions was provided in the
proposed revision of this Chapter by additional fourth-digit rubrics.

Chapter V = Mental Disorders

The development of proposals for revision of this Chapter had formed part of a long-~term
WHO project investigating international practice in diaghosis and terminology in mental illness
and its effect on the statistics. Many categories remained c¢omparable with those in the
Eighth Revision but there had been extensive rearrangement and provision for different
concepts.,

The Committee congidered that, as in the draft proposals, glossary descriptions should be
given for most of the rubrices in this Chapter to define the intended content of each category,

but not necegsarily to define inflexibly the meaning of diagnostic terms.

Chapter VI = Digseases of the Nervous 8ystem and Sense Organs

It was proposed that the sections of this Chapter relating to nervous diseases and eve
conditions should underpgo a major structural revision to allow for more practicable grouping
and more precise characterizmation of the conditions, in the light of current knowledge.
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The Expert Committee agoepted a request from the International Counci) of Ophthalmology
for a rearrangement of numbering of categories 360 to 379 in the draft proposal for this
Chapter, and recommended that paralysis and other late effects of brain lesions be more
hrocisely identified.

Chapter VIT - Diseases of the Circulatery System

Certain adjustments were proposed in this Chapter, but the basic structure remained as in
the Eighth Revision. The distinction between malignant and benaign hypertension would now he
made at ithe fourth-digit level only, reflecting clinical doubts about the meaningfulness of
the information. A section for diseases of pulmonary circulation had been intreduced.

Chapter VIII - Diseases of the HRespiratory System

A fairly extensive revision and restructuring of this Chapter was proposed to provide a
more logical anatomical arrangement, to allow grouping together of chronic obstructive Iung
diseases, more specificity, apd better provision for many newly-recognhized disorders.

Chapter JX - Diseases of the Digestive System

In this Chapter, the proposed revision mainly took the form of increased subdivision at
four-digit level without major restructuring.

The Expert Committee recommended that the categories for peptic ulcer, 531-5334, should be
subdivided to indicate not only whether the ulcer was acute, or chronic or unspecitied, as in
the proposal, but also whether there was perforation, haemorrhage or both.

Because of lack of space, the Committee did not accept a sugpestion to c¢lassify dental
caries at the three—digit level, although recognizing the importance of the condition a2s a

source of morbidity.

Chapter X = Diseases of the Genito-Urinary System

Major restruciuring was proposed of the sections in this Chapter relating to kidney
diseases and disorders of female genital organs, to provide the more detailed classification
required by clinicians while at the same time maintaining relevance for mortality statistics.

Chapter XI - Complications of Pregnancy, Childbirth and the Puerperium

The proposal for this Chapter was for major restructuring, to provide greatly increased
specificity and more appropriate grouping of cenditions for use in statistics of obstetric
care.,

The Expert Committee recommended that complications of the various types of abortion should
be indicated at the fourth-digit level and not have to be demonstrated by multiple coding as in
the draflt proposals circulated.

Comments had been made that the categories for maternal non—obstetric conditions com—
plicating the course of pregnancy, childbirth and the puerperium were not appropriate in this
Chapter, &nd their inclugion would zlter the definition of "maternal deaths”. The Committee
themselves recommended a definition of maternal deaths (gee 6.3.4 and 10) which included these
conditions and in addition recognized that they represented special problems during the care
of pregnancy and considered the inclusion of categories for them in this Chapter was necessary.
The categories should not be marked with an asterigk, since the conditions would be classi—
fiable 1o these categories for all purposes.
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Chapter XI1 = Diseasoes of the Skin and Subcutapeous Tissue

Extensive additional subdivision was proposed in this Chapter.

Chapter XIII - Diseases of the Musculoskeletal Syvstem and Connective Tissue

A major rearfangement of this Chapter was proposed, with extensive additional subdivision,
which allowed for the grouping of back and other common disorders in a manner more in line with
current medical thought, and which also provided better characterization within the Chapter of
important clinical problems the causes of which were classified elsewhere. The Committee did
not conzider appropriate a suggested change of the Chapter title to "Disorders of the Locomotor
System and Connective Tissue®

The Committes asked the Secretariat to consider the inclusion of o recommended fifth-digit
code for site, which many of those who had commented on the draft considered important.

Chapter X1V = Congenital Anomalies

This Chapter had been considerably altered at the time of the Eighth Revision and it was
proposed that there should only be a number of minor category adjustments.

Consideration was given to several suggestions for more detai)l to be provided on con-
genital ancomalies of the circulsatory system, particularly those of the heart. To provide
space for this, it was agreed that an extra category be obtained for circulatory system
anomalies by classifying the congenital anomalies of the nervous system in three three-—digit
categories instead of four, though it was emphasized that Anencephalus and Spina bifida ought
5till to be eclassified at the three—digit level,

Chapter AV -~ Certain conditions originating in the perinatal period

The proposal for the revision of this Chapter was for a major change, with removal of
categories indicating ecombinations of maternal and fetal or infant conditiems, apd with much
expansion of the rubrics for the conditions in the fetus or infant to allew beatter charac—
terization of certain recently recognized conditions.

