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Abstract

The Australian Collaborating Centre (ACC) has been involved in the revision of the ICIDH since late 1994. We have taken a particular interest in the Participation and Environmental Factors dimensions, including the development of qualifiers for them. We have tested the Beta 1 version for its relevance to the field of intellectual disability, and for the usefulness of some emerging ideas on qualifiers. A third test, focussing on the relevance of ICIDH concepts to Indigenous Australians, is still in the field. A very brief overview of this work to date is provided.

The main focus of the paper is to look forward, beyond the Beta-2 test phase, to some of the applications envisaged for the ICIDH-2 in Australia:

· As a basis for standard data elements in the National Community Services Data Dictionary, aimed at improving the consistency of national data collections;

· As a basis for building higher level, policy relevant statistical concepts useful for data collection and analysis in the disability service field;

· As a bridgehead for building analytical links between ‘disability’, ‘health’ and ‘well being’.

1. Work done by the ACC up to the time of ICIDH-2 Beta 2 publication

Our past reports have provided details of the extensive testing carried out in Australia, in the following main areas:

· Australian Consensus Conference (reported to WHO in December 1997).

· National discussions of the draft ICIDH-2 (reported in ACC March 1998 report).

· Beta testing in the area of intellectual disability.

· Beta testing in the area of disability among Indigenous Australians.

· Development and testing of Participation qualifiers (Option 15a).

Via this program of research and testing, the Australian Centre was active in obtaining views on the draft ICIDH-2 during 1997-98 by a variety of means. Some 300-400 people involved in the disability field in Australia participated in discussions and workshops framed around WHO’s ‘basic questions’, the feedback forms and other methods devised to test the Participation qualifiers. Views in Australia ranged from the very positive to the very negative, including some people who argued strongly against the need for a classification system at all. Since much of the research was carried out as part of specialised studies, the Australian Centre put a great deal of effort into collating all the material into coherent Australian views, to inform the second ICIDH-2 draft. 

Our main findings and concerns, to December 1998, were summarised as follows, for the WHO April 1999 meeting. 

April 1999 comments on the framework and key terminology

The draft ICIDH-2 is a useful, integrating conceptual framework and represents an improvement on ICIDH-1. The draft ICIDH-2 could provide a framework for relating data collections in Australia.

The word ‘disability’ is entrenched in Australian terminology and legislation and is unlikely to be replaced by ‘disablement’ except as a more theoretical word to denote the process of becoming disabled. The concept and word ‘Participation’ are generally acceptable and useable in Australia. 

The terms Impairment, Activity/limitation and Participation/restriction are becoming familiar in the Australian disability field. It is important that WHO ensures that the ICIDH revision process proceeds to completion and that the time frame for the revision not be extended further as this is likely to impact on the development of major collections in Australia.

April 1999 comments: Improved explanation and language

The introduction to the ICIDH should include a clear explanation and simple examples of how it is to be used, in a way that indicates how it can help people, rather than as a philosophical document. The relationship between ICIDH-2 and assessment tools should be clarified; the ICIDH-2 provides an integrating framework within which assessment tools can be developed or mapped or evaluated.

Effort is still needed to:

· clarify the purpose of the classification, and its relationship to other WHO health-related classifications, and to the UN Standard Rules on the Equalisation of Opportunity;

· remove perceived overlap between Activities and Participation;

· improve the structure of P domains. 

April 1999 suggestions regarding Participation and its qualifiers

While further work has been done on the development of Participation qualifiers, more work is needed to ensure that:

· the importance of the role of the individual in the classification process is recognised; 

· in relation to the role of ‘choice’ in Participation, that there is clarification on how to approach the classification when choice itself is limited by social attitudes; and

· the Participation qualifiers are made more useable in practice.

This further work should take account of the Option 15a tests in Australia. During Option 15a testing in Australia, the Participation qualifiers of Option 15a were generally preferred to the Beta-1 draft qualifiers, partly because of greater ease of use, but more significantly because of the focus on the individual’s goals in deciding the ‘extent of participation’. This focus was seen to be consistent with a human rights approach to disability. The Beta-1 approach seems to rely on an external assessor or a reference to ‘social norms’—both of which were seen to be problematic. Nevertheless it was recognised that goals themselves can be limited by society and that there were circumstances when it could be useful to balance the person’s own assessment of their Participation with another person’s views.

The contextual factors as facilitators or barriers were acceptable conceptually, however there were difficulties when trying to use them in a coding exercise. The same factor could be both a facilitator and a barrier.

