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Part I BACKGROUND

Introduction

This document defines an Australian Family of Health and Related Classifications and presents a set of principles for including a classification in the family. Part I gives a background to the Family. Part II describes the process to incorporate a candidate classification in the Family and the principles that govern the acceptance of a classification as a member of an Australian Family. Part III is an executive summary or registration document that is to be completed for each Family member. Appendices can be found in Part IV.

The purpose of the Australian Family to promote the appropriate selection of classifications in the range of settings in the health field in Australia.  The family provides: 

· a conceptual framework of information domains for which classifications are, or are likely to be required for purposes related to health and health management.

· a statement of endorsed classifications for particular purposes defined within the framework.

Nationally endorsed classifications facilitate the storage, retrieval, analysis, and interpretation of data and their comparison within populations over time and between populations at the same point in time as well as the compilation of nationally consistent data. Populations may be States and Territories, regions, minority groups or other specified group.

The aims of the Australian Family are to:

· provide a logical framework for the definition and management of health and the health system;

· establish a common language to improve communication; permit comparisons of data across States and Territories, health care disciplines, services and time, and between Nations; and

· to provide systematic classification schemes for health information systems; and stimulate research on health and the health system.

In order to achieve its purpose, members of the Australian Family must:

· be based on sound scientific and taxonomic principles; 

· be transcultural;

· focus on the multi-dimensional aspects of health; 

· meet the needs of its different and varied users; 

· enable derivation of summary health measures;

· provide a platform for users and developers; and

· wherever possible, be members of the WHO Family of International Classifications (WHO-FIC) or derived therefrom.

Classifications are used to support statistical data across the health system. To this end WHO has developed two reference classifications that can be used to describe the health state of a person at a particular point in time. Diseases and other health related concepts are classified in the International Classification of Diseases, now in its 10th revision (ICD-10)
. Functioning and disability are classified separately in the International Classification of Functioning, Disability and Health (ICF)
.

The individual health experience in general can be described using the dimensions of the ICD and ICF. Whether one dimension or more is used and how many levels of classification are used will depend on the needs of the user. Other classifications are needed to describe other aspects of the health experience and the health system and it is intended to form an Australian ‘family’ of health and related classifications.  The WHO Family Development Committee has developed a WHO Family of International Classifications (WHO-FIC). The recommendations for an Australian Family shall be consistent with the WHO-FIC.

The United Nations Statistical Division (UNSD) has defined the UN family of international economic and social classifications and published basic principles for standard statistical classifications. ‘The family of international economic and social classifications is comprised of those classifications that have been internationally approved as guidelines by the United Nations Statistical Commission or other competent inter-governmental board on such matters as economics, demographics, labour, health, education, social welfare, geography, environment and tourism’. (UNSD) 
.

Where possible this paper has sought consistency with the UNSD approach. The UN family of classifications includes the WHO International Classification of Diseases (ICD) and International Classification of Functioning, Disability and Health (ICF).

Adapting the UN definition, an Australian Family may be defined as:

‘The Australian family of health and related classifications is comprised of those classifications that have been approved by the National Health Information Management Group for national use according to an agreed set of principles. The classifications may be prepared by other groups and organisations (including WHO). It also includes those classifications on similar subjects that are derived from or related to the international classifications and primarily, but not solely used for regional or national purposes.

Terminologies

Terminology is used in this document as an umbrella term for language from unstructured (natural language) to structured language for specific purposes, such as groupers. Terminologies that may have broader meanings within the wider community, may have specific meaning within the context of given classifications.

Three distinct levels of terminology are available to describe phenomena related to health and disease. These are:

· Vocabularies [nomenclatures];

· Classifications; and

· Combination systems.

Vocabularies

The need for electronic communication requires a common ‘language’ covering all the basic elements of health and health care. Hence the need for the development of electronic vocabularies. In these vocabularies each entry normally incorporates sufficient elements to differentiate one individual entity from another. The essential characteristic of a vocabulary is that of discrimination.