The Secretariat were asked to provide an explanstory note at the beginning of this Chapter
to define clearly its content.

The Committee considered a suggestion that the categories for maternal conditions affecting
the fetus or infant should be moved elsewhers, possibly to the E Code, but recommended that
they remain in Chapter XV. Objections were noted to the inclusien in this Chapter of a cate-
gory for certain infections peculiar to the newborn period, but the Comm;ttee recommended that
the category remain as in the draft proposal cireulated.

Chapter XVI -~ Signs, Symptoms and Ill-defined Conditions

An extensive revision of this Chapter in the c¢ireulated proposals allowed for more
specificity in clasgification of signs and symptoms, and made provision for certain abnormal
findings on investigation which alse may be reported in lieu of diagnoses in health-gare
records, Certain other conditions which were classified in this Chapter in the Eighth
Revision and which were thought to point eclearly to particular diagnoses were now classified
in the ¢hapters for the relevant systems.
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A comment had been received that all symptoms ought to be brought together in this Chapter,
but the Expert Committee noted that there was insufficient space to do this adequately, and

considered that the symptoms which were already or were proposed to be classified in other
Chapters were better situated there.

Chapter XVII - Accidents, Poisoning and Violence

In the circulated proposals, the categories in this Chapter had been rearranged to a
certain extent to allow for more detail, and in particular for gpecific classification of

injuries to bleoed vessels, crushing injury and nerve injury, which were difficult to c¢lassify
in the Eighth Revision,

The Expert Committee recommended that the category for "Injury, unspecified”™ should bhe
moved from 996 to 939, which was available, and where it wauld be better placed.

It was agreed that catepories for peoisoning by drugs (overdose, wronpg drug, etc.) were
best expressed in terms of the kind of drug causing the peoisoning state. The Committee
recommended # more comprehensive classification of the adverse affects of misadventures and
complications during medical and surgical procedures, and requested the Secretariat to develop
this in the definitive proposals.

E Code - Supplementary Classification of External Causes and Injury and Poisoning

Although the revision proposals for this Code left the basie structure much as in the
Eighth Revision, a more detailed classification was provided in many areas and there was
improved grouping of accidents caused by machinery. The Committee noted comments received
on the revision proposal suggesting that it would be difficult to produce statisties for total
accidents in the home, farm accidents and sports accidents, and was informed of a proposed
rearrangement which might meet more of these requirements. The Secretariat was requested to
consider ways in which this point could be met, and if appropriate to develop the alternative
proposal more fully.

S0 far as effects of drugs are concerned, <¢odes in the E Code should enable administration
in therapeutic doses to be distinguished from accidental poisoning, suicide, homicide, etc.

The Committee recommeonded that in the Ninth Revision the E Code be used to indicate
the external cause of certain conditions classified in Chapters ! to XV1 of the Classification,
i.e. adverse effects of drugs administered in therapeutic doses and lecalized or long-=term
effects of poisonous substances.

Although the E Code was to be regarded as a supplementary classification for mortality
atatistics the E Code should be used in cases in the presentation of statistics where both
an E code and a code in Chapters I to XVII applied but only one code was being used.

4. SUPPLEMENTARY CLASSIFICATIONS

WHO was asked to consider further the titles of these codes and the alphabetical prefixes -
particularly with regard to translation problems.

4.1 I Code - Claggification of Impairments

The draft proposal for this classification consisted of a three=digit code, meaningful
at two=dipit level, and covered impairments mot only of limbs and other parts af the body,
ingluding internal organs, but also impairments of special senses and related functions.
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The Committee commended the work done in developing this new code, noted that it would be
subject to some changes in the light of comments and recommended that when fully developed it
should be published as a suppleméntary code to the Ninth Revision of the ICD.

4.2 H Code = Classification of Handicaps

The draft proposal for this consisted of & coding system for eight individual aspects of
handicap each with a single—digit code, which could be used singly or in any appropriate com—
bination, depending oh users' neads. The work done on this code was also commended and the
Committee recommended that it, also, should be published as a separate code at the Ninth
Revision of the ICD when fully developed.

4.3 M Code — Classification of Morphology of Neoplasms

The Code classifying morphology (histology) of neoplasms, referred to in connexion with
Chapter 1L of the main classification, is recommwended to be published as a supplementary code
in the Ninth Revision.

4.4 Code of Symptoms and Complaints

The Committee requested the ICD Unit to continue work on the development of a code to
¢lassify symptoms and complaints, but recognized that such a code would not be available in
time to bhe published with the Ninth Revision of the ICD. However, the Committee requested
that the ICD prepare a full draft of such a code with a view to its being published separately.

