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Brochure ICPC-3 
Executive summary  
The International Classification of Primary Care (ICPC-3) is a comprehensive, person-centred 
classification system designed to capture and organize the variety of health issues encountered in 
primary care. It enables structured and standardized coding of patient encounters, covering reasons 
for encounter, symptoms, diagnoses, functioning and interventions. ICPC-3 builds on the 
foundations of its predecessors, ICPC-1 and ICPC-2, and was developed over three and a half years, 
culminating in its publication in December 2020.  This version includes a greater focus on patient 
orientation and improved linkages to other international classification systems like ICD-11, ICF, ICHI, 
and to the terminology SNOMED CT. 

ICPC-3 o`ers several advantages for healthcare providers. It reflects the frequency and distribution 
of health issues. Key features of ICPC-3 are the division into 19 chapters, with 14 focusing on di`erent 
body systems and 5 covering broader aspects of primary care. It emphasizes the importance of 
capturing the entire patient journey, from initial symptoms and complaints to final diagnoses and 
interventions.  This classification system also includes a comprehensive approach to documenting 
how health conditions a`ect daily life, incorporating environmental and personal factors. 
Additionally, ICPC-3 categorizes interventions and processes, ensuring a holistic view of patient 
care. 

By structuring episodes of care – defined as a health problem or disease from its first presentation to 
a healthcare provider up to the completion of the last encounter for that same health problem –  
ICPC-3 allows tracking of patient conditions over time which supports better continuity of care. It is 
intended to use in the everyday primary care practice with simplified yet up-to-date coding that is 
continuously being revised. The system's integration with other classification systems facilitates 
seamless data exchange across di`erent levels of healthcare, enhancing research, policy 
development, and the overall quality of care. 
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Abbreviation list  
ATCIF Arrêts de Travail en médicine générale à partir de la Classification 

Internationale de Fonctionnement  
CSV  Consent Scale Value  
EoC    Episode of Care 
FBV    Facilitator or Barrier Value  
FEV    Forced Expiratory Volume  
FHIR    Fast Healthcare Interoperability Resources  
FMA    Foundational Model of Anatomy  
GBD    Global Burden of Disease  
GOLD    Global initiative for chronic Obstructive Lung Disease  
ICD    International Classification of Diseases 
ICF    International Classification for Functioning and disability  
ICHI    International Classification for Health Interventions  
ICPC    International Classification of Primary Care 
NYHA    New York Heart Association  
PCFS    Primary Care Functioning Scale  
PSV    Problem Scale Value  
RFE    Reason for encounter  
WHO   World Health Organization  
WHODAS 2.0   World Health Organization Disability Assessment Schedule 2.0  

 
  



History 
The International Classification of Primary Care (ICPC) was established in 1987 (ICPC-1). For the first 
time health care providers could classify three important elements of health care: reason for 
encounter (RFE), diagnoses or problems and process of care by using a single classification. Since 
publication, ICPC has gradually received increasing world recognition as an appropriate 
classification for general/family practice and primary care and has been used extensively in some 
parts of the world. Version 2 of ICPC was published in 1998. ICPC-2-E refers to a revised electronic 
version released in 2000. In this second version, there were inclusion and exclusion criteria attached 
to the classification rubrics, and a mapping to ICD-10. The WHO recognized ICPC-2 as a WHO related 
classification for the recording of data in primary care (WONCA International Classification 
Committee, 2019).  

ICPC-3 was built on the foundations of the previous versions and is published in 2020. It strives to be 
a person-centered classification for Primary Care and supports coding of reason(s) for encounter, 
symptoms and complaints, diagnoses, health problems, functioning, environmental factors, 
personal factors related to health and processes of care, all within one classification.  

The ICPC-3 Project started January 2018 and ran for a period of three and half years. In the ICPC-3 
Project a completely new version of the ICPC and an Interface Terminology for Primary Care have 
been developed, based on a novel approach for classification development, i.e., based on a content-
model. As from December 2020, the ICPC-3 is available on their o`icial website 
(https://browser.icpc-3.info/) The interface terminology and Web based Tools are available for 
donors as of May 2021. 

