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INTRODUCTION 

At the 1978 Conference on Primary Health Care in 
Alma-Ata, adequate primary care was recognized as the 
key to the goal of "health for al l  by the year 2000". I t  
was also recognized that the r ight information is v i ta l  
to the reassessment of health care pr io r i t ies  and the 
building of an appropriate primary care system. At that 
time, no acceptable international classif icat ion was 
available to help provide the necessary data for primary 
health care. This deficiency prompted WHO to form a 
working party ( l i s t  of members at the end of thea r t i c l~  
of experts both in primary health care and in c lass i f i -  
cation systems, which met in Geneva in 1978. After 
several years' work, they have produced a Reason for 
Encounter Classification (RFEC) in f ie ld  test form (1,2). 

Most classif ications are designed to classify the 
interpretat ion, by the health care provider, of a pat- 
ient 's i l lness, disease, or injury. In contrast, the 
RFEC classif ies the reasons for seeking health care from 
the perspective of the patient, i .e .  i t  is patient- 
oriented rather than disease or provider-oriented. The 
reasons for the encounter are those given by the patient 
before the physician or other health worker makes any 
judgement as to their  va l id i ty  or accuracy, or before a 
diagnosis is made (3,4). 

The health care provider, by questioning the pat- 
ient, f i r s t  e l i c i t s  the stated reason for contact; only 
then, as more information is acquired, does he or she 
define the problem and take the appropriate therapeutic 
or other action. 

Figure 1 

The structure of the Reason for Encounter Classification: sixteen chapters with each seven components, illustrated 
with chapter D (digestive system). 
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* Presented at the International working Conference of IMIA, Ottowa, 26-28 September 1984. 

80 



8ozial- und Pr~iventivmedizin Mdder sociale et preventive 30, 80 - 87 (1985) 

Table i 

Some quan t i t a t i ve  data on the nine f i e l d  t r i a l s  

,:C 

TOTAL NUMBER OF ACCEPTED 
RFE's 10863 

NUMBER OF PARTICIPANTS 18 

NUMBER OF RFE's PER 
ENCOUNTER AND STANDARD 1.47 
DEVIATION (0.77) 

ILLEGITIMATE CODES 13 

NUMBER OF RECORDS TO BE 
CORRECTED l l6 

2109 

4 

1 

I0 

16271 

23 

1.70 
(0.94) 

17 

57 

The RFEC is thus guided by three p r i nc ip les :  

I )  the reason fo r  encounter should be understood and 
agreed upon between pa t ien t  and health care provider,  
and i t  should be recognised by the pa t ien t  as an 
acceptable decis ion;  

2) the rubr ics chosen should be as close as possible to 
the pa t i en t ' s  statement of  his or her reasons fo r  
seeking care - there should be as l i t t l e  i n te rp re -  
ta t ion  by the prov ider  as poss ib le ;  

3) the reason fo r  encounter must represent the s ta r t i ng  
point  fo r  act ion (or a decision not to act)  by the 
health care prov ider .  

THE DESIGN OF THE CLASSIFICATION 

RFEC and i t s  successor - ICPC - are designed along 
two axes: chapters and components ( F i g . l ) .  Most chapters 
COver the body systems; others are non-anatomical and 
are e n t i t l e d  "general" ,  "psycho log ica l " ,  and "soc ia l "  
Infect ious diseases, neoplasms, i n j u r i es  and congenital 
anomalies do not form separate chapters as they do in 
the In ternat iona l  C lass i f i ca t i on  of  Diseases, 9th rev- 
is ion (ICD-9), but ra ther  are represented in the diag- 
nosis/disease component of  each chapter (5) .  Every chap- 
ter  carr ies a code- le t te r  which is the f i r s t  character 
of a l l  rubr ics belonging to i t .  

Each chapter is subdivided in to  the same seven com- 
Ponents, each i d e n t i f i e d  by a 2 - d i g i t  numerical code 
Which fo l lows the code- le t te r  fo r  the chapter. There is 
thus a r e l a t i v e l y  simple 3-character b iax ia l  c l a s s i f i -  
cat ion wi th seven f ixed components, of  which f i ve  have 
s im i la r  2 - d i g i t  codes in a l l  chapters. This is i l l u s -  
t rated wi th chapter D (d iges t ive  system) in f igure  I .  

REL_~ATION TO EXISTING CLASSIFICATIONS (Fig. 2) 

The construct ion of  the RFEC was inf luenced by 
those of ex i s t i ng  major c l a s s i f i c a t i o n s .  I t  provides 
Space fo r  incorporat ing future systems w i th in  i t s  struc- 
ture.  The ICD-9 was the basis fo r  component 7, diagnosis/ 
disease; the ICHPPC-2, a version of  the ICD-9 modif ied 
for  primary health care, t rans la tes  read i l y  in to  th is  
Component. The category t i t l e s  found w i th in  RFEC compo- 
nent 7 are the same as those in ICHPPC-2 (5 ,6) .  