Early 1999

During the early months of 1999, the Australia Collaborating Centre, like other centres, provided comment to WHO on some of the work done between December 1998 and March 1999. We were pleased with progress made but retained some concerns about:

· the Introduction to the classification, the clarity of conceptualisation and explanation, and the relationship to the UN Standard Rules;

· the Activity-Participation overlap—we made the suggestions set out below in Box 1 during these months of quick commentary; and

· the qualifiers, in particular the P qualifiers.

Box 1: ACC comments on Activity–Participation overlap, February–March 1999

We understand that the aim of the WHO team has been to change the terms associated with Activities to focus on the individual and the terms associated with Participation to focus on society. We think this may be in harmony with our proposal (following). 

We propose that the distinction between Activity and Participation be made more precise, as follows:

· The Participation dimension is a classification of broad areas of life, each of which embraces an integrated (but unspecified) set of Activities.

· The Activity dimension is a classification of fine-grained, generic tasks and actions at the level of the individual person. 

The corollary to our proposed distinction is that the more an Activity must be described in terms of a specific context, or as a combination of actions, the more it should be considered for inclusion in the Participation dimension rather than in the Activity dimension.

We attempted to apply these principles in responding to the specific questions asked by WHO during the redrafting process and believe that the principles did help in making sharper distinctions and assigning some of the Activity categories to Participation. There remain some grey areas, as perhaps there always will be, but we believe this helps sort the two dimensions out more clearly.

We further believe that, in making the Activity-Participation distinction, there are good historical reasons for keeping ADLs and IADLs in the Activity dimension—as long as they are defined clearly as fine-grained and generic and at the personal level. 

The ACC recommended to WHO in April 1999 the adoption of two Participation qualifiers—one allowing external rating, but the second rating participation in relation to the person’s own goals. (This proposal would fit with the ICIDH-2 Beta-2 proposal for a second qualifier indicating ‘the subjective aspects of this dimension such as satisfaction, fulfilment and enjoyment’.)

The ACC has always tried to offer constructive comment. Some of our comments have been taken into account in the Beta-2 draft, others not. These mixed results are presumably obtained by most commentators. We are very pleased that the main ICIDH diagram now separates Environmental Factors from Personal Factors, and does not include them under a single heading (Contextual Factors).

We will continue to comment during 1999-2000.

2. The ICIDH as a framework for improving the consistency of national data collections

The remainder of this paper will look forward to a number of our specific aims in participating in the ICIDH revision. Our testing has revealed the resonance of ICIDH-2 with the basic concepts understood in the disability field in Australia. We therefore believe the ICIDH can be a powerful tool in improving a common understanding of and, in the Institute’s field, common data on disability in Australia.

The main vehicles in Australia for national data consistency in the heath and welfare fields are the National Health Data Dictionary and the National Community Services Data Dictionary (AIHW 1999, AIHW 1998).

The National Community Services Data Dictionary (NCSDD)

The first version of the NCSDD was published in 1998, with the second scheduled for publication in mid 2000. The foreword to the first version of the NCSDD explained:

The Dictionary contains an information model and a set of data items and definitions to enable the collection of uniform data to describe and compare community services throughout Australia. By establishing a core set of uniform definitions relating to each community service sector, this Dictionary should promote uniformity, availability, reliability, validity, consistency and completeness in the data. The Dictionary is intended to be a vital tool for use in ensuring the quality of Australian community services data.

It is intended that National Minimum Data Sets should be compiled from data items as set out in the Dictionary. The resulting increased consistency of data definitions should bring efficiencies to community services organisations, who should be able to expect that there will be common data elements in national data collections for related programs (e.g. programs providing services for younger people with disabilities and programs of aged care services). 

The Data Dictionary does not oblige all data collections to use the full version of each data item, but rather to ensure consistency of definitions and relatability of classifications.

National, State and Territory agencies are all committed to using the NCSDD wherever possible.

New draft national data elements based on the draft ICIDH-2

We are working hard to devise, for approval by a national data committee and a more senior group of administrators, two sets of data elements:

· A ‘concept’—disability—and an associated set of disability-related data elements, based on the dimensions of the draft ICIDH-2.

· Definitions of the ‘disability groups’ referred to in much Australian and international legislation (physical, intellectual, etc). 

