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SUMMARY. I have developed a system of
classifying diseases in general practice based on

headings relevant to general practice which are
built up in a hierarchy. I believe this is better
than abbreviating the International Classification
of Disease with the addition of individual symp¬
toms.

Ideally, a classification ought to include
occupational diseases and psychosocial prob¬
lems, and it , must be accompanied by a

terminology defining as precisely as possible the
different categories based on criteria relevant to
ordinary general practice. It should still follow
the main divisions of the International Classifica¬
tion of Disease as far as possible.

I believe that general practice will not
progress any further unless it is prepared to
loosen its traditional allegiance to hospital-
orientated disease classifications, which are, for
our purpose, inappropriately rigid.

Aim

1 HAVE tried to modify existing classifications of
disease for use in general practice. I hope this system

will be more appropriate for use in general practice than
anything else that exists.

Introduction

There are numerous classifications of disease, but they
all have serious limitations when used in general
practice. The more important classifications, for
example, that of the College of General Praetitioners
(1963) and the more recent International Classification
ofHealth Problems in Primary Care (ICHPPC) devised
by the World Organization of National Colleges and
Academies of General Practice/Family Physicians
(WONCA, 1976), tried to solve two problems at once.
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They not only analyzed the occurrence of some diseases
but also tried to describe the workload of general prae¬
titioners, for example, in issuing certificates and carry¬
ing out medical examinations. This dual purpose creates
difficulties and ought, in my opinion, to be avoided.

In addition, existing classifications are not flexible
enough to describe the problems arising in primary care,
which may include such factors as environment, work,
and psychological influences on the occurrence of
disease.

Finally, existing classifications require a list of
definitions and explanations to accompany them,
because they are based on the terms used for diseases in
the International Classification of Disease, which are
used differently by generalists and specialists.

Approximate diagnosis
The biggest and most important problem about existing
classifications in general practice is that the need to
make an 'approximate diagnosis' has not yet been
prpperly met. I use the term approximate diagnosis
when a patient's problems are not completely resolved,
but it is thought that further diagnostic procedures
would not be beneficial. Such approximate diagnoses
occur often in minor disease and are thus common in
general practice. There is, therefore, a special need for
general praetitioners to devise the best possible way of
classifying them. The term 'best possible' means that
the classification is based on as many of the known facts
as possible while, on the other hand, the danger of forc-
ing labels on problems when the necessary facts have
not been obtained is avoided.
Both the classification of the Royal College of

General Praetitioners and the WONCA classification
have solved the problem of approximate diagnosis by
introducing code numbers for some symptoms and
signs, such as 'cough', 'earache', and 'oedema'.
Classifying in a symptom category only indicates that
the coder has one fact.the symptom. If the doctor
actually has two pieces of knowledge or knowledge of
two sympt6ms, but is not able to combine them into a

classical diagnosis of disease, he must either conceal the
knowledge of one symptom or fact, or classify the
problem or patient in two places. Thus, classifying by
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symptom categories often forces doctors to conceal
important knowledge, and all too often it is just that
knowledge which is the reason for not making a specific
diagnosis. For example, a child who has coughed for a

day, who has no fever or nasal discharge and is
vaccinated against pertussis. When nothing is found on

examination, and there is no recurrent epidemic of
measles or influenza, categorizing under a comprehen¬
sive concept such as 'acute upper respiratory infection'
reflects knowledge better than just the one symptom
'cough'.

Method

Hierarchical classification
A classification of diseases should ideally contain
comprehensive concepts as seen in the example above.
These should be arranged in such a way that they do not
exclude conditions for which a more exact diagnosis is
possible. The diseases must therefore be grouped.

Ideally, such grouping should be systematic and
arranged in successive grades. One system of headings
in ascending order could be as follows: specific
diagnosis, for example, streptococcal tonsillitis; a first
sub-heading, angina faucium (comprising all tonsillitis
and pharyngitis); a second level heading, acute upper
respiratory tract infection (which would include angina
faucium, the common cold, and laryngitis); a third sub-
heading, acute respiratory infection (comprising upper
respiratory infections as well as influenza, bronchitis,
and pneumonia), could come under one main heading
'respiratory disease', which would match chapter eight
of the International Classification ofDisease.
The difficulties of creating such a system lie in the

fact that the lines of demarcation between the headings
should be drawn on criteria relevant to general practice,
while at the same time retaining as many headings as

possible in a chapter division of the International
Classification ofDisease, to allow comparison.

Flexibility
A hierarchical classification offers many advantages in
addition to better opportunities for classifying approxi¬
mate diagnoses. Users of non-hierarchical classifi¬
cations are forced to use the whole of the classification,
or to restrict themselves to the comprehensive cate¬

gories.the chapter headings. In other words, the
constructers of non-hierarchical classifications have the
unsolvable problem of trying to make the classification
fit every purpose.
On the other hand, a hierarchical classification can be

constructed to the exact degree of specificity required by
any user (doctor or health authority). Sub-divisions can

be excluded and first or second headings used
depending on the user's special need. Comparisons with
other workers can still be made on the same level.
Comparisons will most often be made at a more specific
level than the chapter headings in the International
Classification ofDisease.