Component I ,  symptoms, drew on the ex is t i ng  NAMCS/ 
RFV system that  is being used successful ly in the USA 
(7,8). " 

Components 2 and 3 (diagnostic, screening, preven- 
tion and treatment, procedures, medication) contain cat- 
egories that correspond broadly with those of the ICD-9 
Procedures in Medicine and the newly developed NAPCRG-I 
Process Code for Primary Health Care (9,10,11). 

The psychological and social problems listed in the 
WHO-sponsored tr iaxial classification are closely dupli- 
cated in RFEC as chapters P and Z (12). 
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RFEC - and consequently ICPC - is thus a member of  
the fami ly  of  ICD-9 compatible c l a s s i f i c a t i o n s  and rec- 
ommended for  use in primary care (13). 

TESTING OF RFEC 

A p i l o t  study was carr ied out in the Netherlands in 
1981 (2).  The resul ts  obtained prompted fu r ther  feas i -  
b i l i t y  tes t ing in e ight  countr ies:  Aus t ra l i a ,  Barbados, 
B raz i l ,  Hungary, Malaysia, Netherlands, Norway and USA. 
This began in January 1983 and continued throughout the 
summer of 1983. Control led f i e l d  t r i a l s  have been con- 
ducted which made i t  possible to analyse a to ta l  of  
90497 coded and wr i t t en  reasons fo r  encounter (Table I )  
(14). 

ICPC is the revised c l a s s i f i c a t i o n  based on the 
analysis both of  the codes and of the terms w r i t t e n  down 
by the coding providers.  

THE TEST SITES FOR THE INTERNATIONAL FIELD TRIAL 

- Australia. Prof. Charles Bridges Webb organized the 
~ a l  in and around Sydney. The classification 
and registration were in English. 

- Barbados. Prof. Maurice Wood and Dr. Mike Hoyos organ- 
ized the f ield t r ia l  (English). I t  proved to be impos- 
sible to collect more than 2100 reasons for encounter. 

- Brazil. Ms. Sue Meads and Dr. Ruy Laurenti organized 
the f ield tr ial  in and around Sao Paolo in Portuguese. 
In addition to family physicians, nurses and community 
health workers participated. 

Figure 2 
Format of Reason for Encounter Classification. The 
Chapters and Components form two axes. Relations with 
other classification systems are indicated. 

~ ~ ~ ~ ~ ~ ~ ~ ~ ............ 
~ " ~  ~ ~ ~ ~ ~ ~ a ~  ~ ~ ~ ~ OTHER 

COMPLAINTS .:~'i* NAMCS-RFV 

i 
2 DIAGNOSTIC, I~ 

' SCREENING 
pREVENTION I 

.......... II 
PROCEDURES, 3, NAPCRG 1 
MEDICATION I |  (PROCE5S CODE 

4 TEST RESULTS I PR ~RY , HEALTH CARE) 

5, ADMINISTRATIVE i l 

6, OTHER I 

DISEASES :=:: 

TRIAXIAL CLASSIFICATION 

81 



Sozial- und Pr~iventivmedizin Mddecine sociale et prdventive 30, 8 0 -  87 (1985) 

- Hungary. Dr. Marianne Szatmari and Prof. Henk Lamberts 
organized the f ie ld  t r i a l  in Budapest. The c lass i f i -  
cation and registrat ion was in Hungarian, the terms 
were translated into English. 

- Malaysia. Dr. Rajakumar organized the f ie ld  t r i a l  in 
and around Kuala Lumpur. (English) 

- Netherlands. Prof. Cees de Geus and Prof. Henk Lam- 
berts organized the f ie ld  t r i a l  in and around Maas- 
t r i ch t .  The c lassi f icat ion was in English and the 
registrat ion in Dutch. 

- Norway. Prof. Bent Bensen organized the f ie ld  t r i a l  in 
~ o u n d  Trondheim in Norwegian. 

- United States, family physicians. Prof. Maurice Wood 
organized the f ie ld  t r i a l  in and around Richmond, 
Virginia. (English) 

- United States, nurses. Ms. Sue Meads organized the 
f ie ld  t r i a l  with nurses in several places in the 
United States. (English) 

FINDINGS 

The questions considered in this publication are 
simple and global: 

- what is the d is t r ibut ion of the RFE's over the 
chapters and components; 

- which differences and s imi la r i t ies  in patients' RFE's 
exist  between the part ic ipat ing test si tes; 

- which important clusters of RFE's can be found ? 

Table l shows that the 132 participants on the nine 
test sites worked very accurately: only 229 codes were 
inva l id ,  result ing in a total  of 90497 coded RFE's. The 
nominal minimum of lO,O00 observations per country was 
nearly, always attained and the average number of obser- 
vations per part ic ipant exceeded 500 in nearly a l l  
cases. There was l i t t l e  dispari ty in the mean number of 
RFE's per encounter; only in the US was this mean rela- 
t i ve l y  low: evidently here most of the times only one 
RFE is classif ied per encounter. 

The dist r ibut ion over the chapters and components 
are i l l us t ra ted  with figures 3 and 4, and with table 2. 