The developmental work on the Data Dictionary has set out to ensure that major services will find their data ‘mappable’ to the data concepts and elements in the dictionary. For instance, with the proposed data elements relating to disability, the Dictionary would provide definitions and a framework in which a wide range of data can be collected and related. Individual programs and services would still, of course, specify where in this framework their services fit, would build data collections from the basic building blocks in the Dictionary, and ‘set the bar’ on the disability spectrum for entry to their program.

Services of relevance to people with a disability may address needs corresponding to any of the three main dimen​sions of disability, or may seek to improve environmental factors.  Such services and assistance may come in various forms: 

· formal services, including income support, specialist disability support services, and/or relevant generic services; 

· equipment or environmental modifications; or 

· informal support.

Thus our goal in devising nationally consistent data elements is very broad—to be able to gather relatable information on access to a very wide range of services by people with disability.

We have prepared these data elements for inclusion in the National Community Services Data Dictionary to meet a long recognised need for disability data consistency in Australia. While the ICIDH-2 is still in draft form, our national disability information advisory group believes that there is (a) no better available framework on which to base national data elements, and (b) we cannot wait a further two years to attempt to improve the consistency of disability data in Australia.

The data elements therefore draw on the latest draft of ICIDH-2 but do not, of course, represent an endorsement of what is still a draft classification—and one which we will continue to test in Australia.

Papers on these draft data elements can be made available to anyone at the NACC meeting willing to provide comment in the near future.

The development of these draft disability data elements and concepts, as well as Australian commentary on the ICIDH, have relied crucially on expert advice we have received from our Disability Data Reference and Advisory Group.

The Disability Data Reference and Advisory Group (DDRAG)

DDRAG was established in 1996 to advise the Institute, in recognition of the fact that:

· The Institute had been identified in a number of national reports as one of the organisations which should be working to improve national consistency in data collections relating to people with a disability and the services used by them. 

· It would be vital to the Institute’s ability to achieve useful and practical improvements in the consistency of disability data to have advice from a range of organisations and experts in the field.

DDRAG’s membership includes Commonwealth and State government representatives, representatives from non-government organisations including consumer representatives in the disability field, people able to represent the views of Indigenous Australians and people with diverse cultural and linguistic backgrounds, staff of the Institute and the Australian Bureau of Statistics, as well as a number of independent experts.

DDRAG’s second two-year work plan contains a national and an international stream. The international stream includes advising the Institute in its role as a WHO Collaborating Centre for the ICIDH, in particular during its current revision. The national strand is focussed on national consistency, and one of its main goals for 1999 is the finalisation of the key data elements for inclusion in the National Community Services Data Dictionary.

As well as providing the Institute with excellent advice and commentary on our work, DDRAG has fostered a greater understanding and common purpose among its members and this in turn has led to a number of other positive spin-offs. These benefits include: the offer (from one of the departments) of funding for our program of Beta-1 testing; a number of other collaborations among members; and, most recently, the involvement of the Australian Bureau of Statistics in the DISTAB project, involving international comparisons of disability statistics using the ICIDH framework.

3. The ICIDH as a basis for building policy relevant statistical concepts

Summary measures of health or disability status should ideally be located at the apex of a hierarchy of related measures and data, forming a coherent and integrated statistical framework. Data lower in the hierarchy should be capable of being analysed so as to explain shifts and trends in the higher level indicators, and the whole structure should link back to ‘factors amenable to policy’  (Wolfson 1998).

The ICIDH, by its careful construction and testing over almost twenty years, appears to have the potential to provide sensible building blocks for key summary measures.

An example in Australia may illustrate this capacity. The Australian Bureau of Statistics (ABS) built its 1981 national disability survey on the then new ICIDH-1 concepts. The membership of ABS on our advisory group (DDRAG) has ensured that the ABS has remained well informed of developments during the ICIDH revision. The Institute has in fact used, as one of its key criteria for commentary on the ICIDH, the possibility of continuity in some key concepts from these national surveys.

The 1998 Australian Survey of Disability Ageing and Carers continued the previous basic survey concepts, but now aligns itself towards the new ICIDH, from the old. An adapted use of the draft ICIDH-2 concepts was made, in introducing the concept of ‘activity restriction’. There are five ‘specific restrictions’ which are actually equivalent to areas of ‘handicap’ in the 1993 survey: restrictions in the three ‘core’ activities of daily living (self-care, mobility and communication), and restrictions in schooling and employment  (see Box 2).

