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THE STATUS AND USE OF THE INTERNATIONAL CLASSIFICATION 
OF IMPAIRMENTS, DISABILITIES AND HANDICAPS (ICIDH)S 

Mary Chamieb 

The consequences of disease and accident or trauma 
have been largely monitored through the study of 
morbidity and mortality. Classifications of disease 
and deaths, therefore, are comparatively well es
tablished (1). 

Classifications that characterize long-term con
sequences of disease and trauma, such as WHO's 
International Classification of Impairments, Dis
abilities and Handicaps (ICIDH) (2), have been tried 
only recently. A review of the progress made in the 
implementation of the ICIDH as the international 
classification of the consequences of disease, ac
cidents or trauma is the primary purpose of this 
article. After a brief description of the basic concepts 
and definitions of the ICIDH, the article examines 
three general problems that confront professionals 
and researchers when applying the concepts and 
definitions of the classification for policy formula
tion, programme implementation and evaluation, or 
data-collection purposes. National and international 
experiences with the ICIDH are also presented in 
order to illustrate specific uses of the classification. 
Finally, the article reviews organizational and insti
tutional developments devoted to furthering the use 
of the ICIDH. 

Concepts and definitions of the ICIDH 

The disease process may be described at points in 
its progression beyond its active state: 

(i) from its cause or origin (etiology); 
(ii) to its active state (pathology); 
(iii) to the long-term consequence of health status or 

organic function (impairment); 
(iv) in terms of long-term functional change in body 

appearance or movement (disability); 
(v} from the perspective of limitations confronted in 

socioeconomic or life-supporting roles attribut
able to the interaction between the person with 
impairments or disabilities and environmental 
constraints (handicaps). 

The ICIDH aims to produce a series of concepts and 
associated classifications and codes which describe 
the third, fourth and fifth points in the progression 
mentioned above, i.e. impairment, disability and 
handicap. A series of codes have been developed 
and published by WHO, based primarily upon the 
work of Philip Wood, covering impairments, dis
abilities and handicaps. The 1980 ICIDH manual con
sists of approximately 200 pages of detailed and 
summary codes and supporting text. The definitions 
of impairment, disability and handicap as provided 
in the manual, along with some additional ex
planations, are presented below. 

'The views expressed in this article are those of the author and 
do not necessarily reflect those of the United Nations. 

b Statistician, Demographic and Social Statistics Branch, United 
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Impairment describes a "loss or abnormality of psy
chological, physiological, or anatomical structure or 
function". Impairments are disturbances at the level 
of the organ which include defects, loss of limb, 
organ, or other body structure, as well as defects or 
loss of mental function. Examples of classes of 
impairments which have been asked about in cen
suses and surveys include: blindness, deafness, loss 
of sight in an eye, loss of speech, muti!Wl. In con
trast to impairments classified by census~s and sur
veys, medical registry classifications are often sub
stantially more detailed in their descriptions. 

Disability describes either a functional limitation or 
an activity restriction of the person caused by an 
impairment. It is "any restriction or lack (resulting 
from an impairment) of ability to perform an activity 
in the manner or within the range considered 
normal for a human being". Disabilities are de
scriptions of disturbances in function or activity at 
the level of the person. Examples of functional limi
tations that have been asked about in censuses or 
surveys include: difficulty seeing, speaking, hearing, 
moving, climbing stairs, grasping, reaching. Ex
amples of basic activity restrictions include dressing, 
bathing/washing, feeding oneself, toileting, transfer
ing to bed or chair. 

Handicap describes limitations of socioeconomic 
roles, for example, physical independence, main 
occupation (includes home, school and work), mo
bility, social integration, economic self-sufficiency. 
Handicap (a disadvantage for a given individual, 
resulting from an impairment or a disability, that 
limits or prevents the fulfilment of a role that is 
normal. .. for that individual") is a classification of 
role reductions which result from circumstances 
which place impaired or disabled persons at a dis
advantage, compared to other persons. Examples of 
handicaps that have been asked about in censuses 
and surveys include: unemployment, social isolation, 
bedridden, home-bound, unable to use public trans
port. 

