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International harmnonisation of nmortality and norbidity statistics is a
topic that can be viewed fromdifferent perspectives. In this presentation
we will mainly consider one aspect, namely the role of the International

O assification of Diseases (ICD) as an inportant basis for international
conparisons of nortality and norbidity statistics as well as for

epi dem ol ogi cal research. In this field of research an international
conparative approach is often used and needed. Only briefly we will nention
sone other issues related to international harnonisation in health
statistics.

ICD -- an inportant tool for harnonisation

The International dassification of D seases (ICD) has an inpressive

hi story of devel opnent which can be dated back to the 18th century. An
international |ist of causes of death was formally adopted in 1893 by the
International Statistical Institute as an instrument for international
conparisons of nortality statistics. This international classification was

1 Prepared by Bj6rn Smedby, Kerstin Carsjo, Lars Age Johansson, WHO
Col | aborating Centre for the dassification of D seases in the Nordic
Countries, and Dag Swenson, Swedi sh National Board of Health.
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subject for regular revisions every ten years.

Wil e early revisions were concerned only with causes of death, the scope
of the classification was extended to include non-fatal diseases fromthe
Sixth Revision in 1948. It becane a statistical classification used for the
quantitative study of diseases, related norbid conditions, and death. The
responsi bility for the devel opnent, mai ntenance and inprovenent of the | CD
was given to the Wrld Health O ganization (WHO when the organi zati on was
created in 1948. WHO has been responsible for five major revisions of the
ICD, the latest decided by the Tenth Revision Conference in 1989. The
tabular list of The International Statistical dassification of D seases
and Rel ated Health Problens -- which is the current name, with I1CD-10 as
the abbreviated title -- was published in 1992 and the al phabetical index
in 1994 (1). The inplementation process started in 1994 and is still on-

goi ng.

During the period of WHO s constitutionally-nmandated responsibility for I CD
it has becone virtually universal in its acceptance as a standard
statistical tool, essential at the international, national and |ocal |evels
for the quantification of nortality, norbidity and rel ated health probl ens.
Thi s devel opnent can be seen as a success story. ICDis an essential
conponent of the statistical and several other WHO programres at gl obal and
regi onal |evels. Epidemological and statistical anal yses, many of them
heavi |l y dependent on data related to causes of death, injuries and di seases
derived fromthe ICD, contribute significantly to the nonitoring and

eval uation of the world health situation and for the formul ation of the
strategy of the organi zation for the next century.

Thus, on a worl d-wi de basis there has been a growth of the uses of |CD,
spreading fromthe original need to classify causes of death on to indexing
and retrieval of hospital records, to hospital and general norbidity
studies. This has al so produced a trenendous growt h of the nunber of users
of ICD. This broad international acceptance is the basis for the inportance
of ICD as a tool for harnonisation.

The possibility of updating |ICD

An internationally accepted classification of diseases nust have
flexibility enough to concur with the devel opnent of medical science and at
the same time exhibit stability and continuity over time. In earlier years
WHO attenpted to achieve this by revising the classification approximately
every ten years, between which no changes were nmade. Wth the adopti on of

| CD- 10, WHO accepted a new principle, however, making continuous updating
bet ween revi sions possible. This possibility entails greater flexibility at
the same time as it may render conparisons over tine nmore conplicated.

The new updating nmechani smhas so far been used to a very limted extent
and nainly for the purpose of correcting errors in the original version of
ICD-10. WHO is currently working on the devel opnent of a procedure for the



CES/ AC. 36/ 1998/ 13/ Rev. 1
EUR/ | CP/ | NFO 020603/ 13
page 3

updati ng process and on the devel oprment of criteria for when updates are
justified. The responsibility for the updating process is handled by WHO i n
col | aboration with an existing network of WHO Col | aborating Centres for the
G assification of D seases. This network consists of nine Collaborating
Centres with prinmary responsibilities for ICDrelated matters in different

| anguage and/ or geographi cal areas. The Heads of the Col | aborating Centres
have met annually for nore than 25 years to provi de advice to WHO on
classification matters. Suggestions fromnational health statistica
authorities for updating of the 1CD should be channelled through the

Col | aborating Centres and are to be discussed in detail in a newy
establ i shed Update Reference Commttee before decisions are taken at the
Centre Heads Meeting. Inplenentation of changes will take place nationally
not later than 15 nonths after such a decision

It is of course necessary to devel op a systemfor global distribution of
deci si ons regardi ng updates of the classification. E ectronic comrunication
has created new possibilities in this respect and updates will be published
on the Internet as well as by other neans.