Table 2 shows that the importance of the RFE's 
classi f ied in the form of a diagnosis is l imited to less 

Figure 3 

Distr ibut ion of 90497 RFE's over the chapters of the 
Reason for Encounter c lass i f icat ion (absolute). 
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than 13 per cent. This component is of part icular  impor- 
tance for the chapters B (blood and bloodforming system), 
F (eye), H (ear), S (skin), T (endocrine system), Y (male 
genital system) and especial ly K (c i rculatory system). 

Table 2 

Distr ibut ion of 90497 RFE's over the chapters and components (percentages per chapter). 

co 
e,.. 
LU 
I.-,- 
Q.. 
<E 
' - r  

COMPONENTS 

. SYMPTOMS AND 
COMPLAINTS 

2. DIAGNOSTIC, 
SCREENING, 
PREVENTION 

3. TREATMENT, 
PROCEDURES, 
MEDICATION 

~. TEST RESULTS 

5. ADMINISTRATIVE 

5. OTHER 

l .  DIAGNOSES,DISEASES 

CHAPTER TOTAL 
(ABSOLUTE NUMBERS) 

CHAPTER AS PER- 
CENTAGE OF TOTAL 

I 
n , . _ j  

0 

I.L 
I - - 0  
z 

z ~ . . ~  
0 , ~  
0 - I - -  
~ " z  

52.8 19.4 77.7 71.4 70.7 2A.O 70.7 79.7 66.2 73.4 54.3 17,0 56.5 49.1 60.8 66.9 53376'59.(] 

22.8 17.0 2.7 2.0 6.1 II.7 1.8 1.6 0.9 5.0 1.2 14.4 9.2 32.2 5.4 6.6 9329 I0.3 

5.2 23.1 4.8 3.8 2.9 18.8 8,6 9.I 25.9 4.1i13.2 22.0 4.7 7.2 13.2 3.9 7938 8.8 

3.0 22.7 4.7 0.8 0.3 2.2 2.5 0.8 0.5 l . l  0.2 10.3 9.0 2.1 1.3 0.7 2356 2.6 

8.9 0.7 0.6 4.4 0.5 l .O 2.4 1.3 1.7 0.4 0.7 1.7 0.4 0.8 0.8 9.5 2369 2.6 

4.6 2.0 1.5 1.6 2.3112.7 2.2 1.4 2.6 2.3 1.9 5.0 4.3 4.5 1.3 12.5 3601 4.0 

2.7 15.2 8.0 16.1 17.2129.7 l l .8  6.1 2.2 13.6 28.6 29.6 15.9 4.1 17.2 - 11473 12.7 

100 

82 



Sozial- und Pdiventivmedizin M(~decine sociale et pr6ventive 30, 80 -  87 (1985) 

Table 3 

Influence of age, sex, place of encounter and provider type on the distribution of'90497 RFE's over the components 
(percentages per chapter). 

COMPONENTS AGE PLACE PROVIDERS 

uJ 

59.0 68.] 70.4 60.6 6].6 52.9!46.2 58.4 59.3 57.3 43.8 59.5 79.0 6l.~ 53.3 44.2 58.6 26.3 1].2 

10.3 14.0 7.6 14.0 I I . I  7.2 7.9 66.7 7.5 18.0 25.9 5.2 1.8 7.0 5.6 23.8 17.8 46.3 43.2 

l "~  YMPTOMS AND COMPLAINTS 

2. IAGNOSTIC, SCREENING, 
REVENTION 

3. REATMENT, PROCEDURES, 
EDICATION 

4, EST RESULTS 

5. DMINISTRATIVE 

6. THER 

7. IAGNOSES, DISEASES 

TOTAL 

8.8 I . I  3.2 6.4 7.9 13.7 16.4 60.9 10.8 3.4 6.5 13.9 1.8 9.3 13.9 12.6 2.1 2.8 1.5 

2.6 2.4 2.5 1.7 2.5 3.2 3.0 59.3 2.5 4.1 2.9 0.9 0.6 2.4 9.0 1.4 7.4 0.2 0.6 

2.6 0.7 1.3 4.1 3.4 3.0 2.5 52.6 2.9 1.7 5.3 l . l  1.2 2.5 2.9 5.2 2.6 0.3 9.i 

4.0 4.3 1.5 2.4 3.0 5.3 6.1 59.6 3.5 3.8 4.7 6.3 5.8 3.8 5.9 2.5 4.7 2.3 31.9 

12.7 9.5 3.6 I0.7 I0.5 14,6 8.0154.2 13.5 11.7 I0.8 13.2 9.8 13.1 9.3 I0.3 6.9 21.7 2.5 

Patients with these health problems evidently complain 
re la t i ve ly  often in the form of a diagnosis. 

Most RFE's take the form of a symptom or complaint 
(component l ) .  This is most prominent in chapters D 
(digestive system), F and H (sense organs), N (nervous 
system), l (musculoskeletal system) and R (respiratory 
system). Most psychological and social problems (P and Z) 
are likewise expressed in component I .  

In at least lO per cent of a l l  cases, patients re- 
quest a diagnostic of preventive intervention (component 
2). This component encompasses especial ly the general 
chapter (inoculations) and the female genital system 
(smears and pregnancy check-ups). In nearly 9 per cent 
of a l l  cases, patients require a prescription or therapy 
(component 3). Chapters B (blood), K (c i rculatory sys- 
tem), p (psychological) and T (endocrine system) are 
most prominent here. 