The uniformity of language and concept is a critical 
prerequisite for the successful implementation of 
this classification. In general there is reasonable 
agreement among the health and medical com
munity on specific parts of the ICIDH concepts and 
classifications. For example, it is generally agreed 
that: 

• impairment includes description of the loss or 
abnormality of psychological, physiological, or 
anatomical structure or function at the level of 
the organ or anatomical structure or function; 

• disability includes description of human function 
and activity at the level of the person; and 

• handicap includes description of restrictive cir
cumstances or disadvantages at the level of 
social and economic roles. 

However, disagreements do arise when linking these 
concepts to specific operational definitions and also 
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when formulating the details of the classification 
scheme. 

Problems encountered 

Difficulties in the application of ICIDH concepts and 
definitions for classifying disablement may be 
grouped into three broad areas. They include prob
lems associated with: (i) isolating and differentiating 
the impairment, disability and handicap concepts 
through descriptions of behaviour; (ii) training per
sons having highly disparate competencies and ex
pertise to use the concepts and to code classifica
tions in a standardized way; (iii) applying the classi
fication scheme across various theories and models 
of disablement. 

Isolating and differentiating the concepts through 
description and behaviour 

At times it may be difficult to classify the broad 
concepts of impairment and disability in a mutually 
exclusive way. For example, ICIDH ocular impair
ment codes are generally described as related "not 
only to the eye, but also to its associated structures 
and functions, including the eyelids. The most im
portant subclass of ocular impairment is made up of 
impairments relating to the function of vision" (2). In 
this case, attention is focused upon the eye itself. 

In contrast, a disability is described in the ICIDH as a 
restriction or lack (resulting from an impairment) of 
ability to perform an activity within the range consid
ered normal for a human being (2). One type of 
communication disability includes "seeing", for ex
ample, which is described as a general loss or 
reduction of the ability to execute tasks requiring 
adequate distant or peripheral vision, or visual acu
ity, or pattern recognition, and other related ac
tivities such as comprehending written messages, 
reading written pages, and the like. In this case, the 
person is described with respect to his or her func
tional ability to see and to complete activities using 
vision. The point of this example is to emphasize 
that even with a classification scheme completely 
intact, the analytic purpose of the research must 
guide the selection of classifications which will be 
used to describe the situation. 

Similar conceptual distinctions must be made when 
classifying activities at the level of disability or hand
icap. In this case, for example, one may wish to 
distinguish between persons who have "dressing 
disS}Pilities" (disability codes 35-36) and those per
sons who have "physical independence handicaps" 
(handicap code 2). In fact, when behaviour is describ
ed, it is not easy to distinguish between the two. 
Disability codes 35-36 (dressing disabilities) classify 
difficulties in dressing according to specific types of 
dressing requirements, i.e. putting on underclothes, 
clothes over lower part of body, clothing over arms 
and shoulders, etc. Handicap code 2 (physical inde
pendence). for example, classifies handicaps which 
describe the individual's "ability to sustain a cus
tomarily effective independent existence" (2) includ
ing self-care and other activities of daily living, 
which may be described through loss of independ
ence in dressing. In the case of determining which 

'Council of Europe. Committee of experts for the application of 
the WHO international classification of impairments, disabilities and 
handicaps. (Secretariat memorandum, P-SG(90)16, 18 May 1990). 

classification to use for the description of dressing, a 
clear goal in the analysis is required. 

One suggestion for further improving the ICIDH is to 
classify disabilities into two broad conceptual areas: 
(i) functional limitations, and (ii) activity restrictions 
(including restrictions in both simple and more com
plex activities of daily living). With such a distinc
tion, it becomes a relatively straightforward task to 
prepare a short list of disability codes for functional 
limitations and another for descriptions of activities 
using the ICIDH. These two broad categories of 
disability concepts could then be more clearly observ
ed, differentiated and classified at the level of human 
function and behaviour. In this regard, it is interest
ing to note that a recent report of the Council of 
Europe concluded that disability surveys could be 
effectively categorized according to whether they 
focus on functional limitations or on activity re
strictions.c 

A suggested short list of ICIDH codes which might 
be utilized for the study of persons with functional 
limitations, activity restrictions and examples of role 
reduction associated with impairment or disability, is 
provided in Table 1. 

