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Sunmary

The Wirld Heath Organisation is in the process of revising the International
G assification of Inpairments, Disabilities and Handicaps (I1CDH). This paper
descri bes the background to the 1CDH and the new features of the revised
classification inrelation to its ains and applications. The |1l DH has been
extensively used in preval ence studies of disability and to nmeasure the
effectiveness of rehabilitation and exanpl es of sone of these studies are
cited. The paper concludes with the plans for the future devel opnent of the
I DH and the particular problens in translating the underlying concepts into
assessnent instrunents that can provide valid and reliable data for research
and statistical purposes including conparative studies.

1 Prepared by Howard Meltzer.
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1. Backgr ound

In 1980, the Wrrld Health O ganisation (WHO issued the International

G assification of Inpairments, Disabilities and Handicaps (ICDH) to pronote

a comon framework and definitions of disability-related issues. ! The I aunch
of the ICDHwas an attenpt to encourage health researchers and statisticians
to use a nore precise, objective and internationally recogni sed term nol ogy

to replace the often inprecise and pejorative terns which had previously been
used.

During the 1980s countries such as Australia, Canada, Geat Britain, the
Net herl ands, Spain and the United States started to collect data in
accordance with G DH principles and terninol ogy, and nore recently, other
countries have been referring to the IODH in their national collection of
disability data through censuses and surveys.

In the 1990s the Wrld Heath Organisation initiated a nmajor revision of the
I DH reflecting fundanental changes in the concept of health — nmoving froma
nmedi cal nodel concerned primarily with the individual to a nmore interactive
i nterpretation enconpassi ng bi ol ogi cal, social and environmental influences.
Al t hough the new version of the IODH has as its full title, the

International dassification of Inpairments, Activities and Participation, it
isreferred toin short as the IODH2 reflecting its debt to the original
version. ?

2. Key concepts of the | ClIDH 2

Inthe ICODH2, Inpairnent is defined as a | oss or abnornality of body
structure or of a physiol ogical or psychol ogical function.

Activity is described as the nature and extent of functioning at the |evel of
the person and nay be linited in nature, duration and quality.

Participation is the nature and extent of a person’s involverent inlife
situations in relations to Inpairnents, Activities, health conditions and
contextual factors. Like Activities Participation may be restricted in
nature, duration and quality

The inpairment classification is divided into sections, one dealing with
function, the other with structure. Each section has ten chapters with a
correspondi ng chapter in each section dealing with a particular bodily
system The functional systens are:

Ment al functions

Voi ce, speech, hearing and vestibular functions
Seei ng functions

QG her sensory functions

Cardi ovascul ar and respiratory functions
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Digestive, nutritional and mnetabolic functions

I mmunol ogi cal and endocri nol ogi cal functions

Geni tourinary functions

Neur onuscul ar, skeletal and novenent rel ated functions
Functions of the skin and rel ated functions

At the broad chapter heading level , Activities are classified as:

Seei ng, hearing and recogni sing

Lear ni ng, appl yi ng knowl edge and perforning tasks

Communi cation activities

Movenent activities

Movi ng ar ound

Daily life activities

Care of Necessities and Donmestic Activities

Responding to and dealing with particul ar situations

Use of technical devices, technical aids and other related activities

The classification of Participation has seven nai n chapter headi ngs

Parti ci pati on
Parti ci pati on
Parti ci pati on
Parti ci pati on
Parti ci pati on
Parti ci pati on
Parti ci pati on

per sonal mai nt enance

mobi ity

exchange of information

soci al rel ationshi ps

the areas of work, leisure and spirituality
economc life

civic and community life

5 3 3 3 3 35 5

The new version of the IO DH is nore conplex, conprehensive and coherent than
its predecessor and poses quite daunting challenges to those involved with
its devel opnent and inplementation. Al though the three concepts,

impai rments, activities and participation are inter-related there is no
reason why each part of the classification can not be used separately.
Simlarly, some researchers nay have questions which nay only relate to
certain aspects of each of the three prinary donains.

3. Ains of the |IClDH-2

The purpose of the IODH2 is to provide a common framework and an

over ar chi ng perspective for describing, understandi ng and communi cati ng about

t he consequences of ill-health. It is a multi-purpose classification designed
to serve various disciplines. The principal ains of the IODH2 as stated in
the draft manual are:

To provide a scientific basis to understand and study the consequences of
heal th conditions
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To establish a common | anguage for describi ng consequences of health
conditions in order to inprove comruni cation between health care workers,
ot her sectors and people with disabilities

To provide a basis to understand the inpact of disablement phenormena on
the life of individuals and their participation in society

To define consequences of health conditions in order to provide better
care and services to inprove the participation in society of people with
heal th conditi ons

To permt conparison of data across countries, health care disciplines,
services and tine

To provide a systemati c codi ng schene for health information systens
To stimulate research on the consequences of heath conditions

To collect data on facilitators and inhibitors in society that affect the
participation of people with disabilities

BEgpehgb#hbabiEh b 8abiinHy s tagpbaigbrEpht bilabEEs BasSkRbbpflchiabEpbisoinéntbes:
Assessment Schedul e) and the | O DH 2 Checkli st.

4, The applications of the | CDH-2

fTheser agimeapewsi st ofioof t heenk® er keenbeen used for vari ous purposes and
As a statistical tool — epidem ol ogical or popul ation surveys,
i nformati on-gat heri ng questi onnaires for denographi ¢ purposes, database
devel opnent, managenent infornmation systens.