Different health professionals need their own vocabularies for their own use, and these vocabularies are crucial for communication across health settings, including between the hospital and the GP surgery. In vocabularies, as far as possible, it should be ensured that one word or one code only has one meaning, and the context in which it is being used should be apparent.

Vocabularies have varying levels of structure. Clinical terminology is the least structured and describes various health language systems. Interface terminologies provide the interface between the user and the electronic system that is being used to record clinical information. Reference terminologies are sets of uniquely defined concepts which relate to a number of interface terminologies and to classifications. A reference terminology provides the link to classifications for reporting and statistical use.

Classifications

A classification “is a set of discrete exhaustive and mutually exclusive observations which can be assigned to one or more variables to be measured in the collation and/or presentation of data” (UN, 2000). Classification normally involves the categorisation of relevant natural language for the purposes of systematic analysis within a single field of concepts. From this it should be obvious that, with a few exceptions, there is a unidirectional relationship between individual entries in an electronic vocabulary and categories in a corresponding classification. It is normally possible to ‘map’ up the granularity scale (many to one) but not the other way. The essential characteristic of a classification is aggregation.

Combination systems
In spite of the analytic potential of the hierarchical nature of classifications, there is an increasing need to develop combinations which incorporate concepts from two or more subject areas for specific purposes.
In the health sector, an example is the diagnostic related group (DRG) (used in clinical casemix systems) which combines data on the individual patient such as diagnoses and procedures and other characteristics such as age and gender.

Combination systems differ from the two lower levels first and foremost by being comprised of outputs from various data sources of which only some are based on the use of classifications in the Australian Family. They are characterized by a very ‘coarse’ granularity, which do not necessarily hierarchically aggregate the concepts in the Australian Family classifications. These systems will not be discussed further in this document.

There is no single logical criterion that differentiates between the two lower levels, and hence there is no sharp demarcation between, for example, vocabularies and classifications. The primary differences relate to the level of detail to which the data values are defined. Thus, individual entities are identified by natural language or in electronic vocabularies (fine granularity). Other levels increasingly involve clustering. Existing classifications like ICD-10, its modifications and the ICF can be viewed as having a structure and content typical of the ‘second’ level of ‘intermediate’ granularity.

The professional languages of the health sector have a limited number of terms which can be used to describe problems, items and concepts. So, it is possible for an apparently individual concept to be identifiable at all levels of granularity. Users need to be aware that the same term may have different meanings depending on its context. This is important because detail in the information is inevitably lost by moving from a finer to a coarser level. Individual ‘granules’ at the coarser level frequently embrace multiple discrete concepts at the finer one.

Electronic vocabularies used in different settings may differ in basic structure. Nevertheless their frequent use of ‘natural language terms’ together with the normal relationship between their individual entities and classification categories indicates the way forward. It is normally possible to create a cross-reference ‘map’ from each individual entry in the vocabulary to the ‘appropriate’ and corresponding classification through cross references. However there is need to take into account, and make provision for, various types of exception to the general relationship.

Classifications are a necessary adjunct to vocabularies for standardised coding of information for statistical purposes. Vocabularies and classifications should be considered as complementary. Any mapping from a vocabulary to a classification should be acceptable to the proprietors of both the vocabulary and the classification.

The Australian Family is to confine itself to the intermediate level of granularity. 

Types of classifications in the Australian Family

The classifications in the Australian Family, the WHO-FIC and the broader United Nations family of economic and social classifications are of three major types.

Reference classifications

In addition to WHO reference classifications, reference classifications are a product of national agreements approved by NHIMG. They have achieved broad acceptance and official agreement for use and are approved and recommended as guidelines for national reporting on health. They may be used as models for the development or revision of other classifications, with respect to both the structure and the character and definition of the categories.

In the context of the Australian Family, ICD-10-AM would be a reference classification.

Derived classifications

Derived classifications are based upon reference classifications. Derived classifications may be prepared either by adopting the reference classification structure and categories, providing additional detail beyond that provided by the reference classification, or they may be prepared through rearrangement or aggregation of items from one or more reference classifications. Derived classifications are often tailored for use at the national or multi-national level.