4.5 V Code — Classification of Other Réasans for Contact with the Health Care System

This Code has been developed from the former Y Code, and is intended for the classification
of statements of "disgnosis" which are not diseases and are not classifiable in the maein part
of the ICD. It was noted that some of the categories, those in the later parts, may be used
only in addition to aneother "diagnosis", whilst the earlier categories were suitable for use
either when no conventional diagnosis from the mainm part of the ICD had been reported or as
agditiona) descriptor codes in multiple coding.

The Committee commended the work done on this Code and recommended that it be published
as a supplementary code in the Ninth Revision.

4.6 Classification of Surgical Operations and other Procedures

The Committee commended the work done on these draft codes, which were the result of an
international exercise and were compatible as far as possible with codes already in widespread
use in several countries. WHO was requested to give consideration to the title of the codes,
choosing one which better reflected the purpose and contents,

In the surgical classification, the Committee requested WHO to provide for further detail
in certain types of surgical operation. Space for this gould be found by omitting the summary
classification of non=gsurgical procedures, which seemed to be redundant since full qlassi-
fications of these procedures would be prepared,

4.7 Publication of Supplementary Classifications

The supplementary classifications in tabular list form, together with appropriate
alphabetical indexes, and the main body of the ICD would be too bulky to publish in only two
volumes. The Committee therefore recommended that the E, V and M codes be included in the
main volumes, and the remaining supplementary classifications be published separately as soon
&5 they have been fully developed and have received widespread approval.
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The ICD system of reservimg the terminal digits 8 and 9 for "other specified” and
"unspecified", respectively should be used in the supplementary classification also, to allow
individual users to expand them by subdividing "other" categories.

S LISTS FPOR TABULATION OF MORTALITY AND MORBIDITY STATISTICS

5.1 General Format

At its meeting in 1973, the Study Group on the Classification of Diseaszes approved and
commended the general philosophy of a recommendation for a change in the structure of the
"short lista” for tabulation for various purposes. The main features of the proposed system
were that:

(i} The residual groups ("other diseases of . . .") would be replaced by subtotals for
the section concerned, with only certain conditions of particular interest or importance
being highlighted.

(1ii) There would be minimal requirements of reporting for various purposes, though
usors would be free to inglude any additional items that might be considered important
in a particular region or situation.

(iii) The system avoided the present difficulties with the special tabulation lists A,
B, C and D, whereby a particular short list item had a different number in each list or,
while having the same or similar title in each list, might not have the same content.

The Expert Committee endorsed the above recommendations.

1t wes not considered necessary to have separate tabulation lists for the two (dagger
and asterisk) systems of classification that are proposed for the Ninth Revision ags these two
systems used essentially the same c¢lassification at the three—-digit level. It was essential,
however, that users should state clearly which system had been used when publishing data, as
the frequencies for certain categories would vary greatly depending on whether the dats had
bheen classified primarily according to etiology or manifestation,

0.2 Twordigit Mipimum List for Publication of Intermational Mortality and Morbidity Statistics

The Committee considered that this list should be restricted to about 50 categories, and
should he prepared in the general format recommended above, while showing separataly each
guarantinable disease. In preparing this lis%, it was suggested that the Secretariat should
consult the relevant WHO gpeeial units, the United Natiens Statistical Division and PAHC.
Members of the Committee were invited to send the Secretariat their individual proposals for
cetegories to be included in this list.

This two-diglt minimum 1ist should be the obligatory minimum for all international
reporting of mortality and morbidity statistics.

5.3 Three=dirit Tabulation List

The work already done on this list was noted, &nd the Committes sugpested that the
Secretariat consult the relevant WHO special units in preparing the fina) drafrt.

5.4 Tabulation Lists for "Sentinel” Disg¢ases and Conditions

The Committes noted that reguests had been received from certain developing countries for
appropriate short lists of so-called "sentinel' diseases and conditions. In ¢circumstances
where comprehensive and reliable health statistics were unavailable, a small number of easily
recognized conditions might be valuable indicators of public health problems and of soecio-
economic development. However, lists of such conditions tended to have very limited local
application, and the Committee therefore suggested that the Secretariat consult on this matter
the WHO units concerned with national health planning and the Regional Offices.
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G. OTHER ITEMS RELATING TO THE USE OF THE ICD

6.1 Multiple Conditions Analysis

Where more than one condition was recorded on a death certificate or morbidity case record,
and multiple-condition ceoding and processing was intended, it was necessary to establish a set
of coding rules. The Committee commended the following procedure and four rules which were
essentially those produced by & WHO Consultation in 1969 apd had been tested ip relation to
the Eighth Revision.

Procedure

(i} Where single-condition as well as multiple-condition coding is carried cut, the single

condition ("undérlying cause" for mortality or "main condition treated” for morbidity) should
first be selected and coded. Then, &ll the conditions {(includinpg the single condition just

coded) should be dealt with according to the following rules.

(ii) Tor some purposes, users may wish to add some indication of the position of the terms
on the certificate or abstract, or their relationship with each other.