Box 2: ABS 1998 Survey of Disability, Ageing and Carers: restrictions and their severity

Specific restrictions are:

· Core activity restrictions; and/or

· Schooling or employment restrictions.

Core activities are:

· Self care—bathing or showering, dressing, eating, using the toilet, and managing incontinence;

· Mobility—moving around at home and away from home, getting into or out of a bed or chair, and using public transport; and

· Communication—understanding and being understood by others: strangers, family and friends.

A core activity restriction may be:

· Profound—unable to perform a core activity or always needing assistance;

· Severe—sometimes needing assistance to perform a core activity;

· Moderate—not needing assistance, but having difficulty performing a core activity: or

· Mild—having no difficulty performing a core activity but using aids or equipment because of disability.
Source: ABS 1999

The concept of a ‘severe or profound core activity restriction’ has been argued to be a valid indicator of need for certain disability support services in Australia, when the Institute was commissioned by national administrators to carry out a study of unmet demand (AIHW 1997). Based on our estimates, significant increases in funding for these services have recently been announced.

The ICIDH concepts have thus been demonstrably useful in ensuring the relatability of large national data sets – in this case relating population data on need to service definitions and data on supply. This relatability has in turn been crucial to the provision of estimates that have now had a recognised policy impact.

These are the sorts of purposes that must be able to be pointed to, when we are discussing the classification with people who are justifiably sceptical about the value of classification, and the minutiae on the pages of the ICIDH.

We do need good data on the disability field. So we need well-defined data items which are part of a meaningful, holistic framework. Otherwise we will only have bits and pieces of unrelated data. Statistics are not the only information that matter, but they do matter

The potential rewards of better data are better policy.

4. The ICIDH as a bridgehead for building analytical links between ‘disability’, ‘health’ and ‘well being’

While we originally looked to the ICIDH as a framework in which disability data could be related and made more consistent, we are becoming increasingly interested in looking at how well the ICIDH fits into the broader health and welfare framework. This was, of course, how it was originally envisaged—as a new arm of a health information framework, expanding out from the disease, diagnostic and procedural focus of the ICD. 

This section briefly explores the relationship of the ICIDH to the concept of ‘quality of life’ for people with disabilities, and concludes with some speculation about the place of the ICIDH in the ‘WHO family’ of health-related classifications. 

The revision of the ICIDH and its ‘fit’ to quality of life themes

A brief review of the quality of life literature in the disability field found four concepts or themes emerging fairly consistently (Madden & Sykes 1999). Over recent years the ICIDH-2 has evolved towards harmony with the quality of life literature and these concepts.

Universal and holistic life domains

A principal idea in the literature reviewed is that quality of life measures for people with disabilities should relate to the same areas of life as those relevant to all people; these areas, in total scope, should reflect a holistic life view (see e.g. Brown et al. 1996, Doyal & Gough 1991, Schalock 1997, Felce 1997). This principle explicitly underpins the Participation dimension of the draft ICIDH-2.

Autonomy and choice

One of the main guiding principles set out for the consideration of quality of life (Brown et al. 1996) was:

Although basic components of quality of life are the same for all people, the meaning attached to quality of life will differ to varying degrees from one person to another. This is because individuals attach differing relative importance to the basic components of quality of life and have differing opportunities and constraints within their lives.

Cummins (1993) and Felce (1997) reflect similar key ideas, and other authors confirm the importance of individual choice in deciding which areas of life are important (Mittler 1984 cited in Timmons & Brown 1997; Brown, Brown and Bayer 1994 cited in Renwick et al. 1996).

Doyal and Gough (1991), writing about fundamental human needs, identify health and autonomy as the two key pre-requisites for satisfaction of these needs.

In the draft ICIDH-2, autonomy and choice are potentially reflected in the ICIDH-2 Beta-2 proposal for a second Participation qualifier indicating ‘the subjective aspects of this dimension such as satisfaction, fulfilment and enjoyment’ (and during Beta 1 testing were reflected more strongly in the Option 15a qualifier where the primary role of the person in ‘driving’ the coding of their extent of participation was stressed).

Objective measures

Felce (1997) emphasises four key concepts for quality of life measures:

· That overall well-being should be considered;

· The need for objective descriptors;

· The need for subjective evaluations;

· The importance of weighting according to the person’s own set of values.