Why use ICPC-3 

Designed for primary care, ICPC-3 reflects the most common health problems encountered and 
supports the way providers work to solve them. Its simplicity makes coding more consistent and 
accurate. ICPC-3 helps track patients’ health problems over time by recording episodes of care. It 
allows healthcare providers to code the reason for a patient’s visit, linking it to a specific diagnosis, 
level of functioning, and interventions. By using ICPC-3, primary care providers receive meaningful 
feedback, making it easier to exchange information with specialists, policymakers, and funders. This 
leads to better insights into primary care trends and helps improve the overall quality of care. ICPC-
3 also centers the patient’s experience, at first by o`ering many symptom-related codes and also by 
adding an entire chapter of codes which can only be used when specifically mentioned by the patient 
(see Function and Function-related chapter). Patients are encouraged to be active participants in the 
registration of their medical records. 

• Person-centred classification for Primary Care 
• Simple and easy to use  
• Harmonised with other classifications and clinical terminology  
• Enables exchange of information between primary and secondary care  

https://browser.icpc-3.info/)


It di`ers from the International Classification of Diseases (ICD) which was designed to allow 
healthcare providers to code a patient's health problem in the form of diagnosis. However, many 
symptoms and non-disease conditions that appear in primary care are di`icult or inappropriate to 
code with ICD codes making it impractical to use in primary care. ICPC makes this more patient 
oriented as it allows the inclusion of the patient’s or carer’s perspective and reason for encounter.  

 

Updates between ICPC-2 and ICPC-3   
The main body of ICPC-3 is divided into 19 
chapters (see Figure 1). Fourteen of these 
chapters focus on di`erent body systems, 
allowing for clear localisation of diseases and 
health problems. The remaining five chapters 
cover broader aspects of primary care, 
including general issues, prevention, family 
planning and general examinations, social 
problems, functioning and functioning-related 
issues, and interventions. This broad scope 
ensures that ICPC-3 goes beyond just 
diagnosing diseases, it provides a 
comprehensive picture of patient care in a 
primary healthcare setting. The ability to 
capture prevention and family planning, 
unspecified issues, social problems, and 
information about activities and participation 
is essential to understanding what happens in 
primary care.   

A second key feature of ICPC-3 is its focus on symptoms, complaints, and diseases. Each body 
system chapter (B–W) and the general chapter (A) is structured into two components: (S) symptoms 
and complaints, and (D) diseases. This structure ensures that a patient’s symptoms and complaints 
are recorded from the very first encounter, which is crucial in primary care. By allowing the coding of 
symptoms and complaints as Reasons for Encounter (RFE) – a spontaneous statement on why a 
patient visits the health professional – and linking them to final diagnoses, ICPC-3 tracks the entire 
patient journey, from the first presentation of symptoms to the conclusion of care (see Figure 2). This 
makes it a powerful tool for understanding the progression of health problems and improving patient 
management. 

The third characteristic of ICPC-3 is the inclusion of a comprehensive approach to functioning and 
functioning-related aspects. This chapter allows healthcare providers to document how a person's 
health condition a`ects their daily life and interactions within their environment at any given moment 
in time. Functioning is determined by physiological functions, including psychological aspects, and 
by a person’s ability to perform activities and participate in daily life. In addition, functioning-related 
factors describe the broader context in which a person functions. This includes environmental 

Figure 1: Overview of the di`erent chapters  



factors – external influences such as social support, living conditions, or assistive devices – and 
personality functions, which reflect individual di`erences in how people experience and respond to 
their health conditions. Unlike standard disease classification systems, ICPC-3 integrates these 
elements into primary care coding, supporting a holistic, person-centred approach to healthcare. 

Another characteristic of ICPC-3 is its classification of interventions and processes. Beyond 
diagnostic procedures and therapeutic policies, it also captures program-related activities, referrals, 
and administrative actions. Interventions are categorized into six sub-components: (1) Diagnostic 
interventions, (2) Therapeutic and preventive interventions, (3) Programs related to reported 
conditions, (4) Results, (5) Consultations with a specialist, referrals, and other reasons for encounter, 
and (6) Administrative interventions. While some sub-components, such as results and certain 
consultation-related codes, do not function as direct interventions, they still contribute to the overall 
process of medical care. The codes on this chapter do not have the initial letters and are made of the 
final digits only. When generating the final code, the intervention which is being coded must linked to 
the relevant chapter of the title code of the current episode of care (EoC). For example,  the code for 
“Blood test” is -105. A cholesterol blood test can be coded as T105 if linked to EoC TD75 “Lipid 
disorder” or K105, if linked to EoC KD66 “Chronic ischaemic heart disease”.  