If the distinction between functional limitation and 
activity restriction disability is implemented, then 
functional limitation disability codes could be re
served for descriptions of personal functional limi
tations that do not have strong culturally-defined 
objectives-for example, descriptions of limitations 
in hearing, seeing, grasping, moving, climbing, 
reaching, etc. Less emphasis would then be placed 
upon the purpose of such grasping and reaching 
activities, e.g. getting dressed or setting the table. 
The latter characteristics, which are frequently 
assessed, are dressing, eating, serving food, going 
to work, using public transport, etc., sometimes 
referred to as basic activities of daily living (ADLs). 
In contrast to functional limitations, these items are 
plagued with cultural differences in physical require
ments. For example, in one culture people may eat 
with their hands (or perhaps only with the ri.ght 
hand), whereas in another culture one must maniRu
late chopsticks or knives, forks and spoons. The 
provisional lists (Table 1) omit a number of the 
current two-digit ICIDH codes for disability and a few 
of the three-digit codes; they are codes correspond
ing to specialized or highly culture-bound dis
abilities. 

Closer to handicaps, yet still classified as disabilities, 
are the descriptions of activity limitations in house
work, laundry, shopping and cooking, often referred 
to as instrumental activities of daily living measures 
(IADLs). These activities have strong cognitive and 
environmental components which interact with func
tional limitations in their execution, many are cul
ture-specific and largely environmentally defined, yet 
are still task-oriented. The need to classify activity 
limitations that are strongly environmentally influ
enced, such as the activities mentioned above, has 
made it difficult to distinguish between disabilities 
and handicaps when describing actual human be
haviour. 

Handicaps, or reductions in basic socioeconomic 
roles, such as economic self-sufficiency or main 
activity limitations, may be partly classified using a 
well-established set of principles and recom
mendations that are already internationally rec
ognized and available (3, 4). On the other hand, for 
example, there are no well-established recom-

Rapp. trimest. statist. sanit. mond., 43 11990) 
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TABLE 1. SHORT LISTS OF ICIDH CODES FOR THE STUDY OF PERSONS WITH FUNCTIONAL LIMITATIONS, 
ACTIVITY RESTRICTIONS AND ROLE REDUCTION 

TABLEAU 1. LISTES SUCCINCTES POUR L'ETUDE DES PERSONNES AVANT DES RESTRICTIONS FONCTIONNELLES, 
DES RESTRICTIONS D' ACTIVITES ET UNE REDUCTION DES ROLES 

Concept Short list 

IMPAIRMENT Organ/system function• 

DISABILITY Functional/imitation b 

Self -awareness 
Location in time and space (memory) 
Knowledge acquisition (learning) 
Understanding speech 
Talking 
Listening (includes hearing) 
Seeing 
Controlled excretory difficulty 
Locomotion (mobility) 
Walking 
Climbing stairs 
Body movement (reaching, crouching, 

kneeling) 
Dexterity (fingering, gripping, holding) 
Other disability 

DISABILITY Activity restrictions 

HANDICAP 

Simple activity restrictions: 
activities of daily living (ADLs) 

Dressing 
Bathing/washing 
Feeding oneself 
Toileting 
Retrieval (picking something off the floor) 

More complex activity restrictions: 
instrumental activities of daily living (IADLs) 

Housework 
Laundry 
Shopping 
Managing home finances 
Child care 

Learning activity restrictions 

School and learning participation 

Work/occupational restrictions of activity 

Reduction in occupational performance 

Role reduction 

Living an independent existence 
- With technical aids 
- With environmental adaptation 
- With human assistance 

(personal assistance) 
Not independent for long intervals 

of day/night 
Mobility 
- Limited community access 
- Confined to home 
- Confined to bed/chair 

a For a short list of impairments and corresponding codes, see 
reference (16). 