Cummins (1993) emphasises the balancing of individual choice and weighting with ‘objective measures’. This has also been a theme in the discussions which have occurred in Australia during the testing of the draft ICDH-2. While many people in the disability field have been highly receptive to rating the extent of Participation in relation to the person’s own goals, there has nevertheless been frequent discussion about the need to recognise that some people have not had the life experience which enables them to make full and free choices. For these people, advocates or ‘experts’ of some kind may have a role in gauging the extent of participation against perhaps higher expectations than the person may hold for themselves. The ICIDH Extent of Participation qualifier allows for this external rating within relevant life domains.
Person-environment interaction

The fourth key factor in the quality of life literature relating to disability is the interaction between people and their environments (see e.g. Renwick & Brown 1996; Parmenter  & Donnelly 1997; Timmons & Brown 1997). The recognition of environmental factors in either facilitating Participation or creating barriers to Participation is an important new aspect of the ICIDH-2.

ICIDH and the WHO ‘family’ of health-related classifications 

This paper now poses some questions for discussion. How does the ICIDH fit into the WHO ‘family’ of classifications? What are some of the main differences among the members of this ‘family’? And, as the new kid on the block, what effect is the ICIDH-2 likely to have on its older relations?

WHO has recently placed related work into a single organisational area—ICD, ICIDH, WHOQoL, DALYs and the burden of disease work. Do these recent changes at WHO presage a more integrated family of WHO classifications and related work?

Definition of health

A first challenge lies in the WHO definition of health and the whole notion of a ‘family’ of health-related classifications. The WHO definition of health is broad: A state of complete physical, mental and social well-being and not merely the absence of disease or infirmity.  

What might be the limits to the scope of health-related classifications, in the light of this broad definition? And how might the WHO definition help shape the ‘family’ of classifications and related applications?

Purpose of classification

In looking at the WHO family of classifications, the different purposes (and perhaps originating eras) of the different classifications merit some thought.

People and intervention focus

Perhaps the grandfather of the family, the ICD, represents a disease and diagnostic tradition, with the underlying purpose of intervening helpfully to improve the health of the individual person. The ICD approach relies on professional input—diagnosis and procedure—and perhaps tends to assume a short-term focus. If not supplemented by other tools, it can be dubbed as allied to a ‘medical model’. Systemic costs, long-term effects, the role of the person in their own assessment and treatment, and the importance of environmental interventions, may be neglected.

Cost discrimination

Newer classifications, generally representing groupings of pre-existing classifications (including the ICD) have been developed to address the need for systemic cost monitoring, prediction and control. Casemix and the ‘diagnosis-related groups’ are obvious examples. 

Are these new applications overly focussed on the administrative and budgetary needs of institutions? Do they nudge health services toward the mean in terms of treatment costs? What are the effects on people with unusual or complex treatment needs? Are there distortions in health delivery approaches because these models do not always consider the non-institutional and personal costs? These questions are typical of the concerns of people with a disability and their families in considering these applications.

Outcomes, health status, goals and accountability

The ICIDH was originally developed as a ‘health outcomes’ classification, capable of recording the long term effects of disease and injury. As such it should assist in the monitoring of health costs as well as health outcomes.

The WHOQoL instrument covers, among other things, satisfaction with or adequacy of a range of life areas and basic needs. Many of these life areas or needs are represented in either the Activity or the Participation dimensions of ICIDH-2. It has already been illustrated that the Participation dimension and draft qualifiers bear a relationship to the quality of life literature as it relates to people with disabilities. How do and should these two members of the WHO family relate, now they are seen in closer proximity?

Should ICIDH avoid the concept of ‘satisfaction’ so as not to overlap with WHOQoL? If so, should WHOQoL reflect more closely the ICIDH Participation or life domains, to make the ‘family’ harmonise?

At its present stage of development the ICIDH still has to answer the questions: Against whose goals are outcomes to be measured? Who classifies? Who attaches values to different ‘states’ of disability? Who says whether and to what extent  participation is restricted—the person themselves, a ‘professional’, or both in some kind of partnership?

Clarifying purpose and method

The key to harmonising or at least understanding the mosaic presented by these various classifications and approaches may lie in the careful clarification of their different purposes. The disability weights of the ‘global burden of disease’ work are a current area of debate; how different really are the various points of view in this debate?

If the purpose of deriving disability weights is to indicate where efforts at prevention should lie, then it seems reasonable to ask a range of people what health conditions or states they would most like to avoid. In this case, how concerned should we be about the precise scope of the group of experts or ‘people in the street’ who assign the weights, as long as the methods and results are transparent and available for comment?