Apparently people experience health problems such 
as anaemia, hypertension, insomnia and diabetes often 
as problems for which they want a prescription. 

Table 3 provides information on the influence of 
age, sex, place of encounter and type of provider on Reasons 
the d i s t r i b u t i o n  of  the RFE's over the component. Older 
People present r e l a t i v e l y  of ten a diagnosis and they I RI7 
f requent ly  request a p resc r ip t i on ,  Women have re la t i ve l y  2 AI8 
Often a reason fo r  encounter wi th  regard to a diagnostiG 3 R21 
Screening or prevent ive procedure. Physicians see most 4 K83 
of the reasons fo r  encounter in the f i r s t  and seventh 5 A30 
COmponent, other providers r e l a t i v e l y  of ten take care 6 A66 7 K50 
of reasons fo r  encounter in component 2. 8 DI6 

The di f ferences between countr ies are i l l u s t r a t e d  9 A45 
With table 4 which gives an ind ica t ion  of  the r e l a t i v e  
Signi f icance of the d i f f e r e n t  RFE's in the pa r t i c i pa t i ng  I0 HIO 
test  s i t es .  I t  l i s t s  the 20 most common RFE's ( j o i n t l y  I I  RI5 12 NIO 
responsible for  35 per cent of the to ta l  in format ion)  13 NI7 
and also indicates the rank order of  the twenty most 14 K67 
Common RFE's fo r  each tes t  s i t e  separately.  Cough, fever 
and a sore throat  unmistakably rank f i r s t .  They are fo l -  16 DII 
lowed by various aspects of  hypertension: d iagnosis,  
therapy, repeat encounters fo r  hypertension and "blood 16 DI5 
Pressure problems". 17 KI3 

The various preventive and admin is t ra t i ve  aspects 18 AI9 
of Primary health care rank t h i r d ,  and in countr ies such 
as Brazi l  and Malaysia complaints about the d igest ive  19 SI3 
t rac t  rank f a i r l y  high. Lower on the l i s t  of  the 20most 20 DIO 

frequent RFE~s the p ic ture  is more d i v e r s i f i e d .  

CLUSTERS 
A c lus ter  is defined as a group of reasons fo r  en- 

counter which is  sys temat ica l ly  coded a t  the same t ime. 
In order to judge the extent o f  c lus te r ing ,  Students' t- 
tes t  was appl ied.  This value is ca lculated comparing the 
d i s t r i b u t i o n  of  RFE's per encounter for  a cer ta in  RFE 
wi th tha t  of  a l l  the other RFE's together.  A t -va lue  of 
2.6 or more indicates a s i g n i f i c a n t  d i f ference between 
the two d i s t r i bu t i ons  (p 0.01). For a cer ta in  RFE w i t h a  
high t-value, clustering is considered to exist  when one 
or more other RFE's concur in at least lO per cent of 
the encounters. In table 5, clusters found for  the most 
common RFE's in six test sites are presented. 

Table 4 
The twenty most common RFE's (absolute numbers); the 20 
most common RFE's per tes t  s i t e  (rank numbers . 

for encounter 

Cough 
Fever 
S/C throat 
Uncompl. hypertension 
Examination 
Administrative 
Medication 
Diarrhea 
Preventive 
immunization/med. 
Earpain, earache 
Head cold nos 
Headache 
Vertigo/dizziness 
Follow up encounter 
unspec. 
Localized abdominal 
pain 
Vomiting 
Bloodpressure 
problems 
General weakness, 
tiredness 
Rash skin nos 
Generalized abdom. 
pain 

4434 2 
3633 17 
2206 3 
1834 18 
1749 
1497 
1391 1 
1312 13 

1279 8 
1268 5 
1228 
I196 
I124 

ll04 

1090 
1087 

1043 

1030 
1009 7 

836 15 

o 

1 
16 
II 
2 
6 
3 

8 
17 

14 
lO 

15 

9 

19 
4 

2 6 I11  
1 5 3 2 
7 7 51 

15 2 116 
3 
4 3 5 

2 8 
6 1 8 3  

9 I 
1 917 6 
4 19 II II 
0 II 8 91 

9 7 l l 

l 

3 610 
5 12 I 

10 16 1 1 
13 2 

14 13 1 

I 
I 

19 
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Table 5 

Clustering of RFE's for six test sites.(Barbados is 
left out because of the small number of RFE's, the US 

because of the low number of RFE's per encounter 

1 R17 COUGH 
2 A18 FEVER 
3 R21 S/C THROAT 
R KR3 HNCOMPL, HYPERTENSION 
5 A30 EXAMINATION 
6 A66 ADMINISTRATIVE 
7 KSO MEDICATION 
8 D16 DIARRHEA 
g Aq5 PREVENTIVE IMMUNIZATION/MED, 

lO HIO EARPAIN, EARACHE 
11 RI5 HEAD COLD NOE 
12 NI0 HEADACHE 
13 N17 VERTIGO/DIZZYNE$S 
1q ](67 FOLLOW UP ENCOUNTER, UNSPEC 
15 DII LOCALIZED ABDOMINAL PAIN 
16 D15 VOMITING 
17 K/3 BLOODPRE$SURE PROBLEMS 
18 AID GENERAL WEAKNESS, TIREDNESS 
19 S13 RASH SKIN NO$ 
20 DIO ~ENERALIZED ABDOM, PAIN 