{1ii)} The ohiect is to code all merbid conditions reported, but if there are practical
limitations to the number of conditions which can be coded, then an attempt should be made to
code as many as would exhaust the information on the great majority (say 95%) of records. If
there are more conditionsz than can be coded, see Rule 4.

Rule 1. Code the conditions by using existing ICD four-digit categories and sub=categories,
as defined by the Tabular List and Alphabetical Index, but not taking into acdount linkages
in the notes for underlying-cause mortality coding.

If the alphabetical index shows two codes for a single disease, use both.

No code number should be used twice,

Code in the order that conditions are found on the certificate or abstract, For E codes,
V codes, etc., indicate the prefix in some suitable way.

Rule 2. Sometimes a certifier will use a general term to describe & condition and then define
it more specifically. In such a ¢ase, code the specific term and ignore the general term.
(The eriteria for this are those of Rule 8 = S8pecificity = of the rules for selection of
underlying cauvge from mortality records.)

Rule 3. If 2 surgical ¢peration is mentioned amongst the diapnoses, do not code it as a
surgical operatlen but code the condition for which it was performed, If this is not stated,
use the code for the condition for which the operatieon is usually performed, or if in doubt,
the residual category for the organ or site indicated by the name of the operation. I1f no
site is indicated, code T99.8.

Rule 4. If there are too many conditions to code (see 1 (iii) above) proceed as follows:

(a) give priority in coding to:

(i) the condition or conditions selected for single=-condition analysis (underlying cause
and/br main condition treated);

(i1} concurrent conditions unrelated to (i)

(iti) conditions related to (i), and of these, those nearest in time to (i).




WHO/1CD9 /74.4
page 16

(b if several congenital malformations are listed, give pricrity to the first most specific
code from @ach anatomical group;

() if several injuries are listed, give priority in the order brain or skull, spine, internal
organs or trunk, other fractures, other injuries. In extreme cagses, use the codes for
"multiple fracture', "multiple open wounds", etc. to reduce the number of codes;

(d) give lowest priority to non-specific conditions such as “respiratory failure', "heart
failure”, "multiple pregnanecy” - or in relation to 2 baby, immaturity", “postmaturity”,
"maceration'.

6.2 Selection of Bingle Condition or Problem from Health-care Records

For single code selection from morbidity case records to produce hospital and other health
care statistics and tabulations, the Committee recommended identification by the respensible
medical practitioner or other health care professional, and ¢oding, of "the main condition or
prot:lem treated or investigated (during the relevant episode of hospital or other care)".

6.3 Health Statistics Methodology Related to Perimatal Events

G.3.1 A Scientifie Group met in Geneva in April 1974 to congider this matter.
6.3.2 The Expert Conmittee,

NOTED the Heportl of the Scientific Group;

THANKED the Group for its valuable work;

ENDORSED its recommendations relating to definitions, terminology and format of
statistical tables relating to the perinatal period, and also the form of a special
coertificate of causes of perinatal death and its method of use;

NOTED with reservations its recommendations relating to the selection of a single
underlying cause for mortality statistics from those raported on the proposed new
certificate of causes of perinatal death;

NOTED with reservation its recommendations relating to maternal mortality definitions.

6.3.3 In regard to the proposed definition of maternal death and the associated rates, the
Expert Committee agreed that it might be desirable for certain purposes to attempt to enguire
inte all deaths of women during pregnancy, childbirth and the puerperium, but considered it
impracticable to include within the definition of maternal death those resulting from accidental
or incidental causes not related to the pregnancy or its management (defined in the Scientific
Group Report as "non-obstetric maternal deaths') because of the impossibility of identifying

alil such deaths, The Expert Committes therefore propeosed to define maternal deaths as those
resulting from direct or indirect obstetric cause.

6.3.4 All the recommendations of the Scientific Group, amended as described in paragraphs
6.3.3 and 6.3.4, appear in Annex 1 of this report.

1 Document ICD/?E/74.4.
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6.4 Rules for selection of cause of death for primary mortality tabulation

The Committee recommended the addition of a2 new modification rule to the 11 rules (set
out on page 417 of Volume& 1 of the Epglish version of the Eighth Revision). See Annex 1]
for illustrative examples of coding invelving this new rule,

Rule 12. Complications and misadventures in mediecal care. Where the selected underlying
caunse was subject to treatment or surgery and the reported sequence in Part I indicates
specifically that the death was the result of complication or misadventure during, or abnormal
reagtion to, such treatment or operation, code to the latter, regarding the sequence of events
leading to death as starting at the point at which the patient reasted abnormally or at whieh
somathing untoward happened. Disregard misadventures during attempts at resuscitation.