It is too early to judge the inportance of the updating possibility.
Anyhow, it has the potential of increasing the flexibility of 1CDin
relation to the devel opment of nedical science. The credibility and
acceptability of the 1CD anong the medical profession is to a great extent
dependi ng on how well the classification is able to reflect nedica

devel opnent. This, however, has to be carefully bal anced agai nst the need
for statistical stability of the | CD

Uni form application of rules and regul ati ons

A very cl ose adherence to the ICD structure and details is inportant when
ICDis translated fromthe English "nmaster version" to national versions in
order to achieve international harnonisation in use. There are now sone 35
national translations published and minor deviations fromthe original are
by no means uncommon in national versions.

Not only is adherence to the details of the classification itself of

i mportance for uniformuse anmong countries; how the rules and
recomrendations for the use of ICD are applied is also essential. Some of
these rules are enbodied in the tabular list (Volume 1) and the al phabetic
i ndex (Volume 3) but the nost conprehensive collection of rules and
reconmendations related to the use of ICD for both nortality and norbidity
statistics is to be found in Volume 2 (1). Unfortunately, these are not
always translated into nati onal versions.

Wthin nortality statistics -- the type of statistics nost relevant for
international conparisons -- it has becone increasingly obvious that
differences in the application of the classification rules for sel ection of
under|yi ng cause of death constitute the greatest threat to internationa
conparabi lity.
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An e-mail discussion group on nortality coding

In 1996, the WHO Col | aborating Centre for dassification of D seases in the
Nordi ¢ Countries took responsibility for the admnistration of an e-nmai

di scussion group on I1CD-10 nortality coding which was |ater naned the
Mrtality Forum (2).

Questions related to the use of 1CD-10 in nortality are sent to the
noderat or (Lars Age Johansson) who then forwards themto all nenbers of the
group. Comrents and suggestions for coding are sent to the noderator who
edits themand passes themon to the Forumonce a week. The conplete
correspondence, with an index, is also nade avail able on the honepages of
the U S. National Centre for Health Statistics (NCHS) and the Nordic

Col | aborating Centre.

The Forum has about 70 nenbers at present, representing 36 countries.
During the first year and a half 134 questions were received and sorme 500
comrents were given. About a dozen countries have taken an active part in
the discussion so far. On average, each question is discussed for six
weeks.

The Forum has considered a wi de variety of questions. Mst of the questions
refer to the application of the selection and nodification rules for
choosi ng the underlying cause of death. Sone are on general principles for
using | CD-10 and not specific to nortality coding, e.g. howto use Chapter
XV (conditions originating in the perinatal period), and how to interpret
non- preci se medi cal terns, e.g., tumour, immunosuppression. Ghers are on
the rules and guidelines specific to nmortality coding, e.g. what
constitutes a highly inprobabl e sequence of events reported by the
certifier, which conditions are to be regarded by coders as ill-defined,
and the rational e behind sone of the coding instructions.

If anything, the Mortality Forumclearly denonstrates the need for inter-
nati onal coordi nation of coding procedures. Even countries who pride

t hensel ves on following the ICD instructions often code quite differently.
O the questions discussed at some |length so far, there has been
substanti al di sagreenent on about half. Sonme of the problens mght have
little inpact on international conparability, but there are still severa
cases where the coding differences di scovered m ght cause epi dem ol ogi sts
serious trouble. Exanples are the coding of "tunour" (which may influence
statistics on cancer nortality) as well as how to code conplications of

di abet es and chroni c obstructive pul monary di sease. In some other cases,
di fferences in coding mght cause noticeable, if not dramatic,

di screpancies in the statistics.