AI8,R15, 1 
DIS,R]5,R171 
A18 i 

A18,D15 
A30,A67,Z6B 
A18,R17 
AIB,RIH,R17 
A18,NI7 
H]O 

AIR,DI6,R17 

i 
NI0 

, A18 
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Thus major clusters were revealed in three problem 
areas: hypertension, acute respiratory infections and 
acute gastro-intestinal infections. Cough and fever are 
often associated with a sore throat and rhinorrhoea. 
Diarrhoea and vomiting correlate and are often accompa- 
nied by fever, and sometimes by coughing. Hypertension, 
a prescription and measuring blood pressure are likewise 
associated. Only a few other important clusters could be 
demonstrated, i ts  interest mostly l imited to a single 
test si te. Apparently, clustering is an important phe- 
nomenon but i ts  practical implications for the use of 
RFEC are l imited. 

DISCUSSION 

On the basis of the suggestions of the participants 
in the f ie ld  t r i a l s  and on the basis of the analysis 
both of the codes and the terms, a f inal version of the 
classi f icat ion, now renamed ICPC, has been completed. 
The new tool has been developed, but the scope of i ts  
use, however, has to be explored in more detai l .  For 
this reason, several relevance studies with ICPC are 
envisaged. ICPC can be used not only to classify reasons 
for encounter, but also to classify ICHPPC-2-Defined 
diagnoses, because al l  the defined rubrics of ICHPPC-2 
are incorporated in ICPC. 

ICHPPC-2 is a well established diagnostic c lass i f i -  
cation system, not only in i ts  own r ight ,  but also when 
used in conjunction with other classif icat ions. A dis- 
ease classif icat ion differs from one which is based on 
the patients' reason for encounter. An analysis of the 
simultaneous use of the reason for encounter and the 
diagnosis by the doctor with ICHPPC-2 is therefore of 
interest. During a p i lo t  study in the Netherlands, 6178 

Table 6 

Discrepancies between RFEC and ICHPPC-2 (Percentages 
per component). 

Discrepancy 

I .  ICHPPC-2 in other 
chapter than RFEC 

2. ICHPPC-2 implies prob- 
lem behaviour and RFEC 
i l lness behaviour 

3. ICHPPC-2 without in- 
t e l l i g i b l e  relation 
with RFEC 

Total (I+2+3) 

All RFEC-ICHPPC-2 
associations 

Components 

l 2 3 4 5-6 7 

8.9 2.0 2.0 3.9 2.2 1.7 

4.7 1.2 1.4 2.2 6.0 0.6 

0.9 0.5 0.4 0.7 1.5 0.2 

14.5 3.7 3.8 6.8 9.7 2.5 

3573 591 692 279 133 907 

Total 

6.1 

3.3 

0.7 

lO.l 

6178 

RFEC-ICHPPC-2 associations have been analysed in order 
to describe apparent discrepancies between both (2). 

In table 6, three discrepancies are presented: 

l )  The diagnosis (ICHPPC-2) by the doctor is located in 
a chapter which evidently dif fers from the RFEC 
chapter as indicated by the patient. 

2) A specific discrepancy - not included in l )  - exists 
when the reason for encounter is a somatic one while 
the physician diagnoses a psychological or a social 
problem. (problem behaviour) 

3) Sometimes no i n t e l l i g i b l e  relat ion exists between the 
RFEC and the ICHPPC-2 code (misclassifications ?) 

A discrepancy exists for IO.l per cent of a l l  RFEC- 
ICHPPC-2 associations; the discrepancy by chapter is the 
larger one: 9.4 per cent, of which 6.1 per cent is 
accounted for by "somatic" chapters. The symptoms and 
the complaints component is the main or ig in;  14.5 per 
cent discrepancies. I t  is remarkable that once t h e  
patient describes his reason for encounter with the name 
of a disease or diagnosis, the percentage of discrep- 
ancies is very l imited: 2.5 per cent. 

Process in primary care is best analysed and i n t e r  
preted when the diagnosis, which forms the start ing 
point for medical interventions is available (15). 

I t  is very plausible that the ava i lab i l i t y  of the 
reason for encounter w i l l  also enhance a better under- 
standing both of u t i l i za t ion  and morbidity data. ICPC 
can be used not only to classify reasons for encounter 
and diagnoses but also the main features of process in 
primary care. Thus i t  w i l l  be possible to use the ICPC 
to classify three or four elements of problem-oriented 
registrat ion: (16) 

- S: subjective or reason for encounter (RFEC) 

- A: assessment or diagnosis (ICHPPC-2-Defined) 

- P: plan of interventions in primary care (Process 
co de ). 

Figure 5 

Transition model. 