6.5 Training in the uses of the ICD

§.5,.1 The Committee was informed of WHO proposals for training coders and others in the use
and potential of the Ninth Revision of the ICD and its complementary classifications. These
provided for courses of ipstruction at two levels - a2t the professional level to indicate how
to make use of the data provided from the ¢lassification and at the level of statistical
personnel involved in collecting, coding and processing the data,

6.5.2 1t wds proposed that late in 1975 .or early in 1976 there should be a headgquarters
planning meeting to develop the detailed programme of courses and teaching mathods.

6.5.3 Standard sets of training material in the four working languages of WHO would he
prepared and made available, and WHO was considering incorporating advanced audiovisual
methods. The Committee requested that WHO consider preparing programmed learning manuals
which would also agsist in the training of individuals outside formal courses.

6.5.4 The proposed training courses of one week at the higher level and two weelks at the
other level, to take place over 18 months in 1976 and 1977, would be organized in the
appropriate languages in c¢ooperation with Regional Offices and Centres for (lassification of
Diszeases.
6.5,5 The Expert Committee

WELCOMED and ENDORSED the proposals,

RECOMMENDED WHO to make provision

~ for headguarters planning meeting on training;
- for organizing the training material to be used in the proposed training equrses, and

- for providing consultants to assist with instruction at the courses.

6.6 Other systems of clagsification and nomenclature, and their relationship to the ICD
The Committee noted that a number of ¢other systems were bheing used for certain medical
care and health record purposes, and considered that it would be advisable to investigate

their relationship to the ICD.

5.7 Assistance in the production of the alphabetical index to national versions of the ICD

As & by-product of the preparation of the Alphabetigal Indexes for the Ninth Revision in
English and French, WHO will prepare computer tapes indicating how each term appearing in the
Eighth Revision indexoes has been dealt with (re-classified, deleted, amended, etc.) and listing
the new terms that have bean addeod. Copies of these tapes can be made available to anyone who
wonld find them useful in preparing an alphabetical index in another language.
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7. TENTH REVISION

7.1 Svope and copntents

The Committee concurred with the Secretariat's view that the ICD would reguire con-—
siderahble extension in the fields of health (and not just medical care), rehabilitation and
environmental health. In particular there was & need for a better classification of social
health, both in its etiology and manifestation aspects.

7.2 Propramme

There would be every advantapge in commencing work on these classifications in the near
future, and that they should not be tied to the traditional decennial revision of the ICD.
This raised the possibility that revision of the main hedy of the ICD could also be made on a
rolling or continuous basis,

7.3 Trials
The most reliable way to prepare new methods of classification was by the use of develop-
ment trials, and the Committee considered that there should be more emphasis on such trials
in developing the Tenth Revision.
7.4 Structure
The Committee recommended that WHO investigate the sepearation of coding and tabulation

schemes, with the possibility of coding numbers being rapdomly allocated to classified
conditions.
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ANNEX I

RECOMMENDED DEFINITIONS, TERMINOLOGY AND FORMAT FOR STATISTICAL TABLES RELATED TO THE
PERINATAL PERIOD, AND USE OF NEW CERTIFICATE OF CAUSE OF PERINATAL DREATHS

1. The followlpg limits for the inclusion of births and perinatal deaths in statistics

are recommended: ‘

1.1 that all fetuses and infants delivered weighing 500 g or more be .reported for

inclusion in the country's statistics, whether they are alive or dead. It is recognized

that legal requirements in many countries may set different criteria for registration
purpeses, but it is hoped that countries will arrange the registration or reporting procedures
in such a way that the events required for inclusion in the statistics can be identified
easily; ' :

1.2 that mortality statistics reported for purposes of international comparison should
include only those born weighing at birth 1000 g or more.

2, Definitions

The following definitions relating to perinatal statistics are recommended.
2.1 Birthweight

The first weight of the fetus or newborn obtained after birth. This weight should be
measured preferably within the first hour of life bhefore significant post-natal weight loss
has occurred,
2.2 Low birthweight

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

2.3 Gestational uge

The duration of gestation as measured from the first day of the last normal menstrual
period. Gestational age is expressed in completed days or completed weeks (e.g. events

accurring 280 to 286 days after the onget of the last normal menstrual period are considered
to have occurred at 40 weeks of gestation),.

Measurements of fetal growth, as they represent continucus variables are expressed in
relation to A specific week of pestational age (e,g. the mean birthweight for 40 weeks is

that obtained at 280-286 days of gestation on a weight-for-gestational age curve).

2.4 Porinatal peried

The perinatal period is that which extends from the gestational age at which the fetus
attains the weight of 1000 g (equivalent to 28 weeks gestation), to the end of the
seventh completed day (168 hours) of life.
2,6 Pre—term
Less than 37 completed weeks (less than 259 days)
2.6 Term
From 37 to less than 42 completed weeks (259 to 293 days)

2.7 Post-term

Forty-two completed weeks or more (294 days or more)
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2.8 Birth

Complete expulsion or extraction from its mother of a fetus irrespective of whether or

not the umbilical cord has been cut or the placents is attached, Fetuses weighing less
than 300 g are not viable and therefore are not considered as births for the purpoges of
perinatal statistics. In the absence of a measured birthweight, a gestational age of

22 weeks is considered equivalent to 500 E. When neither bhirthweight ner gestational age
is available, a body length of 25 cm (crown-head) is considered equivalent to 500 Ea

T lifc at birth

Life is considered to be present at birth when the infant breathes or shows any other
evidence of life, such as beating of the heart, pulsation of the umbilical cord, or definite
movement of the voluntary museles,
W10 lLive birth

The process of birth when there is evidence of life at or after bhirth.

