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Abstract
Because chronic pain has been poorly represented in the International Statistical Classification of Diseases and Related Health
Problems (ICD) despite its significant contribution to the burden of diseaseworldwide, the International Association for theStudy of Pain
(IASP) developed a classification of chronic pain that was included in the ICD-11 version as “MG30” and approved by theWorld Health

Assembly in 2019. The objective of this field test was to determine howwell the classification of chronic pain works in the context of the
ICD-11. Aweb-based survey using theWHO-FiT platform recruited 177 healthcare professionals from allWHO regions. After a training
on coding chronic pain hosted by the IASPWeb site, participants evaluated 18diagnostic codes (lines) of the 2017 frozen version of the
ICD-11 and 12 vignettes (cases) describing chronic pain conditions. Correctness, ambiguity, and perceived difficulty of the codingwere
compared between the ICD-11 and the ICD-10 and the applicability of the morbidity rules for the ICD-11 verified. In the line coding,
43.0%of correct chronic pain diagnoses assignedwith the ICD-10 contrastedwith 63.2%with the ICD-11. Especially in cases in which
the chronic pain is regarded as the symptom of an underlying disease, the ICD-11 (63.5%) commanded more correct diagnoses than
the ICD-10 (26.8%). The case codingwas on average 83.9%accurate, only in 1.6%of cases any difficultywas perceived. Themorbidity
rules were applied correctly in 74.1% of cases. From a coding perspective, the ICD-11 is superior to the ICD-10 in every respect,
offering better accuracy, difficulty, and ambiguity in coding chronic pain conditions.
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1. Background

Chronic pain is very frequent7,9,13 and one of the most common
reasons to seek medical attention.18,19 It is a major contributor to the
global burden of disease,8,24 leading to individual suffering and
substantial direct and indirect societal costs.2,11,14,20,27 Yet, up to
now, in the International Classification of Diseases and Related Health
Problems (ICD), chronic pain diagnoses were not represented
systematically.25,26,33 Reporting of mortality and morbidity, visibility in

health statistics, consideration in public health policies, and research
agendas depend on ICD diagnoses. In addition, many healthcare
systems make the referral for multidisciplinary pain treatment
conditional on suitable ICD codes as indicators of such health needs.
The lack of appropriate codes contributes to the paucity of clearly
defined treatment pathways for patients with chronic pain.

An international and multidisciplinary task force of the International
Association for the Study of Pain (IASP) developed a systematic
classification of chronic pain.32,33 Chronic pain is defined as pain that
lasts or recurs for longer than 3 months. The classification contains 7
main diagnostic categories, distinguishing chronic primary pain21 and
chronic secondary pain syndromes,3,5,22,28,29 and integrates existing
pain diagnoses including headaches.6 The 7main categories contain
subdiagnoses to achieve a detailed classification. For every diagnosis,
precise descriptions, operationalized criteria, and characteristic
features are provided according to the World Health Organization
(WHO) content models for the ICD-11. These pain diagnoses have
been implemented in the 11th version of the ICD that was released by
theWHO inJune201838andapprovedby theWorldHealthAssembly
in May 2019.40 The ICD-11 will come into effect on January 1, 2022,
for international health reporting.40

The WHO’s main revision objective was improving the ICD’s
clinical utility.15,23,34,35 Clinical utility reflects the degree towhich a
classification system offers a conceptualization of the diagnostic
entities, fosters the selection of adequate treatments, is easy and
feasible to use and applicable in clinical practice, predicts
prognosis and treatment outcomes, and facilitates communica-
tion and documentation.1,12,16,17
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The ICD relies on codes to standardize the collection and
communication of health data. The correct code assignment
once a diagnosis has been named is of paramount importance
because the assigned code forms the basis of all further
information processing in the health systems. So-calledmorbidity
rules (Box 1) govern which condition should be coded as themain
condition for which health care was sought in any particular
encounter if more than one health complaint is present.39 New
diagnoses included in the ICD-11 must demonstrate that they
integrate with this system and allow reliable code assignments
and applications of the morbidity rules.

In this study, we aim to provide an empirical basis for including
the new diagnostic categories of chronic primary and secondary
pain in the ICD-11. We compare correctness and ambiguity of
the new ICD-11 codes with those of the ICD-10; evaluate
perceived ease of use, clinical utility, and appropriateness of
coding details; and examine the compatibility with the ICD-11
morbidity rules.