Morbidity statistics
In morbidity statistics a hierarchical classification
makes it possible to add up small numbers of specific
conditions to give totals of first, second, or third
headings. This can be done until a number is reached
which is large enough to be significant, in other words,
large enough to secure the chosen significance level. If
the material is not particularly useful because it contains
too few cases of streptococcal tonsillitis, it is possible
perhaps to add something about the frequency of
angina faucium, or acute upper respiratory tract
infection. Such stepwise significance testing is well
suited for electronic computing, if the code numbers of
the hierarchical system of classification are designated
appropriately.
Deviations from the International Classification
of Disease
In my opinion these arguments are so strong that they
justify some minor deviations from the classical chapter
divisions of the International Classification of Disease.
In this I differ from members of the working party of
the International Classification of Health Problems in
Primary Care (WONCA, 1976). These deviations
include, for example, moving infectious mononucleosis
and streptococcal tonsillitis from chapter one to chapter
eight so that they can be grouped with the other forms
of tonsillitis and pharyngitis, and moving insect bites
from the emergency chapter 17 to chapter one to be
grouped with louse and flea bites. Each of these changes
must be described so it is thus still possible to com¬

pare them with counts made entirely within the present
system of the International Classification ofDisease.

Paramorbi
General practice consists largely of working with
patients whose conditions are poorly described by the
diagnosis of conventional disease. They often suffer
from unwanted states other than pure diseases, and 1
have found no better name than 'paramorbi' for these.

It would require several chapters in a textbook to
describe these conditions or states, including the
construction of a disease model which can, apart from
the classical biomedical facets, cope adequately with the
psychological and social facets. In this I will describe
paramorbi simply as psychosocial malreactions, the
symptoms of which, described by the patient, are often
misinterpreted as somatic disease or progression of a

somatic disease from which he already suffers. Para¬
morbi are not psychosomatic diseases in the common
sense of the word.somatic disease of psychic aeti-
ology.but conditions where the patient disguises his
problems with a mask of somatic disease.

In my opinion, it is as wrong to classify these
conditions as a somatic mask as it is to treat them as

such. For example, an old man, who for years has
coped with osteoarthrosis and suddenly, after the death
of his wife, begins to complain of severe pain and
disability. It seems to me wrong to classify this
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COLLEGE
ACCOMMODATION
Charges for college accommodation are reduced for
members (i.e. fellows, members and associates).
Members of overseas colleges are welcome when
rooms are available. All charges for accommoda-
tion include breakfast and are subject to VAT. A
service charge of 12" per cent is added. Members
are reminded that children under the age of 12 years
cannot be admitted and dogs are not allowed.

From I January 1977, charges are:

Members Others
Single room £5 £9
Double room £9 £14
Flat I £II £14

(£70 per week) (£90 per week)
Flat 3 £12 £15

(£75 per week) (£95 per week)

Charges are also reduced for members hiring re-
ception rooms compared with outside organisations
which apply to hold meetings at the College. All
hirings are subject to approval and VAT is added.

Members Others
Long room f30 £40
Damask room £20 £30
Common room and
terrace £20 £30
Kitchen - £10
Dining room £10 £10

Enquiries should be addressed to:

The Accommodation Secretary
The Royal College of General Practitioners

14 Princes Gate, Hyde Park
London SW7 1PU.
Tel: 01-584 6262

Whenever possible bookings should be made well
in advance.

condition solely as arthrosis of the hip, just as it is
wrong to treat the patient solely with a prosthesis.
Therefore, a classification for use in general practice
must include methods of classifying such paramorbi. In
my classification all paramorbi are referred to by one
number. I hope that the realization of the size of these
problems will eventually lead to research.

Occupational diseases
It is widely accepted that occupational diseases are
common in our society, and indeed more common than
notifications show. Therefore, a classification for
general practice must cater for these categories.
Furthermore, the categories ought to be designed in a
non-committal way to clarify the size of the problem.
What my system of classification does, for instance,
where bronchitis is concerned, is to separate chronic
bronchitis into two sub-divisions: chronic toxic bron-
chitis and chronic non-toxic bronchitis. Toxic is defined
as "presumably due to exposure for a long period of
time to smoke or dust". Thus the sub-division demands
of the doctor a knowledge of his patient's environment.

Several diseases in my classification are divided in this
way, while others, where more exact lines of demar-
cation can be drawn within the practical limits of daily
practice, require the use of specialist diagnosis where
known.

Terminology
A classification is a list of names given to various
illnesses and diseases. What these names cover is
presumed to be known and agreed upon by the users. Of
course, in practice, this is not the case. Which criterion
a doctor applies in order to label a particular condition,
is a reflection of his education and working conditions.
In hospital, for example, a doctor could hardly classify
a patient as having tonsillitis unless he has a negative
test for mononucleosis. In general practice, however,
the doctor does so as the rule rather than the exception.
Similarly, the hospital doctor is unlikely to diagnose
pneumonia without an x-ray, whereas in general
practice it is more often diagnosed without an x-ray
than with one.

Just because common education leads to the common
use of vocabulary it is necessary that a classification for
general practice is accompanied by a terminology,
whereby the diseases and comprehensive titles are
defined as exactly as possible, and that the defining
criteria are relevant and practical in general practice
itself.
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