Anong those who have submtted comments, one might discern two different
approaches to the ICD nmanual s: a "literalist” approach, where the coder
follows the 1CD nanual to the letter, and an "intentionalist" approach
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where the coder attenpts to understand what the I1CD wants to achieve with
the coding instructions, and then codes accordingly. The literalist
approach will certainly produce nmore consistent national statistics, but

t he codi ng becones extrenely dependent on the exact wordi ng of the English
version of the ICD. Aliteralist coding based on a translation of ICD 10 --
perhaps with an al phabetical index which is not based on Vol unme 3 of the
English version -- could produce a different result. The intentionali st
approach is not quite so dependent on the exact wording, but (as has been
seen in the discussions) different countries nay arrive at different
interpretations. It seens, therefore, that none of these approaches is the
i deal one, and that sone type of agreed-upon conpronise is needed.

Anot her cl assical problemal so encountered in the discussions is the

t ensi on between rul e-based codi ng and codi ng based on mnedi cal know edge and
experi ence. To the conscientious nosol ogi st, coding arguments based on

nmedi cal expertise and experience are neither here nor there. It is

i mpossi bl e for any person -- nosol ogi st or physician -- to have an in-depth
know edge of all aspects of contenporary nedicine, and codi ng based on
personal nedi cal experience is bound to be subjective and will vary

consi derably from person to person. In the interest of stable and
conparabl e statistics, it is therefore preferable to base the codi ng on
strictly observed rules. However, it is inportant that the coding
instructions are, as far as possible, based on current medi cal consensus.

If the gap between medi cal opinion and nosol ogi cal procedures becones too
great, there is a substantial risk that the medical profession will
eventual ly | ose confidence in nortality statistics.

Menmbers of the Forumvery early expressed their concern that no decisions
are taken -- the Forumjust noted the differences, and/or that the | CD
instruction on some point needs clarification. A procedure to arrive at an
i nternational consensus on howto interpret the instructions of the |1 CD was
therefore pro-posed to, and endorsed by, the Centre Heads Meeting in
Copenhagen 1997 (3).

Fol  owi ng this suggestion, an international Mrtality Reference Goup is
bei ng established. Menbers are nosol ogi sts, physicians with experience in
statistical classification of deaths, epidemologists, statisticians with
experience of production of nortality statistics, statistical analysts, and
systens desi gners who understand the inplications of the decisions for

aut omat ed codi ng software. The mandate of the Mrtality Reference Goup is
to nake decisions on interpretation and application of the |ICD. The group
also identifies and suggests to the Update Reference Conmttee (mentioned
earlier) possible updates (e.g. clarifications, changes, additions) to the
ICD and its witten rule system The Update Reference Commttee, which
consi ders updates for both nortality and norbidity, will then present
suggestions for updates to the annual Centre Heads Meeti ng.

Di scussions in the Mrtality Reference Goup could forma |ink between
intentionalists and literalists, and between nosol ogi sts and physicians, in
that both intentionalist and medi cal arguments woul d be considered by the
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group, but once a decision has been reached, it should be applied
literally. Thus, the establishnent of the Mrtality Forumand the Mrtality
Ref erence G oup may turn out to be very effective instrunents to achi eve
har nmoni sation of nortality statistics.

Aut omat ed codi ng of death certificates

The devel oprrent of conputer technol ogy has opened up new possibilities to
st andar di se the codi ng of causes of deaths. The first software avail able
was the American ACME (Automated d assification of Medical Entities),
devel oped by the National Center for Health Statistics (NCHS) in the late
1960s. ACME represents a major achi everrent in medical informatics.