2. Methods

2.1. Recruitment and participant sample characteristics

From June to August 2017, the IASP conducted one of several
specialty-specific field trials parallel to the WHO field testing of
the ICD-11 Mortality and Morbidity Statistics (MMS) 2017.37

Data of participants from Germany were simultaneously
forwarded to a set of field trials commissioned by the German
Ministry of Health.31 Healthcare professionals working with
patients affected by chronic pain were invited through the IASP,
as well as other medical and psychological societies; we did not
recruit professional coders. Participants preregistered their
email address, received a brief online training, and were invited
to the WHO’s ICD-FiT10 online portal as the platform became
available. Because it was a formative field test, the testing had
to be completed within the brief time window allowed by the
revision process: The testing commenced with the availability
of the WHO’s ICD-FiT Web site and had to be closed by the
latest date that the data could still inform the ICD-11 revision
process. Therefore, we did not calculate an ideal sample size
but strove to collect as many data sets as possible in the
timeframe available.

A total of n 5 177 participants (mean age 43.8 6 11.1 years,
57.6% men, 42.4% women) from 35 countries accepted the
invitation and rated a grand total of 2576 lines and 1342 cases; for
comparison, the WHO field trial recruited 1673 participants from
31 countries and evaluated 112,383 code assignments.37

Participants in this study stemmed from all WHO regions, with

the largest subsamples from Germany (20.9%), United Kingdom
(13.0%), China, and Australia (9.0% each). Their professions
included medicine (63.8%), physiotherapy (19.8%), clinical
psychology (9.6%), dentistry (2.8%), and other (4%).

2.2. Material

The field testing consisted of 2 parts (line coding and case
coding) and an additional section in which the participants
provided a general evaluation of the new ICD-11 classification
compared with the current ICD-10 classification. To familiarize
the participants with the novel pain classification, they could
watch training slides on the IASP Web site and received a
document with training material explaining the new diagnoses
and the use of the different WHO platforms (ICD-11 Browser,
ICD-FiT, and the ICD-11 Coding Tool). The training lasted
approximately 15 minutes, and in the end, the participants
were asked to complete a 10-item self-test in a multiple choice
format. If a wrong answer was chosen, the participant received
the information that the answer was incorrect and the correct
answer was displayed. The material was also available for
download in ISO-certified translations into Chinese, English,
German, Japanese, Portuguese, and Spanish. The testing
itself was conducted in English with the ICD-FiT online tool
(version 2.7.1).10

For all testing, the ICD-10 version of 201636 and the ICD-11
Mortality and Morbidity Linearization was used in the frozen
version of April 2, 2017 (version for quality control), to ensure a
constant reference. The frozen version comprised 33 genuine
chronic pain diagnoses (excluding the automatically generated
categories of “other” and “unspecified”). The current 2020 frozen
version (“for preparation of implementation” https://icd.who.int/
browse11/l-m/en) has evolved since then, now including further
chronic pain entities and a coding tool with improved search
functions.

The lines and cases were prepared with the help of feedback from
theexperts of the IASP taskforce for the respectivepaindiagnosesand
in cooperation with the WHO requirements. For the line coding, 18
lines reflecting the names of individual pain diagnoses as they are used
in clinical practice were prepared (see Supplementary Material S1 for
the list of lines, available at http://links.lww.com/PAIN/B357). For the
case coding, 12 case vignetteswere formulated. In each vignette, 2 or
more diagnoses were present to represent different combinations of
diagnoses and morbidity rules, when determining the reasons for
encounterwith the health system (seebelow). The number of lines and
cases was determined on theoretical grounds: The number of lines to
reflect the main categories and subcategories of chronic pain

Text box 1. Morbidity coding rules

Morbidity rule 1 (MB1): Several conditions recorded as the “main condition.”

Select the “main condition” for which the patient received care. Extension codes may be used to indicate different types of main condition (eg, reason for admission or

main resource condition). In cases where the main condition cannot be determined based on documentation, select the condition that is mentioned first.

Morbidity rule 2 (MB2): Condition recorded as “main condition” is presenting symptom of diagnosed, treated condition.

If a symptom or sign (ICD-11 chapter 21) or a problem (ICD-11 chapter 24) is recorded as the “main condition,” and this is obviously a sign, symptom, or problem of a

diagnosed condition coded elsewhere, and care was given to the latter, reselect the diagnosed condition as the “main condition.”

Morbidity rule 3 (MB3): Signs and symptoms.

When a symptom or sign is documented as the “main condition,” and it is documented that it could be caused by either one condition or another, select the symptom

or sign as “main condition.”
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implemented in the frozen version of the browser at the time. The
cases also used themain categories of chronic pain andwere created
to allow for combinations of categories and morbidity rules.