~ Professionally defined need 

I ~asu~s of demand I of use 

J t~asures 

The use of  one and the same c l a s s i f i c a t i o n ,  f i r s t  
to i d e n t i f y  pa t i en t  demand and then to c l a s s i f y  the re-  
su l ts  o f  the heal th  care p rov iders '  i n t e r p r e t a t i o n  and 
i n t e r v e n t i o n ,  could s i g n i f i c a n t l y  improve the q u a l i t y  o f  
in fo rmat ion  a v a i l a b l e  concerning the use - and appropr i -  
ateness - o f  hea l th  care serv ices at  the pr imary l e v e l .  
I f  t h i s  c l a s s i f i c a t i o n  is shown to correspond sa t i s fac -  
t o r i l y  w i th  the frame o f  reference of  s p e c i a l i s t s ,  i t  
w i l l  a lso become possib le to use i t  f o r  research in to  
pa t i en t  care as a whole, from ent ry  i n to  the system up 
to exi t  after care at the primary, secondary or tert iary 
level. Health data correlations that have hitherto not 
been feasible are now within reach. 

A transit ion model (figure 5) has been developed 
for this pupose. 

Transition is defined as the passage of the pat- 
ient 's health problem throughout time and throughout 
the dif ferent aspects of health care, including al l  the 
changes in the state of that problem. ICPC wi l l  be used 
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in a relevance study of this kind, classifying the dif-  
ferent stages in the transition from the patient's 
reason for encounter into a diagnosis and subsequent 
a~pects of process. The nature of the mechanisms deter- 
mining transition have to be considered with the help 
of additional information on the patients, the encounter 
and the provider. To this end, the potential of ICPC to 
also classify the perceived health problems as recorded 
in household surveys is to be evaluated. 

The application of health status indicators in 
conjunction with the classification of the several 
aspects of patients' health problems is of major impor- 
tance in this context. 

Members of the WHO workin~ party of experts 

Prof. Maurice Wood (USA), Chairman 

Prof. Bent Bensen (Norway) 
Prof. Charles Bridges Webb (Australia) 
Dr. Karel Kupka (WHO, Geneva) 
Prof. Henk Lamberts (Netherlands) 
Ms. Sue Meads (NCHS/DHHS), USA 
Dr. M.K. Rajakumar (Malaysia) 

SU..ARy 
The Reason for Encounter Classification (RFEC) was 
designed by a WHO Working Party to classify the reasons 
Why patients seek care at the primary care level. 

I t  is designed along two axes: Chapters and Compo- 
nents. Each chapter carries an alpha-code which is the 
f i rst  character of the basic 3-character alphanumeric 
Code. Each chapter is subdivided into seven "components" 
carrying 2-digit numeric codes. 

The f ie ld t r ia l  was undertaken by family physicians 
and nurses in: Australia, Barbados, Brazil, Hungary, 
Malaysia, the Netherlands, Norway and the US. 90497 
RFE's were analysed. Their distribution over the chap- 
ters and components characterize the content of inter- 
national primary care. Listings with the most common 
RFE's in the participating countries reflect the cul- 
tural differences. 

I t  is concluded that the RFEC is not only feasible 
to c lassi fy reasons why patients seek care but also to 
classi fy the diagnosis and the process of primary care. 
As a resul t  of th is ,  the International Classi f icat ion 
of Primary Care {ICPC) succeeds the RFEC. 

ZUS_~_~_AMAMMENFASSUNG 

ERGEBNISSE DER INTERNATIONALEN FELDSTUDIE MIT DER 
~ I K A T I O N  "~RUEN~-FUER DEN 'ARZTBESUCH" 

has Klassifikationssystem "GrUnde fur den Arztbe- 
Such" wurde von einer WHO Arbeitsgruppe entwickelt. Es 
enth~It Kapitel und deren Untergruppen (jeweils sieben). 
Eine Feldstudie wurde in Australien, Barbados, Brasi- 
lien, Ungarn, Malaysien und Holland durchgefUhrt. Auf 
Grund einer Analyse yon 90~497 ArztbesuchsgrUndenwird 
der Inhalt der Prim~rversorgung charakterisiert. 

Dieses Klassifikationssystem leistet nicht nut 
eine Erfassung der ArztbesuchsgrUnde, sondern auch der 
~orgehen und Diagnosen in der Prim~rversorgung. Es wird 
deshalb in der Zukunft die "internationale Klassifika- 
tion der Prim~rversorgung (Int. Classification of Pri- 
mary Care ICPC)" genannt. 

RESUME 

RESULTATS D'UNE ETUDE INTERNATIONALE SUR LES RAISONS 
DE RECOURS ~UX SOINS DE SANTE 

La classification "Reason for Encounter Classifi- 
cation - RFEC" a 6t6 d~velopp6e par un groupe de tra- 
vail de I'OMS afin de classifier les raisons pout les- 
quelles les patients ont recours aux soins de sant~ 
primaires. 

La classification se fa i t  sur deux bases : chapi- 
tres et sous-groupes. Chaque chapitre comporte un code 
alphab~tique form~ du ler caract~re du code de base 
(3 caract~res alphanum~riques). En outre, i l  est divis~ 
en 7 sous-groupes qui sont identifies par un code com- 
pos~ de 2 chiffres. 