As a research tool — neasuring health, rehabilitation and socia
i ntegration outcomes, assessing quality of life

As a clinical tool — needs assessment, matching treatnents with specific
conditions, personalised treatment plans, evaluation of treatnent outcomnes
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As a social policy tool — assessnent of eligibility for social security
payrments, disability insurance, conpensation systens

As an educational tool — curriculumdesign, public awareness, pronotion

AabDhel inayt ef neabegbhesungtt bé appl ysasion is to | ook at the uses of the

At an individual level (for exanple, to identify a person’s need for
treatnent);

At a service level (for exanple, to docurment the utilisation of services
or the effectiveness of interventions to devel op heath care policies);

At a popul ation level (for exanple, to identify societal needs for
specific policies and priorities for health and wel fare systens)

A third way of classifying the applications of the IODH2, i.e. additiona
to discipline and unit of analysis is by health problem stroke patients,
those with sight, hearing or speech problens, people with psychiatric or
neur ol ogi cal probl ens.

As a multi-purpose instrument, the IO DH2 has to be able to deal with the
consequences of health problens for children and adol escents and for elderly
peopl e. Children and adol escents pose assessnent problens owing to the need
to take account of devel opmental stages. The problemw th | ooking at the

i npai rnments, activities and participation of elderly people is that ageing

i ncreases the likelihood of multiple health probl enms whi ch can cause
restrictions in activities and participation in several donains.

Mental health issues al so present problens in the application of the |CDH-2
because it is sonetines difficult to distinguish between the disorder and its
consequences

5. Specific uses of the | CIDH 2

Because the |G DH2 is still inits devel opment stages, the illustrative
exanpl es described bel ow are based on statistical research carried out with
the original version of the IGDH as the underlying conceptual framework.
Therefore, they tend to focus on disability or restrictions in activities
rather than on participation. However, what a review of the | DH based
research does show is how the probl ens encountered with these studies have
hel ped to informthe revision process. The nost extensive use of the |G DH
has been in preval ence studies and in the field of rehabilitation

Preval ence studies

The framework and definitions of the |1 ClDH have been used in disability
surveys at national, regional and |local levels in several countries to
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estinmate the preval ence of disability. The mai n purpose of nost preval ence
studi es, which have used the |G DH as the basis for their assessment

schedul es, has been to estimate the preval ence of disability (and gross
estinmates) by age and sex, to identify the inpairnents which give rise to the
disabilities, and to look at ook at the limtations in day to day activities
(participation) associated with the inpairnent and disability.

The preval ence rates of disability reported by national studies have been
very simlar: Canada (1986): 15.5% ; Qeat Britain (1985) 14% Spain (1986)
15% >*° Despite these sinilar figures, several problens in carrying out
disability assessnents have been docunented in the reports on these

preval ence studi es.

(a) Difficulty in getting ratings on every itemin the classification.

(b) Cetting a consensual understandi ng of terns

(c) Collating all data to get an overall preval ence rate

(d) Cetting respondents with multiple disabilities to say what inpairmnent
was associ ated with which disability

(e) Coping with conditions which vary in duration and severity

() Measuring disability with or without the use of technical aids and
personal assi stance.

Most national survey data on disability are archived and these data are a
vital source for secondary analysis. As nore data have been collected from
surveys based on the |G DH there has been a burgeoning in the anal ysis of
what is called disability-free or handicap- free life expectancy or heath
expect ancy. Such anal ysis has been carried out in Australia, France, G eat
Britain, Spain and the Netherlands. °

Rehabi litati on

Not surprisingly , the ICDH has been extensively applied to the field of
rehabilitation because both the classification and the nedical discipline are
concerned with the consequences of disease. In |CDH termnol ogy, the purpose
of rehabilitation is to try and reduce the disabilities and handi caps
associated with inpairments. An initial |1CDH assessnent of an individual
with, for exanple, spinal injury, arthritis or poor vision, can establish

hi s/ her degree of need for rehabilitation and suggest which interventions and
services are nost appropriate (physiotherapy, occupational therapy, etc.)
Repeat ed assessnents can indicate whether the individual is inproving with
the use of services.

Most of the cited exanples of the use of the IODH in rehabilitation are at
the individual level (patient profile, assessnent of patient needs,

eval uation of treatnent or discharge status). However, there have been

st udi es whi ch have | ooked at the evaluation of treatment at the institutional
level and the need for staff at establishments who carry out rehabilitation.
There are also a few exanpl es where the 1 G DH has been used to i nform poli cy,
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particularly on the education and training of professionals and conmunity-
based rehabilitation programes. '

6 The future of the ICIDH-2 in statistics and research

e of the great advantages of having a multi-purpose classification which
ainms for a common termnol ogy and a conceptual franework is that disability
statistics can be conpared across regions within countries and between
countries. However, a brief review of the research carried out shows that
those carrying out the studi es have chosen those parts of the classification
that suit their needs. This is why the WHO are trying to produce vari ous
types of assessnent schedul es based on the | G DH 2 which can be used for
various purposes in a variety of settings. Undoubtedly, there will be a push
fromusers to have these instruments available in a conputerised form

There has al so been some concern expressed about finding a nore systenatic
way of measuring severity in relation to linmtations in activity and
participation. This in turn woul d enhance the |ikelihood of devel opi ng

al gorithns which could be applied to the data to yield for exanpl e an overall
nmeasure of disablenent or eligibility for the receipt of benefits.

The main chal l enge ahead will be establishing the criteria to nmeasure the
participation domain as this takes account of the social, cultural. religious
and political realns of life.
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