2,11 Live=born infant

The product of a live birth,
2,12 5tillhirth

The process of birth when there is no evidence of life at or after birth. For the
purpeses of calculation of perinatal mortality rates {(6.3) only stillkirths with a birth-

weight of 1000 g or more are included,

2.13  Stillborn infant

The product of a stillbirth,

2.11 Early neonatal death

Neath of a live-born infant during the first seven completed days (168 hours) of life. Q

2.156 Late necnztal death

BPocath of a live-born infant after seven but before 28 completed days of life,

3. Calculation of mortality rates (for details, see sections 4-6 below}

3.1 Stillbirth rates

Defined as the number of stillboarn infants per 1000 total births (stillbirths plus live
births) over a given period,

3.4 Farly neonatal mortality rate

Defined as= the number of early neonatal desaths per 1000 live births over a given periocd,

d.3 Berinatul mortality rate

Delfined as the number of stillborn infants and early neconatal deaths per 1000 total
births {stillbirths plus live births) over a given period.
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3.1 The calculation of these rates for internaticnatl comparison calls for inclusion of
births weighing 1000 g and over, 1f the birthweight of & fetus or infant is not known,
a gestational age of 28 weeks should be taken as equivalent to 1000 g birthweight. If

neither birthweight nor gestational age is known, z body length (arown-heel) at birth of
3% om should be taken as equivalent to 1000 g birthweight.

1. Recommendations for uniform minimal statistical tables

For the forseeable future, mortality statistics for infants should be restricted to
those weighing 1000 g and over and are intended to provide comparable information for all
countries, They should also provide minimum data for those countries which are, at this
time, unable to produce a more detailed analysis. It ig recommended that all countries
provide the following minimal uniform statistics as soon as possible:

1.1 Ferinatal mortality rate

Stillborn infants weighing 1000 g and over + early neonatal deaths weighing
@ 1000 g and over

Stillborn infants weighing 1000 g and aver + live-born infants weighing
1000 g and over

X 100G

4.2 Early neonatal wmortzlity rate

Early neonatal deaths of infarits weighing 1000 g and over at birth

1000
Live=horn infants weighing 1000 g and aver

4.3 Stillbirth rate

S5tillborn infants weighing 1000 g and over

® 1000
Stillborn infants weighing 1000 g and over + live-horn infapts welghing

1000 g and over

5, Regommendations for further analyses

For more detailed analyses of data on the perinatal pericd concerned with birthweight

and gestatiohal age, statistlcs should be presented in a uniform way which allows comparisons
@ to be made easily.

Detailed tables should be given, where appropriate, related to the total number of

infants bornm, identifying separately those stillborn, those live~born but dying in the first
seven days and those surviving seven days.

5.1 By birthweight by weight intervals of 300 g, i.e. 1000 - 1499 g,
1500 - 1999 g, and so on,

8.2 By gestational age* less than 28 weeks (less than 196 days)
28 = 31 weeks (196 - 223 days)

3% - 36 weeks (224 - 258 days)

37 - 41 weeks (259 - 293 days)

42 weeks (or 204 days) and over
(completed weeks or days respectively),

The duration of gestation as measured from the first day of the last normal menstrual
peried, Gestational ape is expressed in completed days or completed weeks (e,g. events
acourring ZBO to 2BE days after the onset of the last menstrual period are considered to have
occurred at 40 weeks of gestation).
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5.4 For early neonatal deaths, by age at death, using the following Intervals:

birth = 52 minutes

I - 11 hours

12 = 23 hours

24 - 47 hours

148 = 71 hours

72 =167 hours

(completed hours or minutes respectively)

Where detailed information is not available, data on age at death should be provided as
follows:

birth =« 52 minutes

1 = 23 hours

24 =167 hours

(completed hours or mimutes respectively)

In each table, appropriate totals and sub-totals should be given (for example, all
infants with birthweight 1000 - 24989 g, 28 to 37 weeks gestation, etc.) together with
appropriate percentages. If more detailed breakdowns are tabulated, they should be able
to be agpgregated into the above groupings,

G Mortality stalilstics

Thaege should be presented in relation to different groups of infants, using the
definitions of rates given above,

6.1 Stillbirth rates and perinatal death rates = all infants 1000 g or moro
- all infants 1000 g or more in 500 g groups
- infants weighing 1000 - 2499 g
- infants welghing 2300 - 3999 ¢
= infants weighing 4000 g or more
= gestational age-pgroups

6.9 liarly neonatal death rates - all live-born infants 1000 g or more in 500 g groups
- infants weighing 1000 - 2499 g
- infants weighing 2500 - 3999 g
- infants weighing 4000 g or more
- gestational age-groups
- age at death
7. Cnuse of death

Mortality statistics (numbers and rates) should be presented according to the
appropriate ICD list, separately for stillbirths, ecarly neonatal deaths, and perinatal
deaths, These should be given for all infants weipghing 1000 g or more as well as in
apprepriate sub-groups of weight, gestational age, and age at death.