Basi cal |y, ACME has two conponents: a | ogic which applies the I CD sel ection
rules to the certificate, and | arge know edge data bases, contai ning

i nformati on on causes and conplications of nost conditions likely to be
found on death certificates, and on I CD coding instructions specific to
sone particul ar cause of death. The coder enters an | CD code for each
condition reported on the death certificate, and al so states their position
on it. ACME then applies the ICD coding rules and sel ects the underlying
cause of death. In a next step, called TRANSAX (TRANSI ati on of nedi cal
AXis), the ICD coding instructions are applied to all other causes reported
on the certificate.

Wil e AOME and TRANSAX certainly standardi sed the sel ection of the
under | yi ng cause of death, they still relied on coders to assign an | CD
code to each condition, and the cost of nortality coding remai ned nore or

| ess the sane. In the 1980s, the NCHS decided to devel op M CAR, a software
that automatically assigns ICD codes to the medical phrases found on the
death certificate. Wile ACVE and TRANSAX have becone de facto
international standards and formthe nucleus of virtually all autonated
codi ng systens presently in use, nost other countries have felt a need to
devel op software to replace or supplement M CAR due to differences in

adm ni strative procedures, and -- nost inportant -- |anguage.

Experi ences of autonated coding show that it produces nore consistent
statistics, and is both feasible and potentially cost-effective. How cost-
effective it is depends, of course, on the relative cost of typists and
coders. Wth automated coding fewer coders are needed, but renaining coders
will work mainly with conplicated cases. Data entry costs will increase and
m ght consune the savings nmade at the coding stage. That might be a

di sappeari ng probl em however, since nmany countries mght eventually

i ntroduce el ectronic certification of death.

I n Europe, automated coding systens are used or bei ng devel oped in

Catal onia, England, France, Italy, the Netherlands, Scotland, and Sweden.
Several other countries are considering introducing it, not |east since
ICD-10 is far nore conplicated than previous revisions of the | CD and
autonated coding is seen as a help to overcome the difficulties. The
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Eur opean Community has al so shown interest in autonated coding, and a
report on the matter was presented to EURCSTAT in June 1998 (4). The report
recomrends the use of automated coding as a neans of inproving the inter-
national conparability of nortality statistics, and -- to keep the
conparability -- that coding systens are devel oped in close collaboration
with other countries, using the know edge data bases of ACQVE and TRANSAX

The NCHS has al so taken an inportant initiative in initiating an
Internati onal Collaborative Effort (1CE) project on autonated coding in
1996 (5). This will ensure international feedback on the on-goi ng

devel opnent and performance of the | CD- 10 versions of M CAR ACME, and
TRANSAX, including the contents of the crucial know edge data bases. This
effort will surely strengthen their position as the international standard.

Har noni sing coding in norbidity statistics

Mich less effort has so far been put into the area of internationa

har noni sation of norbidity than of nortality statistics. An obvi ous reason
for this is that the difficulties are much greater for norbidity
statistics. There is, however, a growing interest in conparisons between
countries of, e.g., hospital discharge and other hospital activity
statistics. In hospital activity analysis clear rules for the selection of
a main or principal diagnosis is of major inportance.

ICD-9 contained for the first time guidance on recordi ng and codi ng for
norbidity and specifically for the selection of a single condition for
presentation of norbidity statistics. The I CD- 10 guidelines for the
selection of a main condition for single condition analysis of episodes of
health care has been further el aborated. The gui delines al so enphasi se
that, where practicable, nmultiple condition coding and anal ysis shoul d be
undertaken to support routine statistics.

The dual classification schenme for etiology and nani festations -- known as
t he dagger and asterisk system-- which was introduced in ICD-9 has been
the subject of a certain amount of criticism Therefore, the dagger and
asteri sk systemwas revised and further developed in ICD-10. It seens
clear, however, that countries differ with respect to how this dual system
is inplemented in the national versions of |ICD10. This, of course, adds to
the difficulties of harnonisation, even if the dagger and asterisk system
only applies to a small proportion of cases.