ICPC-3 is designed to reflect the content of primary care, ensuring that the classification system 
aligns with real-world clinical practice. The codes within ICPC-3 are based on the most frequently 
encountered health issues in primary care, ensuring that the level of detail is appropriate for frontline 
healthcare settings. Moreover, ICPC-3 is adaptable to regional epidemiological needs (see further), 
allowing healthcare systems to introduce region-specific codes while maintaining overall 
consistency. The core ICPC-3 system consists of approximately 1,350 codes, an important stark 
contrast to ICD’s 55,000 codes, making it more accessible and practical for daily use in primary care.  

 

Basic concepts 

Episode of Care (EoC) 
The full spectrum of problems managed by primary care providers—whether organic, psychological, 
or social—are recorded in the form of episodes of care (EoC). An episode of care is defined as a 
health problem or disease from its first presentation to a healthcare provider up to the completion of 
the last encounter for that same health problem and consists of a RFE which is mainly defined by the 
patient and an episode title, which is primarily defined by the physician.  

For example, if an episode consists of three encounters, the episode title remains the same for all 
three contacts, reflecting the final diagnosis at the end of the episode. While diagnostic labels can 
evolve over time, significant changes are relatively infrequent, especially in symptom episodes 
(where the highest classifiable code remains a symptom rather than a disease). 



ICPC’s ability to track episodes of care over time is crucial in primary care, where patients often 
present with multiple, evolving, and undi`erentiated problems rather than a single, clearly defined 
condition (as is more common in hospital settings). By linking encounters within the same episode 
of care, ICPC improves continuity and coordination of care and allows healthcare providers to gain 
deeper insights into the progression of conditions, resource allocation, and associated costs. This 
longitudinal approach sets ICPC apart from ICD, which is primarily designed for single hospital 
episodes.  

 

In the website https://famenet.nl you can find many examples of problems recorded as EoCs, 
textbook descriptions of diseases or clinical syndromes present in primary care and epidemiologic 
and morbidity data. 

Symptom Episode 
When a physician codes an episode of care as a symptom episode, this does not mean the patient 
experienced only a single symptom within that episode. For example, a patient may present with the 
Reason for Encounter (RFE) "tiredness". Upon further interviewing and examination, the physician 
may find that the patient also experiences dizziness, trembling, and fatigued legs. If the physician 
determines that these symptoms are related and part of the same clinical picture, they may choose 
to label the entire episode with the title "tiredness", rather than coding each symptom separately. 
This approach ensures that symptom episodes reflect how complaints are grouped and understood 
in primary care. 

Episode Title (Health Professional’s Diagnosis) 
After conducting interview and examination, the health professional establishes a diagnosis or 
assessment that defines the care episode in which the encounter takes place. This diagnosis reflects 
the physician’s perspective and should be coded at the highest level of diagnostic certainty that 
meets the inclusion criteria for the selected category. 

Figure 2: Episode of Care 

https://famenet.nl/


The episode title can take di`erent forms, depending on the nature of the patient's condition. It may 
represent a symptom, a disease or problem, an issue related to activity or participation, or a non-
disease-related care episode, such as visits for immunization, screening examinations, or public 
health promotion. However, an episode title can never be a process or intervention—these elements 
belong to separate classifications within ICPC-3. 

General 

Introduction to ICPC-3 
The ICPC-3 chapters are organized as follows: 

• Chapter A1 – reasons for visit, such as prevention, family planning, general examination, etc. 

• Chapter Z – social problems 

• Chapter I – interventions 

• Chapter II – functioning and functioning related issues 

• Chapter A – General symptoms, complaints and abnormal findings and General diagnoses 
and diseases. Subdivided into two components: S for Complaints and Symptoms, and D 
for Diagnoses and Diseases. 

• Chapters B to W – represent the localization of the problem and / or disease on a body or 
body-system level. Also subdivided into S for Complaints and Symptoms, and D for 
Diagnoses and Diseases. 