B. Dther variables

Whenever possible statistics on hirths and perinatal deaths should be presented to
show the relatlon to othér factors, such as region, characteristiecs of the mother {parity,
hoalth status, ape, education), socio-economic, ethnic and cultural groups,

f. Farly antenatal deaths

Wherever possible, the above statistical tabulations should also be produced separatoly,
for the group of infants weighing 500 - 099 g at birth, using the corresponding denominators
restricted to infants of 500 - 999 g.
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10, Maternal mortajity

1a.1 A maternal death is defined as the death of any woman while pregnant or within 4% days
of termination of pregnancy, irrespective of the duration and the sita af the pPregnancy,

from any cause related to or aggravated by the pregnaney or its management but not fram
accidental or incidental causasg,

10.2 Maternal deaths are subdivided into two groups:

* 10.2.1 Direct obstetric deaths: those resulting from obstetri¢ complications of the
pregnancy state (pregnancy, labour and puerperium), from interventions, omissions, incorrect
treatment, or from a chain of events resulting from any of the above.

10.2,2 Indirect cbstetric deaths: those resulting from previous existing disease or disease
that daveloped during pregnancy and which was not due to direct obstetric causes, but which
was aggravated by physiclogic effects of pregnancy,

@!' 10.3 The maternal mortality rate, the direct obstetric death rate and the indirect obstetric
) death rate should be expressed as rates per 1000 total births, the latter defined as the

births of infants born live or dead, weighing 1000 g or more at birth.

11. Special certificate of cauge of perinatal deaths

11.1 A separate certificate of perinatal death should be adopted, in which the causes are
get out in the following manner.

{a) Main disease or copdition in fotus or infant

(b) Other disesses or conditions in fotus or infant.

(c) Main maternal disease or maternal condition affecting fetus or infant
(dY Other maternal disesses or matermal conditions affecting fetus or infant

{(e) Other relevant circumstances

@g. 11.2 In addition, the following items were considered to be an integral part of any medical *
) certificate of causes of perinatal death: l

- Identifying particulars including relevant dates and times

~ A statement as to whether the baby wags born alive or dead

= Information about autopsy
11.3 While the supplementary information to be collected at death or stillbirth may be
varied in accordance with the wishes of individual countries it is recommended that consideration
be given to the collection of the following items as a minimum:

Mother

Date of birth:

Previous history:

Number of previous pregnancies: 1ive—births/stillbirths/hbortiuns
Outoome of last previous pregnancy: 1ive—birth/5ti11birth/abortian and date
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CERTIFICATE OF CAUSE OF PERINATAL DEATH
To be completed for stillbirths and live born infants dying within 168 hours (1 week) from hirth
E] Thiz child was live bom on at hours
and diad on at houers
{ldentifying Particulars)
D This ¢hilgl was stilibom an at hours
and died Before iabour m During labour D Nert known D
Mother Child
Date of birth i | i l Ist day of last manstrual period mjm Birthwaight: . . . . . . prammes
or, if unknown, age (yoars) 1 ar, it unknown, astimated duration Sgx’ ‘ﬁ’
of prggnancy (completed weeks) E:l Boy [:I Girl D Indeterminate D
Numbar of previous prognancies: Single hirth D Firat twin I:I
Live birthe Antenatal care, two or more visis Seeond twin E] Other multiple [:]
Stillbsirths Yas
Abartions L Mo
] Not known Attendant at birth
Outcome of |ast previous pregnancy:
Liva birth
Stillhirth Dalivery: Physician D Trained midwifa D
Abigrtion ‘ Normal spontaneous virtex D Qther trained pergen (specify) . . . . . . ..
Daty Other (SEEEHYY . « « oo e Othar Bpocifyl . . . 0 0 . . o Lo 0

CAUSES OF DEATH

a. Main disease or condition in fetus or infant

h, {Other diseases ar conditions in fetus or infant

c. Main maternal disease or condition affecting fetus or infant

d. Other maternal diseases or conditions affecting fetus or infant

e. Other relevant circumstances

The certified couse of death has been confirmed by autopsy D

Autapty information may be availabla later L__l

Autapy not baing il D Signature and qualification
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History of present pregnancy:

lst day of last menstrual period (if unknown then estimated duration of Pregnancy
in completed weeks)