2.2.1. Line coding

For the line coding, 18 diagnostic terms (“lines”) were selected to
reflect the range of chronic pain conditions relevant for morbidity
coding,33 and reference codes were prepared for the ICD-11 as
well as for the ICD-10. For the ICD-11, reference standards were
the 2017 MMS codes. For the ICD-10, only in 50% of the cases a
reference standard existed; in the other cases, the “correct”
diagnosis was an auxiliary way of expressing the syndrome in
ICD-10. The auxiliary code consisted of a combination of
etiological codes plus some code for chronic pain (R52.1 or
R52.2) (cf S1, Supplementary information, available at http://
links.lww.com/PAIN/B357). The auxiliary codes were allowed to
give the ICD-10 the best chance despite the large number of
missing diagnoses for chronic pain.25

For each line presented, the participant had to determine the
appropriate codes in the ICD-10 (using a link to the ICD-10 browser,
2016version) and the ICD-11 (usinga link to2017 frozen versionof the
ICD-11MMS and a special coding tool). The starting point (ICD-10 or
ICD-11) was randomized. After coding the lines, the participants were
asked whether they had encountered any difficulty in assigning the
code (yes or no); whether the level of specificity was appropriate (not
detailed enough or just right or too detailed); and whether they had
experienced any ambiguity in making the assignment (no or yes,
because…).

2.2.2. Case coding

The case coding examined the ICD-11 alone. The main objective
was testing the morbidity rule application concerning the chronic

pain diagnoses. For this purpose, 12 short case vignettes (mean
length 5 78 words, range: 50-113 words) were prepared. Each
vignette featured 2 or more health conditions, at least one of
which was a chronic pain condition. The vignette stated a main
condition and an “other condition,” without listing the ICD-11
codes. (Table 1, vignette texts, cf supplementary information S2,
available at http://links.lww.com/PAIN/B357).

In 10 of the vignettes, the main condition was specified
correctly according to themorbidity rules; in 2 of the vignettes, the
rules had been misapplied intentionally to test the participants’
application of the rules in connection with chronic pain. In a first
step, the participants had to provide the appropriate ICD-11
codes for each condition. In a second step, they had to judge
whether the main condition was identified correctly (yes or no).
For each diagnosis, we recorded whether they met with any
difficulty in finding the code. At the end of each vignette, the
participants rated the clinical utility of the new chronic pain code
(0 5 not at all to 5 5 very useful) according to 3 questions: How
useful is this classification (1) to describe this case in communi-
cations to colleagues (communication), (2) in facilitating the
management of patients (management), and (3) for the collection
of data, eg, for clinical or population databases (documentation)?

2.2.3. General evaluation

After the participant had completed rating the lines or cases, an
additional questionnaire became available in which the partici-
pant rated the overall coverage of the conditions in the ICD-11 (5
5 very good or 1 5 very poor), the level of detail (not detailed
enough or just right or too detailed), and the ease of use (55 very
easy or 15 very difficult). In addition, textboxes were provided for
the participants to mention whether they perceived gaps and
redundancies.

Table 1

Chronic pain and other conditions featured in the vignettes in the case coding.

Chronic pain diagnoses ICD-11 code* Other condition

†Fibromyalgia MJ60.12 Obstructive sleep apnoea syndrome

Chronic migraine 8A40.3 Recurrent major depression

‡Chronic primary visceral pain and ‡chronic

widespread primary pain

MJ60.11

MJ60.12

—

Chronic cancer pain MJ60.21 Small cell carcinoma of bronchus or lung, malignant

neoplasm metastasis in bone or bone marrow,

vertebral column

Chronic painful chemotherapy-induced

polyneuropathy

MJ60.23 Malignant neoplasms of colon or unspecified

Chronic postsurgical pain MJ60.32 Emphysema or unspecified

Chronic central neuropathic pain MJ60.61 Relapsing-remitting multiple sclerosis

Chronic dental pain MJ60.72 Pulpitis or dental caries

Chronic visceral pain from persistent

inflammation

MJ60.53 Endometriosis

§Chronic musculoskeletal pain from persistent

inflammation due to autoimmune disorders

MJ60.413 Rheumatoid arthritis or unspecified

‡Chronic primary musculoskeletal pain and

‡chronic migraine

MJ60.13

8A40.3

—

Chronic peripheral neuropathic pain MJ60.62 Type 2 diabetes mellitus or diabetic polyneuropathy

* The codes displayed here are the codes as implemented in the ICD-11 in 2017, they were updated since.

† In vignette 1, MB1 was violated by preselecting “obstructive sleep apnoea” as the main condition when the vignette clearly suggested that the reason for the encounter was chronic widespread pain.

‡ in these vignettes, 2 chronic pain conditions were present, rather than one chronic pain condition and one other.