Within the WHO-FIC the derived classifications may include specialty based adaptations of ICF or ICD, such as the International Classification of Oncology (ICD-O-3). In the Australian Family derived classifications are yet to be approved, but could cover Primary Care adaptations and adaptations to use in community settings.

Related classifications

Related classifications are those that partially refer to reference classifications, or that are associated with the reference classification at specific levels of the structure only. Procedures for maintaining, updating and revising statistical classifications of the family encourage the resolution of problems of partial correspondence among related classifications, and offer opportunities for increased harmony over time. The International Classification of External Causes of Injury (currently under development) has been proposed as a related member of the WHO-FIC.

Scope of the Australian Family

Ashley et al (2000)
 developed the idea of a matrix to represent the scope of health classifications to be included in a WHO-FIC. This matrix can be adapted for the Australian situation and remain compatible with the international matrix.

Health has been defined as ‘a state of complete physical, mental, and social well being and not merely the absence of disease or infirmity’ (WHO, 1946)
. Health or state of health can only be defined in terms of an individual and that person’s goals and expectations. For example a professional gymnast with a need to be extremely flexible, will feel unhealthy at a level most people would consider healthy; or a person born with cystic fibrosis may never know the level of energy most people associate with health. The individual defines when their state of health generates a health problem either by accessing or seeking access to the health system or by describing the issues of concern to that person. The health system includes ‘all activities whose primary purpose is to promote, restore or maintain health’
.

Health concepts may be defined as concepts that are related to the description and documentation of the health status of an individual and the services and interventions available for examining, improving, maintaining and supporting it.

Health and health systems defined by WHO are very broad and include areas not traditionally considered by Government health administrations. Some areas of public health are funded and administered by other agencies, for example road safety programs designed specifically to reduce deaths and injury due to road accidents. Sometimes services, which seek to maintain the health state of a person with a disability, are not considered health services, for instance some home care services. The following are included within scope for Australian Family purposes.

· Health status;

· Health care;

· Health policy and planning;

· Disability policy and planning;

· Communicable disease control;

· Selected health promotion;

· Organised immunisation;

· Environmental health;

· Food standards and hygiene;

· Health screening;

· Prevention of hazardous and harmful drug use; 

· Public health research;

· External causes of injury; and

· Occupational health.

Although the United Nations Family of Classifications covers a wide spectrum, it is considered that the scope of the Australian Family should be limited to concepts relating directly to health. The contents of some UN classifications are relevant to the health sector (for example occupation) and some of the Australian Bureau of Statistics classifications (for example the Australian Standard Classification of Languages) may be used as appropriate within the health system.

To specify a manageable Family of Classifications, the health system can be described using two axes or dimensions. A conceptual framework of the health system has been used for one dimension. This is based on the Canadian Roadmap, developed in 1998 to guide health information developments in that country
. The framework in turn is essentially consistent with the conceptual framework for the Australian health system that has been published by the Australian Institute of Health and Welfare (See appendix 1)
 and the United States 21st Century Vision for Health Statistics
. The framework is also consistent with WHO’s World Health Report 2000 view of health which places people at the centre of health services.

The second dimension is Areas of Application. This is a multi-conceptual dimension including a combination of settings, measurement methods, target group, methods of data collection and data informants. The rows were developed to cover, in broad terms, the range of areas of applications of classifications in different health systems across the country.

Each of these dimensions should give rise to mutually exclusive domains. It was recognised that the ideal is unlikely in practice, because the health system takes so many forms across States and Territories, regions and for specific population groups. The test of the dimensions defined is a pragmatic one: whether it helps to identify the appropriate classification(s) for use in specific circumstances.

Putting the two dimensions together produces a matrix. If this matrix is to be useful, it should produce cells that are sufficiently well defined so all eligible domains within the cell can be described using a single classification at the highest level (and associated derived and related classifications). It is not necessary that there be only one classification per cell that fulfils this requirement, although in logic, there is no need for more than one.