0 Based on reference ( 16). 

ICIDH codes 
Codes CIH 

10 
11 
15 
20 

21-22 
23-24 
25-27 

30 
4 

40 
42 

52-57 
62-66 

9 

35-36 
34.0-34.2 

37-38 
32.0-32.2 

52 

51.4-51.5 
51 

50.0 
17.0 
17.3 

16 

18 

2.0 
2.1 
2.2 
2.3 

2.4-2.8 
3 
3.4 
3.5 
3.7 

mendations for classifying physical independence, 
mobility, social integration and communication 
roles. The handicap classification scheme of the 
ICIDH does not yet recognize available standards 
already set by existing international classification 
schemes for the assessment of social and economic 
circumstances, e.g. population census and survey 
recommendations and classifications for the study of 
economic activity, occupation, household status, 
family relationships, and educational attainment and 
school attendance. However, the use of these 
already established classifications for the study of 
basic life-supporting roles of occupation and eco-

Wid hlth statist. quart., 43 (1990) 

Liste succi ncte 

Anomalie organique ou fonctionnel/e a 

Restriction fonctionnelle b 

Conscience en soi 
Orientation dans letemps et l'espace (memoire) 
Acquisition des connaissances (apprentissage) 
Comprehension du langage 
Parole 
Ecoute (y compris audition) 
Vision 
Controls de troubles de I' excretion 
Locomotion (mobilite) 
Marcher 
Monter les escaliers 
Mouvement du corps (atteindre des objets, 

s'accroupir, s'agenouiller) 
Dexterite (doigte, prehension, maintenir un objet) 
Autres incapacites 

Restrictions d'activites 

Restrictions d'activites simples: 
Activites de Ia vie quotidienne 

Habillage 
Toilette 
Nutrition 
Aller aux toilettes 
Ramasser (attraper les objets parterre) 

Restrictions d'activites plus complexes: 
activites /iees a Ia vie quotidienne 

Menage 
Lessive 
Courses 
Gestion des finances familiales 
Role parental 

Restrictions des activites d'apprentissage 

Scolarite et participation a !'education 

Concept 

DEFICIENCE 

INCAPACITE 

INCAPACITE 

Restrictions concernant /e travail et /es occupations 

Reduction des occupations 

Reduction des roles 

Mener une existence independante 
- avec auxiliaires techniques 
- avec adaptation de l'environnement 
- avec l'aide d'autrui 

(assistance d'un tiers) 
Dependance pendant des periodes prolongees 

du jour/de Ia nuit 
Mobilite 
- Acces a Ia communaute limite 
- Limitee au lieu d'habitation 
- Reduite a Ia chambre/au fauteuil 

DESAVANTAGE 

a Une liste succincte des deticiences et des codes correspondants est presentee 
dans Ia reterence (16). 

o D'apres Ia reterence (16). 

nomic self-sufficiency is recommended by the 
United Nations Expert Group Meeting on Disability 
Statistics (5). 

Recognition and use of classifications already avail
able for the study of socioeconomic roles would 
allow the ICIDH to focus attention on the develop
ment and classification of roles for which standards 
and recommendations have yet to be established. 
For example, there are no standards or recom
mendations at the international level for classifying 
limitations or reductions in roles of social integra
tion, mobility and communication. These could be 
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effectively established and standardized through the 
use of the H code in the ICIDH classification scheme. 
For this and many other reasons, the concept of 
handicap, although agreed upon in principle, is not 
yet regarded as a basis for a fully operational classi
fication scheme. There are a number of current 
attempts to reconsider the way in which handicap 
might be classified in the ICIDH.d 

Training persons with highly disparate competencies 
and expertise to use the concept and to code accord
ing to the classifications 

The type of description and degree of detail required 
varies significantly according to the person who is 
describing and classifying disablement. For example, 
description of organ or system function by physi
cians using specialized medical equipment (impair
ments) would lead to the need for precision and 
depth of codes. Detailed impairment distinctions 
may be necessary. In contrast, organ function may 
be described and classified through responses to 
questions asked of persons interviewed in house
hold surveys. In this case, broad generalizations of 
organ or system function may be described and 
classified (for example, household reports indicating 
that there is a member of the family who is blind, or 
with partial sight, or having sight in one eye or who 
is paralysed in both legs). The power of the ICIDH 
classification system is that it can place these very 
different descriptions of organ or system function 
into one broad classification scheme while maintain
ing reasonable conceptual clarity. The varying levels 
of detail accorded in the ICIDH are useful for allow
ing broad groupings of codes for simpler or less 
specific observations, while maintaining detailed 
codes for medical and epidemiological distinctions, 
as required. 