Resource rel ated systens for groupi ng of hospital episodes — based on or
simlar to the Anerican systemof D agnosis Related G oups (DRGs) -- have
been adopted in several European countries with mnor or major

nodi fi cati ons. These systens have been used both for case-nix analysis and
for hospital reinbursement. Wiile this use of hospital statistics probably
mai nly has contributed to nore honogeneous codi ng anong hospitals in

i ndi vidual countries, it may al so have resulted in sone internationa

har moni sation due to the w despread use of DRGs. In this case, the American
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Ainical Mdification of ICD (1CD9-CV has often become the norm

It remains to be seen which effect the devel opment of DRGs will have when
ICD-10 is inplemented in the USA in the year 2000. Many European countries
have inplemented I CD-10 in the neanti me and have been stinulated to devel op
their own resource related patient classification systens. This is true for
the Nordic countries who have jointly devel oped t he Nor dDRG system based on
| CD- 10 di agnostic coding and procedure codes from an i ndependently

devel oped Nordic dassification of Surgical Procedures (NCSP)

No international electronic discussion group -- corresponding to the
Mortality Forum described above -- exists for the area of norbidity or
hospital statistics. National groups have been established for discussion
of hospital norbidity coding problens and DRG applications in the USA
Australia and the Nordic countries. It would be an inportant task for WHO
and its Collaborating Centres to establish an el ectronic di scussi on network
for norbidity-related classification and coding i ssues corresponding to the
Mrtality Forum This may be nore conplicated, however, since nationa
differences in the application of rules nay be greater in the area of
norbidity as mentioned earlier

Training and training materi al

Training of coders for both nortality and norbidity has traditionally been
a national responsibility. There are great differences, however, with
respect to the extent to which fornmal training has been available and for
whi ch groups of users training has been arranged. Codi ng of death
certificates is centralised in nost countries and therefore involves a
relatively small nunber of coders. In contrast, clinical coding of hospita
records invol ves many nore persons and al so different professions. In some
countries nedical record officers are responsible for hospital record
abstracting and clinical coding, while in others this type of coding nainly
is the responsibility of the physician in charge of the patient. The
possibilities for formal training in coding for these groups are very
different.

The introduction of |CD 10 pronpted certain international training courses
for nortality and nmorbidity codi ng arranged by WHO and sone of the

Col | aborating Centres. Since these courses have been attended by coders,
statisticians and physicians fromdifferent countries, they shoul d
contribute to international harnonisation of the use of I1CD. ldeally

trai ning courses should be available not only at the introduction of a new
revision but also |ater when practical coding experience has been gat hered.

Training material related to clinical coding has nmai nly been produced
national | y because of |anguage necessity (e.g. 6, 7). It is of course

i nportant that such material is nade as uniformas possible in order to
i ncrease international conparability.
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New conput eri sed interactive teachi ng methods have been applied also to I CD
coding. An exanple is TENDON, an interactive teaching programre for
training in the use of 1CD-10 for both nortality and nmorbidity (8). TENDON
was devel oped in the WK and has | ater been translated into several other

| anguages, e.g. French and Swedi sh. Greater use of such uniform
conputerised training material could be a very cost-effective way of

i nternational harnonisation

Statistical continuity problems in the use of 1CD

The change fromone classification revision to another by necessity entails
great difficulties and the history of | CD shows different ways of
overcom ng these problens. One inportant feature is that only stepw se
changes have been nade whereby the original overall classification
structure has been left intact. In the change over to | CD 10, however, we
face a relatively new situation. 1CD 10 is the nost extensive revision with
far-reachi ng specifications which has nearly doubl ed the nunber of groups
and codes. Certain chapters have been radically restructured and transfers
have been made between chapters. In all, this has meant quite conprehensive
changes in relation to ICD-9 and the Tenth revision therefore creates
problens for the statistical continuity and conparability over tine.

In addition, the inplenentation of |CD 10 has not been sinultaneous in al
countries, but is spread out over a fairly long period of time. Sone
countries inplenmented 1CD-10 already in 1994. Full inplementation of |CD 10
for nortality coding in all countries is not be expected to take place
until about the year 2005. The concurrent use of 1CD-9 and |1 CD 10 during as
long a period of tine as ten years creates great problens for the
international conparability of statistics.