As already commented, the indicative framework so formed is unlikely to be sufficiently detailed for many purposes. It has therefore been suggested that it could be the entry point to a knowledgebase: from each cell it would be possible to drill down to a classification for use in a more specialised area of application. This is consistent with the UN classifications system which includes reference classifications (such as ICD and ICF), derived classifications and related classifications. In these terms, the family of health classifications, and the relationships between them, can be as complex as the modern human family, with genetic relationships augmented by blended ones.

The Health and Health Related Classifications Matrix

A preliminary matrix for the Australian Family has been developed (See p10). In the matrix:

· Each cell should contain a single classification at highest level. When drilling down there is a need to ensure there is not more than one equivalent classification. Two equivalent classifications in one cell may be a sign of further work required;

· specialist adaptations (mainly derived or related classifications) may be included in the matrix by drilling down through the appropriate cell; and

· [image: image1.bmp]a few cells, marked
are         “not applicable”.

An electronic tool to view the scope of the matrix is being developed. There are links between the highest level of the matrix and related and derived classifications.

Footnotes for the matrix (p10)

1
Factors influencing health and well being are defined here as including risk factors, determinants and external causes, but not health services and interventions. 
2
Specialised care includes care in consultant rooms, palliative care, rehabilitation, services for older people, disability services and other forms of non-acute care.

3
 The term prevention is used for interventions that occur before a specific health event occurs. Prevention aims to reduce the occurrence of new cases, decrease risk and/ or increase protective factors that can be documented, delay onset of illness, reduce length of time that early symptoms continue, and halt/delay a progression of severity.

4
Maintenance interventions are supportive, educational, and/or pharmacological in nature, and are provided on a long-term basis to individuals with continuing impairment. Maintenance interventions involve the provision of support and after-care services to the patient.

5
 Primary care is defined here as the care provided at the first point of contact with health services and relates to the function, not the person delivering the care.

An Australian Family of Health and Related Classifications

	Area of Application
	Factors influencing health and well being1
	Health and well being
	Interventions / Services
	Resources

	
	Environmental
	Personal
	Health condition/ Disease /problem
	Functioning and Disability
	Prevention3
	Assessment/Diagnostic
	Therapeutic
	Maintenance4
	Research, Evaluation Monitoring, Other information, Financial, Material, Human

	Mortality (cause of death)
	
	Data elements in the National Health and National Community Services Data Dictionaries may be used, for example for demographic information. 

Some personal factors affecting health and well being have not been defined and classified, for example genetic profile or coping styles.

Where variables such as Occupation, Industry, Geography etc are collected, Australian standards, maintained by the ABS, should be used.
	ICD-10
	
	
	
	
	
	The Australian Bureau of Statistics maintains classification of a range of variables relevant to these, including Industry (ANZSIC), Occupation (ANZSCO), Qualifications, Research Purpose Expenditure, Economic Sector etc. Australian standards are generally based on international standards. These standard classifications, or classifications which are compatible with them, are to be used in health data collection.

	Self report, eg. Population health surveys and reason for encounter
	
	
	ICPC-2


	ICF
	
	
	
	
	

	Population and Environmental health
	
	
	ICD-10-AM


	
	
	
	
	
	

	Primary Care5
· General practice

· Emergency
· Other
	
	
	ICPC-2


	
	ICPC-2


	ICPC-2
	ICPC-2


	ICPC-2
	

	Acute hospital admissions
	
	
	ICD-10-AM
	ICF
	
	ICD-10-AM
	ICD-10-AM
	
	

	Specialised care2 (residential or non-residential)
	
	
	
	ICF
	
	
	
	
	


Footnotes see previous page.

Part II
PROCESS & PRINCIPLES

This part outlines the process for adoption of classifications as members of the Australian Family of Health and Related Classifications.  The process is managed by the National Health Information Management Group (NHIMG) and involves the Expert Group on Health Classifications.  NHIMG will consider the recommendations of the Expert Group and the requirements of the National Health Information Agreements in endorsing classifications for inclusion in the Family.  A proposal for classification inclusion in the Australian Family must demonstrate consideration on the following principles.  These principles are designed to provide guidance for classification Promoters and should not limit information included in any proposal.