In order to succeed in providing both simple and 
complex code descriptions in a comparable way, 
international recommendations are now needed indi
cating ways to group detailed codes meaningfully 
for presentation and use at simplified levels. If, for 
example, grouped coding schemes based upon the 
ICIDH were available for use in surveys or censuses 
or national registration schemes, international as 
well as national comparability of disability data 
would be substantially improved. Moreover, the 
standardization and availability of simplified coding 
schemes based upon the ICIDH could prove very 
useful for rehabilitation programmes in which those 
involved in classifying disablement may range from 
the person who has the impairment, to relatives of 
persons with disabilities, to the occupational or 
physicaJe therapist, a special education teacher and 
an orthiSpedist. The harmonization of codes at var
ious levels of sophistication and detail will help to 
reduce the problems currently encountered in re
habilitation medicine where the authority to use 
detailed codes may be in question in some cases, 
and required in others. 

d For further discussion of the proposed ICIDH revision, see 
references (9, 22-24). 

'Chamie, M. Data collection standards for disability: implications 
for the study of disability-free life expectancy. Principal working 
paper for the International Research Network for the Interpretation 
of Observed Values of Healthy Life Expectancy's second workshop 
on international geographic comparisons of healthy life expectancy. 
Geneva, 15-16 March 1990. 

Applying the classification scheme across disparate 
theories and models of disablement 

Strategies for the analysis of disability and the devel
opment of theoretical frameworks may be radically 
different even when using the same classification 
scheme. In fact, one important test of any classifica
tion scheme should be that it is sufficiently flexible 
and adaptable to be used for testing more than one 
model or framework of disability. For example, one 
may wish to propose that the links between impair
ment, disability and handicap are linear and causal 
(Model 1). 

In this case, the attributes are perceived as linear, 
and relate the individual with the impairment di
rectly to the handicap outcome. The model may be 
tested using appropriate data sets, defined by the 
ICIDH. It is also plausible to present the impairment, 
disability and handicap relationships as interactive 
and partly related to the influence of environmental 
constraints (Model2). 

This theory may be tested using the same classifi
cation scheme for impairments, disabilities and 
handicaps which was used in Model 1. 

It might also be proposed that environmental factors 
such as community attitudes, economic opportunity 
structures and sociocultural factors explain virtually 
all handicaps and that the limitations described as 
associated with the impairment or disability are 
simply in the eyes of the beholder or in the norms of 
the culture (Model3). 

In any case, the ICIDH classification scheme based 
upon the three broad areas of impairment, disability 
and handicap, and their detailed classifications, may 
prove functionally useful for organizing and com
paring the findings of highly diverse social, 
economic or medical models for the study of 
disablement. 

National and international experience with the~· 
ICIDH and institutional development 

A number of trial uses of the ICIDH have been 
conducted. Examples include the use of the ICIDH 
for linguistic agreement (6) and debate and for gen
eral conceptual development of the interdisciplinary 
field of disability (includi'iig the essential activity of 
translating the ICIDH into numerous languages, such 
as French, Spanish, Chinese and Japanese); for the 
formulation of disability policy and the planning of 
measures for equalization of opportunity (7); for de
velopment of medical and rehabilitation monitoring 
systems (8, 9); for survey research (10-15); for data
base development (16). The ICIDH has been used in 
the above-cited documents at detailed levels (2-3 
digit code level) for reporting of clinical diagnosis; 
rehabilitation assessment; programme evaluation; 
and more recently, for survey research monitoring 
and data-base development. Other ICIDH appli
cations that have been proposed, but not yet ef
fectively implemented, include classifying disable
ment for assessment through social security and 
disability registration systems; for production of 
global indicators of health and of disability-free life 
expectancy; and for production and use of statistics 
from population and household censuses and sur
veys ( 77,"). 

Two WHO collaborating centres for the development 
and use of ICIDH have been established in recent 

Rapp. trimest. statist. sanit. mond., 43 (1990) 
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Model f. Linear and causal links 

IMPAIRMENT DISABILITY .. HANDICAP 

Source: Reference (2). 