Atraditional nethod for analysing the effects of a classification shift is
the so-called bridge coding nethod. This means that the sane basic materia
(death certificates or hospital discharge abstracts) is coded twice, first
according to the old revision and then -- independently -- according to the
new revision. By conmparing the results in statistical tables by chapters or
other |arge groups or even certain di agnoses, one can gather insight into
the significance of the classification change itself. Thus, correction
factors can be cal cul ated and used to conpensate for the classification
shift when conparing statistics based on data coded according to different
revi si ons.

A nunber of such studies have been carried out in connection wth previous
classification shifts and there are plans for carrying out such studies on
the effect also of the shift to ICD 10 (9-11). The advantage of this nethod
is that it does not only capture changes in the classification itself but
also reflects changes in the rules for its application. It is, however, a
ti me-consum ng and resource-intensive nethod and it is not certain that the
results froma bridge coding study in one country can be applied to another
country due to the national divergences in how rules and guidelines are
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used.
The use of equival ence tables

The situation of today with highly conputerised nedi cal docunentation
stored in longitudinally arranged data bases, |eads to requests for nethods
to overcome continuity breaks. Health statistics authorities often receive
requests for conputerised nmethods that autonatically convert all earlier
registered information to the codes of the new classification or nethods
that prospectively code new information al so according to the codes of the
earlier classification. Thus, the interest and anticipation for sone kind
of translation tables have been great but often quite unrealistic.

At earlier classification shifts WHO has published so-call ed equi val ence
tabl es between the two sets of codes. Early in 1998 WHO al so nade avail abl e
a set of diskettes with code files and a presentati on programe call ed
Translator (12). The files were based on earlier work at the WK

Col I aborating Centre (13) and conprise equi val ence tables on the nost
detailed | evel between ICD-9 and 1 CD- 10 and vi ce versa. For instance, for
each specific ICD-9 code all the codes in ICD 10 that conpletely or partly
correspond to this code are presented with a relation code. The rel ation
code indicates if there is a one-to-one relation, a one-to-many relation, a
many-to-one relation or a many-to-nmany relation. Sorme | CD 10 codes
represent new conditions that did not exist in ICD-9. Al so, the expansion
of the dagger and asterisk systemhas |ead to a nunber of asterisk codes in
| CD- 10 whi ch have no correspondi ng codes in | CD 9.

The equi val ence tables may be very useful for researchers who want to find
out exactly what nay have happened to the coding of a certain condition

the occurrence of which one wants to follow over time. The tables do not,
however, solve the practical statistical problens of conparisons across the
classification shift in an easy way. The use of the tables requires a

t hor ough know edge of the two classifications. As nentioned earlier, the
equi val ence tabl es do not reflect consequences of changes in selection and
nodi fication rules.

A possi bl e further devel opment of equival ence tables is sone type of
practical translation table which would indicate the nost likely or nost
frequent equival ent code in cases when the equival ence table gives severa
alternative correspondi ng codes. Such a translation table would, of course,
only be approximate and this must be pointed out to users. It is a problem
however, that users tend to disregard such reservati ons. There is sone
experience fromusing this type of translation tables in countries where
one has tried to apply | CD9-OM based DRGs to data coded by | CD 10.

Short tabulation lists

Most statistical anal yses require some formof a short tabulation list and
such lists have been presented with each revision of |CD for internationa
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conpari sons. There is, however, a lack of continuity between lists related
to different revisions, since they are usually based on the new revision
only and on present epideniological considerations. It should be possible
also to construct short lists that are influenced by a wish to conpare data
across classification shifts.

The Nordi ¢ Medico-Statistical Committee (NOVESCO publishes health
statistics fromthe Nordic countries yearly. For inter-Nordic conparisons
NOMESQO has devel oped a Nordic abbreviated |ist of causes of death,

consi sting of 52 groups. This list has been defined in relation to | CD 8,
ICD-9 and I CD-10. The list has also had an influence on a correspondi ng
European |ist devel oped by EURCSTAT. In its |latest publication NOVESCO has
nmade use of a Nordic short list for hospital nmorbidity (60 groups) defined
inrelation to both ICD-9 and ICD 10 (14).