L'~tude a ~t6 r~alis~e par des m~decins et des in- 
firmi~res dans les r~gions suivantes : Australie, Bar- 
bados, Br~sil, HongrCe, Malaisie, Pays-Bas, Norv~ge et 
E~ats-Unis. 90'497 RFEC ont ~t6 analys~s. Leur distr i -  
bution caract~rise le contenu des soins de sant~ pri- 
maires. 

On a pu d~montrer que cette classification permet 
non seulement de classer les raisons de recours aux 
soins de sant~ primaires, mais aussi les proc6dures et 
diagnostics en soins de sant~ primaires. Par consequent, 
dans le futur, cette classification se nommera "Clas- 
sification Internationale des Soins de Sant~ Primaires 
(International Classification of primary Care ICPC)". 
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APPENDIX 

CLASSIFICATION SYSTEMS (other than ICD) FOR CODING 
HEALTH PROBLEMS 

A Reason for Vis i t  Classification for Ambulatory Care 
(Rvc) 

This was developed by the American lledical Records 
Association under the auspices of the National Center 
for Health Stat ist ics for use in the National Ambulatory 
Medical Care Survey. 

The aim of the classi f icat ion is to code reasons 
for v i s i t  as perceived by the patient. The physician is 
requested to record the "Patient's principal problem(s), 
complaint(s) or symptom(s) this v i s i t  in the patient's 
own words." 

The coding system is alphanumeric (one alpha, four 
numeric), containing seven modules: 

symptom 
disease 
diagnostic, screening and preventive 
treatment 
injuries and adverse affects 
test results 
administrative. 

The diagnostic, screening and preventive module 
and the administrative module perform essentially the 
same function as the ICD-9 V code and the injuries and 
adverse effects module is similar in concept to the 
injury and poisoning section of ICD-9. 

The treatment module contains procedures and 
reasons for  v i s i t  without treatment such as counsell ing, 
progress v i s i t s  and pre-operat ive and post-operat ive 
cases which ICD-9 includes in the V code. 

Systematized Nomenclature of  Medicine (SNOMED) 
College of American Pathologists, 1979. 

A mu l t i -ax ia l  c l ass i f i ca t i on .  Six of  these axes 
are relevant to primary care: topography; morphology; 
e t io logy ;  funct ion;  disease; and procedures. 

There are three separate indexes, morphology, 
e t io logy ,  funct ion and disease which are combined. The 
other two re la te  to topography and features. 

Many of the items of relevance to primary care are 
contained in the c lass i f i ca t i on ,  though frequent ly more 
than one code is required to c lass i fy  quite common 
terms adequately, e.g. :  

Nosebleed = Haemorrhage nose = M 37000, T 21000 

Tons i l l i t i s  = inflammation tonsil = M 40000, T 61100 

Such a system is more complex than a single vari- 
able axis classif icat ion and i t  is only with great 
d i f f i cu l t y  that data thus coded may be grouped and 
displayed according to t radi t ional  concepts. The fact 
that SNOMED is deficient in the classif icat ion of certain 
aspects of well-care and reasons for administrative 
v is i ts make i t  unsuitable as a tool in the majority of 
primary health care settinos. 

CANDOm~dical et pharmaceutique (2nd edition 1 

Classification Alpha-num6rique de la Documentation 
(An Alpha-numeric classif icat ion of documentation) by 
J. Chevalier. 

A comprehensive, complex, and highly-sophisticated 
mul t i -ax ia l ,  alphanumeric classif icat ion for the storage 
and retr ieval of medical documents. 

CANDO classif ies a vast range of medically related 
items in addition to conditions that might be reasons 
for care. As with a l l  mult i-axial classif icat ions, i t  
does not lend i t se l f  to presentation of primary health 
care data. 

The John Hopkins Ambulatory Codin 9 Scheme (JHACS) 

A coding system or provider recorded problem/ 
diagnostic data. The scheme aims to provide a minimal 
data set and serve the needs of management, c l in i c ians  
and health services researchers. 

Used in two pre-paid group practice programs and 
two hospital out-patient departments, the JHACS is based 
on an encounter form completed by the provider for a l l  
patient v is i ts .  In addition to normal administrative 
details and identifying particulars, the form e l i c i t s  
the provider's writ ten statement specifying the patient's 
conditions addressed at the v i s i t .  

There is also provision for the patient's state- 
ments of the reason for the v i s i t ,  though this has only 
been collected in special studies. 

The coding scheme is divided into four major 
sections: 

diagnoses 
symptoms 
well-person care 
therapeutic procedures. 

The diagnosis section is divided into 17 organ and 
disease symptoms, paral lel ing ICDAo For mental disorders 
however, the Diagnostic and Stat ist ical  Manual of Mental 
Disorders of the American Psychiatric Association was 
adopted. 

Well-person care includes supplementary c lass i f i -  
cations which divide i t  into fourteen sub,system cate- 
gories specifying the type of well-care (including surgi- 
cal after care). Therapeutic procedures are divided into 
seventeen organ-specific categories. In a l l ,  there are 
twenty system categories, seventeen for diagnoses and 
symptoms, well-care, and therapeutic procedures. There 
are two supplementary categories for uncodable entries 
and entries that are not coded because they occur t o o  
infrequently. The version reviewed contains 984 dist inct  
codes. The scheme seems highly suited to the environment 
in which i t  is used and has incorporated what was re- 
quired from the most suitable classif ications available. 