Important notes 
The possibility to capture prevention and family 
planning, social problems, examination and policy 
making (interventions) and information about 
activities and participation is a prerequisite to 
understand what happens in primary care from a 
patient perspective point of view. 

In Chapter A (General symptoms, 
complaints and abnormal findings and 
General diagnoses and diseases) the 
Complaints and Diagnoses are classified 
which cannot be classified to only one or 
more than two body systems. E.g. fatigue 
AS04, and fever AS03 can be attributed to 
almost all body system Diseases. This 
makes it easy to use for healthcare 
providers. 

 

In addition to the 19 chapters that belong to the core of the classification, there are three additional 
chapters: 

• a chapter with regional extensions, codes based on the frequency of classes in national and 
regional primary care registrations – Chapter III 

• a chapter with codes for emergency use with epidemiological importance for risk of (national 
or international) spreading of infections – Chapter IV and 

• a chapter with extension codes – Chapter V 



Extension Codes are provided as supplementary codes or additional positions to give more detail 
or meaning to the initial code, if so desired. The Extension Codes are not to be used without an initial 
code. The choice of classes is based on the framework that combines RFEs with diseases / health 
problems, participation, activities, functions, interventions / procedures and environmental factors.

 

 

 

Chapter A1 
Visits for general examination, routine examination, family planning, prevention, and other 
reasons for visit 

In some cases, a patient has a contact which the provider cannot interpret as a complaint or 
diagnosis within the other chapters of ICPC-3. This contact is related to first contact, prevention, 
screening and case finding, certification, family planning or public health promotion. The classes in 
this chapter, like the organ/system chapters, are meant to define an episode of care (EoC). 
Interventions carried out in these episodes of care are to be coded with the Intervention Codes in 
Chapter I – Interventions and Processes, not by using the classes in Chapter A1. 

Figure 3: The ICPC-3 framework 



Chapter Functioning and Functioning related 
Functioning and Functioning related 

This chapter makes it possible to describe the Functioning and Functioning-related aspects of 
individuals' interactions with the health care system in primary and community care settings. The 
Functioning and Functioning-related items are a selected subset from the WHO's International 
Classification of Functioning, Disability, and Health (ICF), tailored for primary health care. These 
items provide an overview of a person's functioning within their specific context at a given time. 
Where referenced, specific sets of items are available as self-administered tools for assessing 
functioning and disability. These have been itemized as classes in Chapter II. If greater detail on 
Functioning and Functioning-related aspects is required than that available within the selection of 
items presented, the WHO ICF should be consulted. 

Component 2F Functioning 

Functioning of a person encompasses various components, including: 

• Execution of tasks or actions by an individual, referred to as Activities (whole-person level). 

• Involvement in life situations, referred to as Participation (person-in-social context level). 

• Physiological functions of body systems (including psychological functions), referred to as 
Body Functions (body and body-system level). 

• Anatomical features of body parts such as organs, limbs, and their components, referred 
to as Body Structures (body-level). Note that Body Structures are not classified in ICPC-
3. 

In ICPC-3, anatomical terms are harmonized with the Foundational Model of Anatomy (FMA), similar 
to ICD-11. From a primary health care perspective, Activities and Participation are central to a 
person-centered approach. Therefore, in ICPC-3, the Activities and Participation Chapter precedes 
the Functions Chapter. 

Component 2R Functioning-related 

Functioning-related factors describe the context in which functioning occurs and how it is executed. 
These factors include: 

• Environmental factors: The external conditions in which a person lives. 

• Personality functions: The unique characteristics that di`erentiate one person from 
another. These require the individual's own perception and expression of how personal traits 
impact their health context. 

Personality functions should only be used with the individual's consent and should reflect their own 
views, not the health provider's opinion. 



Extensions, emergency and room for expansion 
Extension codes are the  extra 2 digits added to the initial 4-digit code in the core classification. They 
can be used to modify a code (Chapter V) or to create a new code that is relevant in certain regional 
contexts (Chapter III). Additionally, an entire new chapter is dedicated to classes with codes for new 
diseases that can be used in emergency situations of epidemiological importance, given the risk 
of (national or international) spread of infections (Chapter IV). These codes are aligned with ICD 
codes. In the current version of the ICPC-3, there are 9 empty classes available. 