These abbreviated lists for inter-Nordic conparison have been of practica

i mportance, since the Nordic countries did not inplenent |CD 10
simultaneously. In addition, the Nordic countries use abbreviated lists for
continuity within their national statistics. An exanple is a Swedish
hospital norbidity tabulation list of 99 diagnostic groups defined
according to ICD-7, 1CD-8 and |1 CD-9.

It must be recognised that the conparability is not perfect but such lists
have been found to be of practical use. Even for these purposes one woul d
need bridge coding in order to anal yse nore exactly how wel |l the
transl ati on has worked

Thus, work on short tabulation lists has so far nainly concentrated on
defini ng di agnostic groups fromthe perspective of epidem ol ogi cal interest
rather than fromthe perspective of practically attainable conparability.
An urgent task for the long period of transition between I1CD-9 and | CD 10
woul d be to devel op international short tabulation |ists which optimse the
possibility for conparisons between |CD-9 and | CD- 10 coded data. This
probably neans that we have to abandon the requirenent of conpl ete coverage
and concentrate on a linmted nunber of groups of high significance where a
reasonabl e degree of conparability can be achieved. Such lists nay be

call ed co-ordinated short tabulation lists. This seens to be an inportant
task for WHO which cannot very well continue to publish nortality
statistics fromdifferent countries in the Wrld Health Statistics Annua
according to ICD-9 and I1CD-10 in parallel but inconparable series.

O her health related classifications

Wrk on other health related classifications beside | CD should al so be
considered as an issue for harnonisation of nmorbidity statistics, such as
classifications of therapeutic, diagnostic and other procedures in
nmedi ci ne. WHO published the International dassification of Procedures in
Medi cine (ICPM in 1978 (15). It was adopted only by a few countries and
has never been revi sed.
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Many countries or groups of countries, such as the Nordic group, have
devel oped and recently revised their own classifications of surgica
operations and other procedures (e.g. 16). Therefore, it has been deened
nei t her neani ngful nor possible for WHO to devel op a new i nternationa

cl assification of procedures. WHO shoul d, however, continue its role as a
cl earing-house for information on avail abl e national procedure

cl assifications. The devel opment of an international short tabulation |ist
consi sting of common and inportant procedures should be an inportant task
for WHO and its Col laborating Centres. The |list does not need to be
conprehensi ve and cover all surgical activities. Further, taxonomc work is
necessary in order to define such alist inrelation to existing procedure
cl assi fications.

Surgi cal and sone nedi cal procedures are inportant characteristics in
addition to diagnoses for patient classification systens |ike DRG The
difficulties in nmaking case-m x systens internationally conparable is to a
certain extent depending on the lack of a generally accepted classification
of procedures.

Ot her issues and concl udi ng renmarks

The issue of international harnonisation can be viewed froma rnuch broader
perspective than the classification approach dom nating this paper. A

rel evant question concerns methods for age standardi sation. There are
exanpl es from published international nortality statistics where the

st andar di sati on net hods used have not been clearly described. Premature
changes of standard popul ati ons have al so been nmade whi ch have hanpered
conparability over tinme.

Publication of prinmary data with detail ed enough age groups is perhaps the
nost inportant way to overcone these difficulties. This allows users to
carry out their own standardisation relevant to the conpari sons want ed.
This detailed tabul ati on should be done in addition to publication of
standardi sed data with a clear description of the method chosen. Such a
policy should not be too cunbersone when traditional publications can be
suppl emented with electronic accessibility.

Thi s paper enphasises the inportance of 1CD and other health related
classifications as neans for harnonisation of nortality and norbidity
statistics. One inportant nessage is the need to study and understand how
di verging applications of the classification may influence internationa
conmparability. Another message is the need to facilitate the shift from
ICD-9 to ICD-10. In the paper, we have given exanples of how difficulties
may be overcome or reduced in these two areas. The paper thus indicates
ways to inprove international conparability in health statistics.
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