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Now (2009)( )

ICPC f ll li d i 10 t iICPC formally licensed in 10 countries

Mandated standard in 6 countriesMandated standard in 6 countries

In use in over 20 countries



Core tasks of primary carep y
 Understand the full range of clinical problems 

 Know the social and personal context 

 Take into account patients’ own priorities and goals Take into account patients  own priorities and goals 

 Carry out preventive services 

 Help patients identify and manage health risks

….in a stream of short clinical encounters over 
time, where circumstances, priorities, clinical , , p ,
knowledge, and “rules” are all moving targets



Persons, not 
“patients”patients

Primary care doctors 
We give

help persons 
We give 
advice –

not 
orders

Problems, not 
di

p p

ith bl

,
diagnoses ---
Many, not one

with problems 

over timeEpisodes of care, 
not single visitsover time.not single visits
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The constraints of primary careThe constraints of primary care
 Between 7 and 20 minutes for typical encounter

 Between 2 and 6 problems addressed per encounter

 Average 2‐4 minutes per problemg 4 p p

 …plus prevention (screening), documentation, 
administrative servicesadministrative services

 …plus negotiation and education

 We use shortcuts.  
We don’t care so much about precision. 

W  d ’       h  b  di iWe don’t care so much about diagnosis.



Core questions to answer: q
primary care classification

 What domains must be included to accurately capture the 
work of primary care? work of primary care? 

 How can data capture work within the constraints of 
primary care practice?

 Who collects it?  Who uses it?  For what?Who collects it?  Who uses it?  For what?

 How does it link to other sources of information?

 How do we accommodate the perspective of the patient –
and does it matter?  
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The importance of epidemiology
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INTERNATIONALINTERNATIONAL 
CLASSIFICATIONCLASSIFICATION 
OF PRIMARY CARE
(ICPC), NOW

ICPC-1: 1987, ICPC-2: 1998, 
ICPC-2-E: 2000, ICPC-2-R: 2005



A classification is theA classification is the 
ordering principle of aordering principle of a 
defined domaindefined domain



ICPC
orders the domain 

f iof primary care
(family medicine)(family medicine) 



and allows the coding of.. and allows the coding of 
encounters in an episode ofencounters in an episode of 
care structurecare structure



An encounter - the 
professional interchange 
b i d FP ibetween patient and FP - is, 
i ICPC h t i d bin ICPC,  characterized by 
three elementsthree elements…



1. patient’s reason(s) for encounterp ( )

(RFE): why has s/he come?

2. FP’s diagnosis/es: what’s theg

patient’s problem?

3. process: what is done?p



An episode of care is aAn episode of care is a 

health problem from its firsthealth problem from its first 
presentation to a health carepresentation to a health care

provider until (and including) 

the last encounter for it 



At an encounter, 
more than 1 episode of care 
may be dealt with, e.g.
di b t ddiabetes and 
hypertensionhypertension…



..in such a case, diabetes 
d h i hand hypertension are the two 
b t i th tsub-encounters in that 

encounterencounter



An episode of care can be 
d lt ith i i ldealt with in a single 
encounter or extend over aencounter, or extend over a 
long period of time with anylong period of time, with any 
number of encountersnumber of encounters 



EPISODE OF CARE
f diagnosis,

episode
title

reason for
encounter,
demand 
for care

perceived
need 

for care
process

perceived
health

problem for carep

diagnosis,
episode

reason for
encounter,
demand

process
Start of a new episode
of care: first encounter

titledemand 
for care

diagnosis,
i d

reason for
encounter, processepisode

title

encounter,
demand 
for care

process



EPISODE OF CARE
f diagnosis,

episode
title

reason for
encounter,
demand 
for care

perceived
need 

for care
process

perceived
health

problem for carep

diagnosis,
episode

reason for
encounter,
demand

process
Follow up of an old

episode of care, 
second encounter titledemand 

for care
second encounter

diagnosis,
i d

reason for
encounter, process

Follow up of an old
i d f episode

title

encounter,
demand 
for care

processepisode of care, 
third encounter



Episode of care, exampleEpisode of care, example

ProcessRFE Diagnosis1st 
t Process

Hb‘I’m feeling
tired’

g

tiredness
encounter

RFE Diagnosis2nd
Process

colonoscopy
RFE

‘what’s the
test result?’

g
iron deficiency

anemia

encounter

ProcessRFE3rd Process
referral,
advice

Diagnosis

Ca colon
RFE

‘what’s the
test result?’

encounter

advice



ICPC structureICPC structure
bi i l bi-axial

i 17 h t ith l h d b d one axis: 17 chapters with an alpha code based
on body systems/problem areas

 second axis: 7 identical components, with rubrics
bearing a two-digit numeric codebearing a two-digit numeric code