Antenatal care: Two or more visits: Yes/No/Not known

Delivery: Normal spontaneous vertex
Other, specify

Child
Birthweight: in grams
Sex: . boy/girl/indeterminate

§ingle birth: first twin/second twin/other wultiple birth
If stillborn, when death pccurred: before labour/during 1abour/nat kriown

11.4 It iy recowwended that the above data be collected routinely for all live and still=-
births so that denominators would be available to allow calculation of meaningful rates in
relation to perinatal deaths,

11,5 A recommended format of Medical Certificate of Causes of Perinatal Death, which
includes the supplementary data is zppended,

11.6 There are problems in introducing the same certificate of ecauses of death of & live-
bern and & stillborn child in countrias with different civil registration reguirements for
these events. In sueh countries the problem could be met by separate certificates for
stillbirths and early neonatal deaths, each incorporating the recommended format for the
causes of death.

11.7 Other variables which might also be included 1n the basic certificate include
particulars of the birth attendant, as follows: physician/trained midwife/ether trained
person (specify)/other {(specify).

11.8 Some countries might wish to collect certain of the items of information from sources
cther than the certifier of the death, who might not have first-hand knowledge of some of the
data relevant toc the birth. Such countries would need to make their own arrangements for
the provision of this information, depending on loecal cenditions.

11.9  Ac¢curacy of certification

11.9,1 The accurate assignment of cause of death is in the best interests of all countries,
The acecuracy of ascertainment of cause of death in parinatal deaths 1s considerably enhanced

when pathological evidence, both gross and micrascopic, from autopsy, is reviewed in conjunction

with the clinigsl data. It is hoped that there would ba a considerable increase in the
numher of perinatal deaths reviewed in this detailed way.

11.9.2 The inelusion in the perinatal death certificate of a question asking whether or not
additional information on the death might be available later is important.’ There is need

for central classifying offices to collect such data when availlable and to glve the certifier
the opportunity to restate the causes of death, taking into account additional information
chirined from autopsy and from any findings of & review of perinatal deaths, This is5 a
useful way of meeting the need for accuracy where the original certificate had to be completed
immediately after death,
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11.4.3 In crder to reduce the number of certificates which are not saztisfactorily completed
and/br which have to be referred back to the certifier, it is iwportant that the design of

tha form of certificate be clear, concise and yet allow adeguate space for comments, Thare

iz need fTor practical instruections and examples. Efforts to improve the attitude of certifiers

by educatlion and feed back of useful data would be of benefit.

11.10 Tabulation of gauges of perinatal death

11.10.1 Countries are oncouraged to undertake full=scale multiple condition analysis of
causes of perinatal death reported on the recommended new certificate, i,e., causes entered
in any of the sections a-d of the certificate, singly and in combination,

11.10.2 Facilities for full-seale multiple-cause coding and analysis may be available in
gome countries and the fellowing types of tabulation are recommended as a minimum:

(i) main disease or condition in the fetus or infant (x other variables)
(ii1) main disease ar condition in the mother (x other Variables)

(i1i) cross tabulation of these (x other variables).
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Examples illustrating coding of underlying cause invelving new Rule 12

Example ): Ia Aplastic aznaemia
b Butazolidin treatment for
¢ Arthritis

Code to aplastic anaemia and adverse effects of (properly administered) Butazolidin
therapy. Arthritis, selected by the General Rule, is discarded in favour of the untoward
effects of its treatment,

Example 2: Ia Generalized internal haemorrhage
b Platelet suppression
¢ Gold injeetion

II Rheumatoid arthritis
Code to thrombocytopenia and adverse effocts of {properly administered) gold therapy.
Rheumatold arthritis, selected by Rule 3 is discarded in favour of the untoward consequences
of its treatment.
Example 3: Ia Chronic¢ myeloid leukaemia

II Thromboeytopenia due to mitobronitel therapy

Code to chronic myeloid leukaemis; the effects of treatment are certified as contributory
only and not in Part I,

Example 4: Hypernatraemia
Saline emetic and gastric lavage
Double dose of hypnotic drug inadvertently given in
hospital (night sedation}

Code to poisoning by overdose of hypnotic drug, the first untoward event.
Example 5: Ta Maszsive hepatic necrosis
b Halethane anaesthesia
¢ Cheolecystectomy
X Cholelithissis
Lode to hepatic necrosis and adverse effects of (normally administered) halothane
anaesthesia, Cholelithiasis, seleated by Rule 3, is discarded in favour of the untoward

consequences of the operation,

Example 6: Ia Cerebral infarction
Anoxia
Wrong positioning of endotracheal tube during operation for
Carcinoma of uterus

Code to cerebral infarction and deficient oxygenation during administration of
anaesthesia, Carcinoma of uterus, selected by the General Ruie, 1s discarded.

Exanple 7: Ia Failure of liver
b Post-transfusion hepatitis (Virus B)

II Prostatectomy for hypertrophy of prostate

Code to serum hepatitis and misadventure in transfusion.