Source: Reference (16). 

Source: Reference (21). 

Wid hlth statist. quart" 43 11990) 

Model 2. Interaction of person and environment 

DISABLED PERSON 

Impairment 

Disability 

t HANDICAP 

ENVIRONMENT 

Community ~ 

Family 

Model 3. Environment causes disability (and handicap) 

IMPAIRED PERSON'S 

ENVIRONMENT 

HANDICAP (OR DISABILITY) 

; 
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years, in France (Centre technique national d'etudes 
et de recherches sur les handicaps et les ina
daptations) and in the Netherlands (National Council 
for Public Health). Together with local and national 
bodies such as the Canadian Society for ICIDH, the 
Quebec Committee for ICIDH in Canada, and the 
Departement de reeducation et readaptation fonc
tionnelles, Centre hospitalier et universitaire, Saint
Etienne (France). and with intergovernmental or
ganizations such as the United Nations Statistical 
Office, they form a loose network which has been in 
operation since 1987. One of the activities of this 
network will be to coordinate the work of revision of 
ICIDH, which is scheduled to start at the end of 1990. 
Informal networks such as the Reseau pour !'etude 
de /'esperance de vie en sante (REVES) also base 
part of their work on the definitions in ICIDH. 

Another organizational development of significance 
is that the Council of Europe has formed a Com
mittee of Experts for the Application of the WHO 
International Classification of Impairments, Dis
abilities and Handicaps. This committee, which met 
in 1987, has examined specific applications of the 
ICIDH, including: (i) rehabilitation work; (ii) surveys 
and the collection of statistics; (iii) mental health; 
(iv) assessment of vocational capacities; (v) assess
ment of technical aids; and (vi) revision of the 
concepts and classifications of handicaps. Partici
pation in this committee involves 13 countries and 
5 observers.' 

The United Nations has also taken steps towards the 
development of a statistical system for international 
monitoring of population and household censuses, 
surveys and registration systems which study dis
ablement. The United Nations Statistical Office has 
instituted a monitoring programme within the de
mographic and social statistics branch, where data 
collection, compilation and dissemination of national 
disability statistics is conducted (18-20). This office 
produced the International Disability Statistics Data 
Base (DISTAT) which has so far compiled national 
statistics from 55 countries into a unified data-base 
system and framework through use of the ICIDH. In 

'Participants: Austria, Belgium, France, Federal Republic of 
Germany, Italy, Luxembourg, Netherlands, Norway, Portugal, Spain, 
Sweden, Switzerland and the United Kingdom; observers: Canada, 
Finland, Hungary, Ireland and Poland. 

"United Nations international disability statistics training work
shop on the study of impairments, disabilities and handicaps, held 
in Malta on 27 November-S December 1989 and conducted by the 
United Nations Statistical Office and the Department of Technical 
Cooperation for Development (DTCD) in collaboration with the 
Government of Malta, the International Institute on Aging (INIA) and 
the Worj;d Health Organization (WHO). 

addition to the production of national statistics on 
disability, the Statistical Office has also instituted a 
series of international training programmes, of 
which the most recent (Malta, 27 November-
6 December 1989) was devoted to the statistical 
study of impairments, disabilities and handicaps. 
This interregional training programme provided 
statistical training on the use of the ICIDH for 33 
representatives from 28 countries of Africa, Asia, 
South America and the Caribbean.9 Technical advi
sory services for national development of disability 
statistics have also been made available to develop
ing countries on an ad hoc basis by the Statistical 
Office in cooperation with the Department of Techni
cal Cooperation for Development (UN/DTCD). 

The United Nations Statistical Office programme is 
being further expanded in 1990 through planning 
and production of a special topic on aging and 
disability as part of the United Nations demographic 
yearbook data dissemination programme. The de
mographic yearbook data-base system of the United 
Nations Statistical Office collects and compiles na
tional population and housing data, worldwide. A 
data-collection instrument has been devised by the 
Statistical Office for the collection on a trial basis of 
national disability statistics compiled in the 1990 
population census rounds. The instrument utilizes 
the WHO/ICIDH classification for organizing and 
compiling the national data. 