Lay Reporting of Health Information 
World Health Organization, Geneva, 1978 

A deta i led l i s t  of symptom associations for  use by 
lay and paramedical personnel. For cer ta in symptom asso- 
c ia t ions a possible diagnosis is suggested. Lay reporting 
was designed for  use in estimating causes of unattended 
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death and would not be suitable for general use in the 
coding of primary care data. 

international Classi f icat ion of Health Problems in 
Primary-~are - ICHPPC-2 

Prepared by the World Health Organization of 
National Colleges, Academies and Academic Associations 
of General Practit ioners/Family Physicians (WONCA). 

An adaptation of the International Classi f icat ion 
of Diseases (9th Revision) intended for use in General 
Medicine and subt i t led ICD-9-GM. 

This c lass i f ica t ion is a selection of speci f ic ICD 
3-dig i t  categories and 4-d ig i t  subcategories that the 
COmpilers consider to be of a par t icu lar  quant i tat ive or 
qual i tat ive importance in primary health care. 

Based on wide practical experience from many coun- 
t r ies,  the or iginal  version was extensively f i e ld  tested. 
The amendments and additions contained in the 1979 
version were mainly necessitated by the 9th Revision of 
IC0. 

The publ icat ion is easi ly portable and concise with 
a clear column presentation. 

Current . . . . . . . . . . .  Procedural Terminology (CPT) 
rUbllshed and maintained by the American Medical 
Association 

CPT-4 descriptive terms and identifying codes are 
CUrrently used widely for reporting reimbursable 
services. The terminology expresses procedures and 
services performed by physicians. The axis of the 
classification tends toward detailed description of the 
Complexity, time and ski l l  involved to perform the 
service which becomes a basis for remuneration. At the 
Present time, statist ical information is not tabulated 
from CPT-4 data. 

The main body of the material is l isted in five 
sections: MEDICINE, ANESTHESIOLOGY, SURGERY, RADIOLOGY 
(including Nuclear Medicine and Diagnostic Ultrasound), 
and PATHOLOGY AND LABDRATORY. Within each section are 
SUbsections with anatomic, procedural, condition, or de- 
~Fr!ptor subheadings. The procedures and services with 
helr identifying codes are presented in numeric order 

With one exception - the entire MEDICINE section (90000 
series) has been placed at the beginning of the listed 
Procedures. These items are Used by most physicians in 
reporting a significant portion of their services. 

For the user's information the section numbers and 
their sequence are as follows: 

MEDICINE (except Anesthesiology) 90000 to 99999 
ANESTHESIOLOGY OOlO0 to 01999, 99100 to 99140 
SURGERY I0000 to 69999 
RADIOLOGY (including NUCLEAR 

MEDICINE and DIAGNOSTIC 
ULTRASOUND) 70000 to 79999 

PATHOLOGY AND LABORATORY 80000 to 89999 

For example: 

Comprehensive examination or evaluation for an 
established patient wi l l  be found in the MEDICINE 
section, under the heading Office Medical Services 
with the code "90080". 

For example: 

Closed manipulative treatment of a clavicular 
fracture wi l l  befound in the SURGERY section, 
under the subsection Musculoskeletal, anatomic 
heading Shoulder and the subheading "Fracture and/ 
or Dislocation" with the code "23505". 

The f i r s t  and last code numbers and the subsequent 
name of the items appears at the top of each page (e.g. 
"20000 - 20250 Musculoskeletal"). The continuous pagin- 
ation of CPT-4 is found on the lower, outer margin of 
each page along with the section name. 

International Classification of Impairments, Disabilities 
and Handicapis published for t r ia l  purposes by the 
World Health Organization 

The present manual, published under authority of 
the 29th World Health Assembly, represents a consider- 
able recasting of the detailed proposals submitted to 
the Ninth Revision Conference. The hierarchical arrange- 
ment of the impairment classification has been radically 
altered so as to allow for taxonomic spaces more closely 
related to importance and frequency of occurrence; a 
completely new disabi l i ty classification has been intro- 
duced, resembling in structure the impairment classi f i -  
cation; and the handicap classification has been aug- 
mented. 

Scope and structure of the manual 

The manual contains three dist inct and independent 
classifications, each relating to a different plane of 
experience consequent upon disease. 

a) Impairments (I code), concerned with abnormal- 
i t ies of body structure and appearance and with 
organ or system function, resulting from any 
cause; in principle, impairments represent dis- 
turbances at the organ level. 

b) Disabilities (D code), reflecting the conse- 
quences of impairment in terms of functional 
performance and act iv i ty by the individual; 
disabi l i t ies thus represent disturbances at the 
level of the person. 

c) Handicaps (H code), concerned with the disadvan- 
tages experienced by the individual as a result 
of impairments and disabi l i t ies; handicaps thus 
reflect interaction with and adaptation to the 
individual's surroundings. 

This classification is being Used as a supplement to 
the basic ICD-9. 
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