Chapter III - Regional Extensions 

The Regional Extension codes provided here are based on the frequency of classes and codes in 
national and regional primary care registrations. Additionally, classes and codes from the Global 
Burden of Disease (GBD) list, necessary for worldwide coverage of health problems, have been 
included in the Regional Extensions. Currently, there are Regional Extensions for Africa, Europe, 
South America, and Asia Pacific.  These classes and codes are always part of the Inclusions in the 
Core version of ICPC-3, where the 6-digit code is already presented. 

Table x: Example of regional extension codes 

Disease Code Regional Extension Core ICPC Code Inclusion 

Lassa fever AD14.05 African AD14 

Scarlet fever AD24.09 European AD24 

Zika virus disease AD14.08 South American AD14 

Hepatitis B carrier AP80.01 
African, South 
American 

AP80 

 

Important: To prevent the same complaints and illnesses from being assigned di`erent codes in 
the regional extensions, the application for a new regional code is centrally coordinated. 

Chapter V - Extension Codes 

Extension Codes are provided as supplementary codes or additional positions to give more detail or 
meaning to the initial code, if so desired. The Extension Codes are not to be used without an initial 
code. In the present version of ICPC-3 there are three categories: Scale Value, Temporality and 
Causality. 

Scale Value – currently 5 categories are used in ICPC-3, as follows: 

Table x: Scale Value categories 



Abbreviation Full Term Description 

CSV 
Consent Scale 
Value 

Used by a patient or client to express the level of agreement 
concerning Personality Functions (2R3). Without these values, 
Personality Functions have no specific meaning. 

FBV 
Facilitator or 
Barrier Value 

Used by a patient or client to express the level as facilitator or 
barrier of environmental classes (housing, sanitation, 
immediate family, etc.). 

FEV 
Forced 
Expiratory 
Volume 

A calculated ratio indicating the volume of air exhaled under 
forced conditions in the first second of expiration (FEV1). Also 
called the person's vital capacity in individuals with Chronic 
Obstructive Lung Disease. 

GOLD 

Global initiative 
for chronic 
Obstructive 
Lung Disease 

Criteria or severity scale developed for chronic obstructive lung 
disease. 

NYHA 
New York Heart 
Association 

A scale that provides a simple way of classifying the extent of 
heart failure. 

PSV 
Problem Scale 
Value 

In ICPC-3, no distinction is made between having a problem 
with a function, activity, or participation (e.g., reading, driving, 
dressing). Scale values are expressed in terms of the value level 
of the problem, providing a snapshot of the person's functioning 
at a certain point in time or over a period. These values can also 
be used for goal setting and progress evaluation. 

 

Temporality (course) – When indicating the duration of a disorder, a distinction is made between 
diseases with an acute, subacute, and chronic course.  

Causality – Is presented in Chapter V for informative purposes only to address the causality of 
classes within a component. Causality can be indicated in terms of:  

o infection  
o neoplasm  
o trauma  
o congenital  
o other diagnosis, etc. 

 

 

 



Annex 1 – Overview of ICPC-3 Codes  
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 



 



 



 



 



 



Annex 2 - Important links 
Browser - https://book.icpc-3.info/  

User Manual - https://icpc-3.info/documents/extra/User-Manual.pdf  

Printable desk version - https://flyer.icpc-3.info/  

Demonstration of performance of episode of care concept: https://famenet.nl/ 

 

 

References 
Lamberts H, Wood M. ICPC : International Classification of Primary Care. Oxford, Oxford University 
Press, 1987. ISBN 0-19-261633-1 

WONCA International Classification Committee. (2019). History of ICPC. https://wicc.news/history/ 
(Accessed: 26 February 2025).   

WORLD ORGANIZATION OF FAMILY DOCTORS THE INTERNATIONAL CLASSIFICATION OF PRIMARY 
CARE Wonca International Classification Committee THE INTERNATIONAL CLASSIFICATION OF 
PRIMARY CARE. (n.d.).  

 

https://book.icpc-3.info/
https://icpc-3.info/documents/extra/User-Manual.pdf
https://flyer.icpc-3.info/
https://famenet.nl/
https://wicc.news/history/