The Promoter of a classification may be an agency or program manager who has identified a classification and considers that the classification is suitable for inclusion in the Australian Family. The proposer need not be the custodian of the classification, however custodians should be aware of the proposal and be included in consultations.  Agencies or offices with responsibility for the maintenance, updating and revision of classifications are called the Custodians of classifications.  These responsibilities are set out below.  The Promoter may also be the Custodian of a classification but irrespectively will need to demonstrate that the functions of the Custodian are to be fulfilled. In the event that Custodians are unable to fulfil these custodial functions, ensuring maintenance and updating of the classification will become the responsibility of the Promoter in Australia.

Proposals will be considered in the first instance by the Expert Group on Health Classifications.  Membership of the Expert Group includes: an independent Chair, representatives of NHIMG and the National Community Services Information Management Group (NCSIMG), the Head of the WHO Australian Collaborating Centre for the Family of International Classifications, the Director of National Centre for Classification in Health (NCCH), one representative each from the Australian Bureau of Statistics, General Practice Computing Group, Medicine Coding Council of Australia and IT 14 Standards Committee, 2 Representatives of Commonwealth government departments, Department of Health and Aged Care, Department of Family and Community Services; and Experts in specific classifications. 

These are:

· International Classification of Diseases 10th Edition (ICD-10) - NCCH Brisbane;

· International Classification of Diseases – Australian Modification (ICD-10-AM) - 

NCCH Sydney;

· International Classification of Primary Care (ICPC-2) - Family Medicine Research Centre; 

· International Classification of Functioning, Disability and Health (ICF) - Australian Institute of Health and Welfare (AIHW); and

· International Classification of External Causes of Injury (ICECI)
 - AIHW - National Injury Surveillance Unit.

Proposals should be sent to:

The Secretariat
National Health Information Management Group
Australian Institute of Health and Welfare
GPO Box 570
Canberra   ACT 2601

nhimgsec@aihw.gov.au

Principles for classification membership of the Australian Family

The development of the Australian Family of Health and Related Classifications is being managed by the National Health Information Management Group in parallel with the development of the World Health Organization Family of International Classifications (WHO-FIC). The wider context of this project is explained in Part I.

NHIMG recognises that it is impossible to define specific criteria for all possible eventualities, hence the following principles are to provide guidance to Promoters for submission of a candidate classification proposal.

Place of the classification within the matrix
Each classification within the Australian Family of Health and Related Classifications is unique, clearly defined, well supported and useful for health or related information.

· For entry into the Family, a new classification must occupy an identifiable cell within the matrix (See Part 1).

· That the classification can be demonstrated as useful for health information. 

· It is important that the new classification cover a concept not adequately covered by the reference classifications.

· Any possible redundancy or overlapping of the classification or categories with other related classifications should be identified and will be considered in the process of assessing the candidate classification.

· The electronic tool for the Australian Family of Health and Related Classifications matrix, will accommodate the Australian matrix as shown in Part 1, but will also provide access to details of classifications (as expressed on the registration page) and relationships between classifications at more detailed levels within the matrix.  A proposed classification for a specific purpose may be a related or derived classification that will occupy this lower level stratum within the matrix.  For example a version of the ICF for children will occupy a lower level of the matrix than the ICF itself.

· Consistency with international standards is desirable. The relevant international standard should be identified and any deviation from the standard noted.

Purpose and definition of the classification

· If a classification is to be considered for membership of the Australian Family, its submission must adhere to certain formal requirements including provisions of a classification title, clear definition and expression of the scope of the classification, and well described categories in standard format backed up by explanatory notes, coding indexes, codes and correspondence tables to related classifications.

· The extent to which classification categories reflect the realities of the field (ie, the population) to which they relate, will be carefully considered. For example, in a classification of diseases, the categories should reflect the total picture of diseases of the specific population.

· Consideration of the key stakeholders and likely users of the classification should be demonstrated in the proposal. Promoters should ensure that these groups are consulted regarding classification development and use.

Technical qualities of the classification
There are certain characteristics of a good classification (UN, 2001)
. The technical qualities of the candidate classification should be demonstrated.