Substantial national and international activity has 
focused on the implementation of the ICIDH for 
rehabilitation assessment, programme monitoring 
and evaluation, and for research purposes. For 
that matter, the unique process of standardization 
or integration of language and concepts itself has 
resulted in a remarkable breakthrough, namely the 
recognition by policy-makers, programme persons, 
researchers and disabled persons' groups that dis
ability is an interdisciplinary and legitimate field of 
study. Increased institutional development at the 
global level through the establishment of inter
national networks, and regional and interregional 
programmes, has been effective in further clarifyil")g 
ICIDH and increasing its utilization. Such inter
national and national efforts provide strong support 
for the increasing importance of the ICIDH to the 
future development of international statistical stand
ards and recommendations in the field of disable
ment. In short, the international monitoring of the 
ICIDH has begun in earnest. The momentum from 
these activities and org"anizations have the potential 
to unify and to harmonize statistics and information 
devoted to the study of disablement, further moving 
it into a nationally and internationally recognized 
interdisciplinary field. 

SUMMARY 

International monitoring of the ICIDH has begun in 
earnest. The momentum from these new activities 
and organizations has worked towards the unifica
tion and harmonization of statistics and information 
devoted to the study of disablement, further enhanc
ing the interdisciplinary nature of the study of dis
ability and advancing its recognition both at the 
national and international level. This article intro
duces the reader to the definitions and concepts of 

the ICIDH. In addition, problems confronted when 
applying the ICIDH in policy formulation, programme 
implementation and evaluation and in research are 
reviewed. There are three main types of problem: 
(i) the difficulty in differentiating each of the con
cepts of impairment, disability and handicap at the 

·operational level of human function and behaviour; 
(ii) the diversity of training and instructions required 
in order to orchestrate the use of the codes and 

Rapp. trimest. statist. san it. mond., 43 ( 1990) 
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classification schemes with persons having a wide 
range of expertise and analytical interests; and 
(iii) the need for consistency of use of the ICIDH for 
model-building and testing of different theoretical 
frameworks. Increased institutional development at 
the global level through the establishment of inter
national networks, and regional and interregional 

programmes, have further clarified strengths and 
weaknesses of the ICIDH and have increased support 
of its use. These efforts suggest the increasing im
portance of the ICIDH for the future development of 
international statistical standards and recom
mendations in the field of disablement. 

RESUME 

Etat et utilisation de Ia Classification internationale des handicaps: 
deficiences, incapacites et desavantages (CIH) 

La surveillance internationals au moyen de Ia CIH a 
veritablement commence. L'elan imprime par ces 
activites et organisations nouvelles a contribue a 
unifier et a harmoniser les statistiques et les infor
mations consacrees a l'etude des incapacites, laquel
le a desormais acquis un caractere interdisciplinaire 
et jouit d'une reconnaissance accrue a l'echelle na
tionale et internationals, L'article presente au lecteur 
les definitions et concepts de Ia CIH. II examine en 
outre les problemes que pose !'application de Ia CIH 
pour Ia formulation des politiques, Ia mise en reuvre 
et !'evaluation des programmes et Ia recherche. Les 
problemes sont de trois types: i) difficulte a distin
guer entre les concepts de deticience, d'incapacite et 
de desavantage au niveau operationnel des fonc
tions et du comportement humains; ii) diversite de Ia 

formation et des instructions necessaires pour 
orchestrer !'utilisation des codes et des systemes de 
classification avec des personnes ayant1,des com
petences et des interets analytiques tres divers; et 
iii) necessite d'une utilisation reguliere de Ia CIH 
pour Ia construction de modeles et Ia mise a l'essai 
de differents cadres theoriques. Le developpement 
institutionnel accru au niveau mondial par Ia mise 
en place de reseaux internationaux et les program
mes regionaux et interregionaux a contribue a met
tre en lumiere les points forts et les faiblesses de Ia 
CIH et encourage son utilisation. Ces efforts permet
tent de· penser que Ia CIH revet ira une importance 
croissante pour Ia mise au point future des normes 
statistiques internationales et des recommandations 
dans le domaine des incapacites. 
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