But if the purpose of disability weights is to value years of life lived by people with differing health states, in order to allocate potentially life-preserving resources, we are on more sensitive ground. What are the implications of the work of Cummins? He found fairly narrow ranges of scores of quality of life for a wide range of different circumstances, suggesting to him the existence of a homeostatic system, in which humans tend to preserve their subjective quality of life, adapting to quite a wide range of environments and conditions (Cummins, in press). Thus ‘objective’ and ‘subjective’ indicators (or perhaps rather ‘external’ and  ‘internal’ perceptions) may be at odds—and people with disabilities may be expected to value their lives as highly as people with ‘objectively’ better health. Hardly surprising. But whether we appeal to empirical evidence or an ethical value, the point can’t be avoided in policy formulation.

This more sensitive example underscores the importance of clarifying the relationship between purpose and method when we classify or measure. Further, the previous discussion of the relationship between ICIDH-2 and quality of life measurement suggests that the ICIDH-2 could contribute to a useful framework in which such clarification could proceed.

Will the philosophy of ICIDH permeate the broad understanding of health?

It is equally interesting to speculate what philosophical effects the ‘new kid on the block’ might have on the WHO family of health-related classifications. 

The ICIDH was designed to be complementary to the ICD. The ICIDH dimensions themselves are now more neutral and applicable to all people in the population. Nevertheless, the classification is likely to be most often used by and for, and to be of considerable importance to, people experiencing long-term effects of health conditions, impairments, activity limitations and environmental factors. 

The ICD was designed to assist health professionals to communicate with their colleagues in the health professions, not with ‘patients’ or their carers. The ICIDH-2, in its aims and in its development, attempts to be more inclusive.

Perhaps unlike most ICD ‘subjects’, the ICIDH ‘subjects’ do not expect to be discharged from a hospital and its classification systems in the near future—service systems and classification systems become an ongoing part of the furniture of the lives of people with a long-term disability, and they and their families develop well-informed views on these systems and classifications. The ICIDH-2 has accordingly been drafted and tested with the involvement of people with disabilities. Although the process in each country may not have been perfect, the attempt has been made and the precedent set.

Could this consultative developmental approach to the ICIDH actually place ICIDH at the cutting edge of operationalising the broad concept of health? If Doyal and Gough (1991) are right—that health and autonomy are the key underlying factors in a broad notion of human well-being—then classifications dealing with human health should not be constructed without reference to the ‘autonomous’ views of those most affected by classification.

One of the aspects of this approach is that, in drafting the ICIDH-2, WHO has made a genuine effort to incorporate a broad human rights approach into the classification. The ICIDH 

has been accepted as one of the United Nations Social Classifications and incorporates the Standard Rules on the Equalization of Opportunities for Persons with Disabilities. As such the ICIDH provides the appropriate instrument for the implementation of such international mandates as well as national legislations. (WHO 1997:9)

There is a practical outcome from what may start as a philosophical principle—the quality of classifications. The involvement of people with disabilities in the redrafting of ICIDH-2 has undoubtedly strengthened the product. The process is not always easy for those involved. Rachel Hurst (1998) of Disabled People International (and co-chair of the ICIDH-2 Environmental Factors task force) writes of the reasons for her engagement in the ICIDH revision process, despite the  inherent challenges:

In a perfect world we would prefer to have no classification at all… However, for the purposes of statistics, assessment for services and programs and above all for non-discrimination legislation, we do need to have  a definition of who we are and of our situation and we reluctantly accept that this means some sort of classification or analysis of disablement.

5. Conclusion

The ICIDH has potential. The framework is strong and we are moving to use it in Australia. Operationalising the classification still needs work. 

The ICIDH seems robust enough to take its place in an international family of health-related classifications. It sits harmoniously in a wider field of concepts about health and quality of life. It provides building blocks capable of being aggregated up into meaningful policy-relevant measures. It prompts interesting questions in neighbouring fields.

Finally, the ICIDH revision process, and the disability field generally, have something to contribute to the wider field of health classifications and their development. The most significant of our contributions could be the involvement of people with disabilities in the development of the main international classification of functioning and disability. It is probably also an area where we have room for improvement, as we strive to answer operational questions, for instance ‘who measures’ and ‘who classifies’ and ‘how’.

It will be important in the next few years to maintain and improve on the good principles of this revision process. The blending of the WHO family will bring new opportunities to share the best practices developed by each of the separate members.
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