· Each classification should have a hierarchical and/or multi-axial structure such that it is possible to aggregate data from individual codes into larger categories.

· The classification is comparable to other related (national or international) standard classifications.

· Classification categories should be exhaustive and mutually exclusive.

· The categories are stable, ie they are not changed too frequently or without proper review, justification and documentation (See also Update processes).

· An entity within a classification that is of particular importance should have its own category.

· Categories within a classification should facilitate the description of phenomena in a way that allows unambiguous understanding by others, including statistical users.

· Each code should have a unique definition.

· Terms should not be ambiguous and the relationship between terms should be consistent.

Ownership and support arrangements: responsibilities of Custodians
Promoters should demonstrate that the role of Custodians of classifications to maintain, update and revise the candidate classifications is being fulfilled. Due respect of the intellectual property of Custodians and developers of classifications should be demonstrated.

· In accordance with custodial requirements, each classification must be backed up by availability of instructions, manuals, coding indexes, handbooks and training.

· The system is dynamic and hence calls for regular information dissemination and cooperation between custodians of the system. Custodians or their Australian representative must register their classifications into an Australian Classifications Register to be part of the network to exchange information systematically and efficiently among responsible agencies.  The electronic tool being developed at the AIHW will be the register.  It is envisaged that the tool will be made available on the AIHW website.

· Custodians should specify the location of the persons, offices, or committees responsible for the preparation and maintenance of the classification.

· Custodians should collaborate as necessary in the preparation of correspondence tables between reference, derived and related classifications and instructions for data collection, coding and analysis, for those using the classification.

· Custodians should also recognise their dependence on each other. When a reference classification changes, the other members of the family should work for consistency with the changes made at the national or international level. When a derived classification at the national level notes difficulty in following the reference classification, changes to the reference classification may be proposed. Following from this, when setting strategies for making a change to a classification, it is important that custodians take note of the classifications possibly affected by the change.

Update processes (role of users, transparency, sign-off)

· The classification should be able to be updated and developed in consultation with the NHIMG Expert Group on Health and Related Classifications.

· Custodians should have a plan for editing and updating a classification or group of related classifications. The timing of these updates and revisions should be coordinated with other members of he family.

· The updating and revision process will be improved through the release of classification timetables for major work on the classifications on a Classifications Website, allowing those interested in the process to contribute at appropriate moments. Similarly announcing the timings of hearing, updates, and revision meetings will ensure that valuable opportunities for direct dialogue are not missed.

Accessibility

Classifications within the Australian Family must be accessible to the broadest possible cross-section of interested bodies. It is preferable to make classifications easily available in the public domain by publishing in a number of formats and making it available on the Internet.

· Custodians should work together to prepare guidelines for interpretations of classifications at the applied level and develop guidance and training materials that make explicit the classification’s relationship to the Australian Family, as well as provide guidelines for those wanting to use the classifications as a basis for developing derived or related classifications, e.g., for use at the State/Territory level.  

· Making classifications widely available in a number of languages and formats such as brail, large print, machine readable and audio will broaden the sphere of accessibility to include those with disabilities.

Resource implications
There are significant resource implications for inclusion of a new classification in the Australian Family. Custodians must demonstrate adequate consideration of the resource implications (costs) involved with:

· development and implementation of a new classification;

· ongoing implementation and use of the classification; and 

· ongoing maintenance and updating of the classification.

Custodians should also consider the levels at which these costs will incur (i.e., Commonwealth, State, or Private).

Part III

REGISTRATION

Australian Family of Health and Related Classifications

Please include information that may be helpful to users who are not familiar with this classification. An example using the ICF is attached at appendix 3.