ICPC CHAPTERSICPC CHAPTERS 
A General and unspecified
B Bl d/bl df i l h i ( l b )B Blood/bloodforming organs, lymphatics (spleen, bone marrow)
D Digestive
F Eye  (Focal)
H Ear (Hearing)
K Circulatory
L Musculoskeletal  (Locomotion)( )
N Neurological
P Psychological
R RespiratoryR Respiratory
S Skin
T Endocrine, metabolic and nutritional (Thyroid)
U UrologicalU Urological
W Pregnancy, child bearing, family planning  (Women)
X Female genital  (X-chromosome)
Y M l it l (Y h )Y Male genital  (Y-chromosome)
Z Social problems



ICPC COMPONENTSICPC COMPONENTS
(standard, if possible,  for all chapters)

1 S t d l i t 1 291. Symptoms and complaints            1-29
2. Diagnostic and preventive procedures        30-49
3 Treatment procedures medication 50 593. Treatment procedures, medication     50-59
4. Test results 60-61
5. Administrative 625. Administrative 62
6. Referral and other reasons for encounter     63-69
7. Diseases: 70-99

- infectious diseases
- neoplasms
- injuries
- congenital anomalies

other specific diseases- other specific diseases



Chapters and componentsChapters and components 
together form atogether form a 
‘chessboard’..chessboard ..





An ICPC code always has an alpha for the chapter, and 
two digits for the rubric in the component e g :two digits for the rubric in the component, e.g.:

HeartburnHeartburn 
Chapter D(igestive), symptom/complaint component 1: 
D03

Pneumonia
Chapter R(espiratory) disease component 7: R81Chapter R(espiratory), disease  component 7: R81



ICPC provides separate
codes for RFEs, diagnoses, 

and interventions that are 
freq ent in primar carefrequent in primary care 

(≥1/1000 ppy)(≥1/1000 ppy)…



…which is, for diagnoses, , g ,
only a small proportion of all y p p
known diseases…





In ICPC, entities without a separate 
code are included in rag-bag rubrics atcode are included in rag-bag rubrics at 

the end of each (sub)section, where 
the diseases included in that rag-bag 

are listedare listed.. 

e.g. S99: other skin disease....





ICPC orders the domain ofICPC orders the domain of
primary careprimary care

….but has insufficient granularity to
document all individual patients’ diagnoses



SYMPTOMS DIAGNOSES
n≈100 n≈300

SYMPTOMS    DIAGNOSES

>1/1000 PPY

n≈600

13 000 <1/1000 PPYn≈13.000 <1/1000 PPY



For hierarchical expansion of
ICPC, ICD-10 is recommended;
th ICPC2 ICD10 Ththe ICPC2-ICD10 Thesaurus on

llallows… 



easy, semi-automatic double codingy, g
by the simultaneous use of: 
 ICPC-2 as an ordering principle (based on theICPC 2 as an ordering principle (based on the 

high prevalence of common diagnoses in family 
practice), p ),
 and of ICD-10 as a nomenclature (based on the 

wide range of ‘known’ diagnoses)wide range of known  diagnoses)



Mi i i
? ?? Missing pieces

? ?
? 

?
 Severity and function
 Staging / multimorbidity /

? 
Staging / multimorbidity / 
confusion

 Prevention and risk factors
 Patient preferences, goals…
 But the ICPC-2 will at least meetBut the ICPC 2 will at least meet 

the needs of most countries for 
the next 7 years!



th i ( ) 2010the primary care use case(s), 2010

 Multiple clinical settings  integrated health s stems to  Multiple clinical settings ‐ integrated health systems to 
electronic practices  to developing countries without 
infrastructure (with a need for a two pager classification infrastructure (with a need for a two pager classification 
like the ICPC)

 Community‐based continuity practices plus urgent care  Community‐based continuity practices plus urgent care 
plus community or regional health clinics

 Multiple philosophies of care (W  Europe  US  developing   Multiple philosophies of care (W. Europe, US, developing, 
traditional medicine…) 

N d f  i bili  b  di   l i   Need for interoperability between diverse electronic 
systems 



What we need to answer core questions:  now 
(2010)

 domains? 

 SYMPTOMS, DIAGNOSIS, SOCIAL PROBLEMS, PROCESS, TIME 
 RISK FACTORS   FUNCTION  SEVERITY+ RISK FACTORS , FUNCTION, SEVERITY

 data capture?
 ROBUST SIMPLICITY + DATA EXCHANGE ROBUST SIMPLICITY + DATA EXCHANGE

 who collects? uses?  for what?

 CLINICIANS   TO UNDERSTAND THEIR PRACTICE      + ALL  CLINICIANS . TO UNDERSTAND THEIR PRACTICE.     + ALL 
CAREGIVERS, THIRD PARTIES TO ASSESS QUALITY

 how does it link?
 DATA EXCHANGE, INTEROPERABILITY, MAPPING

 patient perspective?
 RFE  + GOALS/PREFERENCES



Fitting existing classifications/terminologies
together to support primary caretogether to support primary care.

SNOMED-CT

ICD

ICPC

ICD

[NOTE: ICPC provides the 
structure for data 

exchange and retrieval

(ICHI)
exchange and retrieval 

from more granular levels 
through mappings]

(Risk factors)

ICF
Symptoms

Social problemsSocial problems





Let’s go!Let’s go!