Executive Summary of a member Classification

	TITLE
	

	PURPOSE/DEFINITION OF THE CLASSIFICATION
	

	CLASSIFICATION STRUCTURE
	

	REVISION STATUS
	

	Year first published
	

	Years between revisions
	

	Year of last revision
	

	Latest revision number
	

	AVALABLE INDEXES 
	

	AVAILABLE FORMATS

Languages

CD-ROM
	

	TRAINING AND TRAINING MATERIALS
	

	RELATIONSHIPS WITH OTHER CLASSIFICATIONS

Correspondence between revisions

Correspondence with international, multinational, national classifications

Relationships – conceptual, structural and other pertinent
	

	RELATIONSHIPS WITH OTHER TERMINOLOGIES


	

	CUSTODIAN

Person or organisation with responsibility for maintainance and updating the classification
	

	PROMOTER

Person or organisation promoting the use of the classification in Australia
	

	INQUIRIES CONTACT
	


Part IV
APPENDICES

Appendix 1
A conceptual framework for Health

Glossary

	WHO
	World Health Organisation

	WHO-FIC
	WHO Family of International Classifications

	WONCA
	World Organisation of Family Physicians

	ICD-10
	International Classification of Disease, 10th revision

	ICF
	International Classification of Functioning, Disability and Health

	ICECI
	International Classification of External causes of Injury

	ICHI
	International Classification of Health Interventions

	ISCO
	International Statistical Classification of Occupations


Appendix 3

Executive Summary of a member Classification

	TITLE
	International Classification of Functioning, Disability and Health (ICF).

	PURPOSE/DEFINITION OF THE CLASSIFICATION
	ICF classifies health and health-related states.

The overall aim of the ICF classification is to provide a unified and standard language and framework for the description of health and health-related states. It defines components of health and some health-related components of well-being (such as education and labour).

	CLASSIFICATION STRUCTURE
	The ICF is organised in two parts (i) Functioning and Disability and (ii) Contextual factors.  In each part there are two components; first, Body Functions & Body Structures, and Activities & Participation, and second Environmental factors and personal factors.  Personal are not classified in the ICF.

Each component of the classification is made up of neutral domains and require the use of qualifiers to express positive or negative states.  The qualifiers 

	REVISION STATUS
	

	Year first published
	2001

	Years between revisions
	No revision anticipated at the moment

	Year of last revision
	1980 ICIDH was a precursor of ICF

	Latest revision number
	

	AVALABLE INDEXES 
	

	AVAILABLE FORMATS

Languages

CD-ROM
	Full length and short (2 digit level) versions

English, French, Arabic, Spanish, Italian, Chinese, Russian, Dutch

CD-ROM browser available from WHO.

	TRAINING AND TRAINING MATERIALS
	Australian User Guide – Under development

CodeICF – web based training  -Under development

	RELATIONSHIPS WITH OTHER CLASSIFICATIONS

Correspondence between revisions

Correspondence with international, multinational, national classifications

Relationships – conceptual, structural and other pertinent
	Conceptual and structural relationships with the International Classification of Impairments, Disabilities and Handicaps, ICIDH, 1980.  The concept of Impairments is consistent across the two classifications.  ‘Activities’ replaces the concept of disability and ‘participation’ replaces the concept of handicap.

The ICF is a reference classification in the WHO Family of International Classifications and is complementary to the International Classification of Diseases (10th Revision).

	RELATIONSHIPS WITH OTHER TERMINOLOGIES


	

	CUSTODIAN

Person or organisation with responsibility for maintainance and updating the classification
	World Health Organization
Avenue Appia
Geneva
Switzerland

www.who/int/icf

	PROMOTER

Person or organisation promoting the use of the classification in Australia
	Australian Institute of Health and Welfare
GPO Box 570
Canberra   ACT 2601

www.aihw.gov.au

	INQUIRIES CONTACT
	Australian Institute of Health and Welfare
GPO Box 570
Canberra   ACT 2601


Determinants of Health





Environmental


Physical


Chemical


Biological


Social


Economic


Cultural


Political





Individual


Genetic contribution


Attitudes and beliefs


Lifestyle and behaviour


Biomedical factors





Health and wellbeing





Disease 


Symptoms


Injuries





Functioning


Disability








Interventions


Prevention and health promotion


Treatment and care


Rehabilitation





Resources


(inputs)





Research


Evaluation


Monitoring


Other information


Financial


Material


Human
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