§ In vignette 10, MB2 was violated by selecting unspecified rheumatoid arthritis as main condition and chronic musculoskeletal pain from persistent inflammation due to autoimmune disorders as other condition, whereas

according to MB2, chronic musculoskeletal pain from persistent inflammation due to autoimmune disorders should be the main condition because care was given for this.
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2.3. Data analysis

2.3.1. Line coding

For the ICD-10 and the ICD-11, the percentageof correct codes for
each diagnosis and the percentage of difficulties with assigning the
code were computed. The variable for the reported ambiguity of
assigning the diagnosis was transformed into a binary variable (yes
orno) and the frequencies determined. The frequencies of correctly
assigned diagnoses, cases without difficulties, and cases without
ambiguity were compared between ICD-10 and ICD-11 with the
McNemar test. The respective frequencies for specificity (too little
detail, toomuch detail, or just right) were calculated and compared
between ICD-10 and ICD-11 with the McNemar–Bowker test. We
also compared the groups of chronic primary and chronic
secondary pain regarding correctly assigned diagnoses, difficul-
ties, ambiguity, and specificity.

2.3.2. Case coding

The percentage of correct codes per pain diagnosis was
calculated, and the mean judgements of the 3 facets of clinical
utility for each pain diagnosis were computed. The correct
selection of the main condition according to the morbidity rules
was analysed between the rules by the x2 test.

2.3.3. Evaluation

Frequencies for coverage, ease of use, and level of detail were
calculated. The textboxes were scrutinized for relevant com-
ments and coded whether the participant reported gaps (no
comment or no gap or gap) or redundancies (no comment or no
redundancy or redundancy) and frequencies reported.

3. Results

3.1. Line coding

In total, the participants rated 2576 lines. They assigned more
codes correctly using the ICD-11 (63.3%) than the ICD-10

(42.1%) (x2 [1, N 5 2576] 5 229.23, P , 0.001), encountered
fewer difficulties assigning ICD-11 diagnoses (no difficulty 86.6%)
than ICD-10 diagnoses (47.2%) (x2 [1, N5 2576]5 863.81, P,
0.001), and perceived fewer cases of ambiguity for the ICD-11 (no
ambiguity: 75.5%) than for the ICD-10 (29.1%) (x2 [1, N 5 2512]
5 1003.84, P , 0.001).

Six of the lines referred to what is called “chronic primary pain”
in the ICD-11 and 12 referred to chronic secondary pain. The
diagnostic accuracy did not differ significantly in the ICD-11
between chronic primary (62.2%) and secondary pain syndromes
(63,8%) (x2 [1, N5 2576]5 0.64, P. 0.4) (Fig. 1). In the ICD-10,
however, coding of chronic secondary pain was poor (27.2%)
while existing chronic primary pain conditions were recognized
correctly (70.8%) (x2 [1, N 5 2576] 5 722.51, P , 0.001).
Regarding the perceived difficulty of the code assignment,
primary and secondary pain did not differ in the ICD-11 (x2 [1,
N 5 2576] 5 0.004, P . 0.9), but did so in ICD-10 (x2 [1, N 5
2576] 5 58.87, P , 0.001), with secondary pain being more
difficult (refer to Fig. 1 for percentages). A parallel picture is
revealed for ambiguity of code assignment. In the ICD-11, no
difference between primary and secondary pain was observed
(x2 [1, N 5 2576] 5 0.09, P . 0.7), but in the ICD-10, more
ambiguity was reported for code assignments for secondary pain
(x2 [1, N 5 2576] 5 49.14, P , 0.001).

The differences in performance of the ICD-10 and the ICD-11
were also significant for most individual lines (refer to Fig. 2 for
correctness; supplementary material S3-4 for difficulty and
ambiguity, available at http://links.lww.com/PAIN/B357).

Regarding the level of detail provided in the classification, the
participants’ ratings favoured the ICD-11 over the ICD-10 for every
diagnostic code assessed. A majority (74.1%) judged the level of
detail in the ICD-11 codes as “just right” vs 24.8% for the ICD-10. (x2

[3, N 5 2515] 5 1073.01, P , 0.001). Most participants regarded
the level of detail in ICD-10 (68.7%) as “too low” (Fig. 3). Some lines
in ICD-11 were perceived as allowing too little coding details (for a
line-by-line analysis cf S5); . 30% regarded the codes for chronic
nonspecific back pain, postherniotomy and postmastectomy pain,
and painful diabetic neuropathy and central poststroke pain as too
broad.

Figure 1. Performance of the ICD-10 and the ICD-11 in the line coding of chronic pain conditions. Correctness (A), difficulty (B), and ambiguity (C) of coding
diagnostic terms of chronic primary pain conditions using the ICD-10 (filled bars) and the ICD-11 (open bars). Frequencies are shown in percent of all lines.
Statistical testing with the McNemar test. ***p , 0.001.
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3.2. Case coding

One of the prepared cases referred to a diagnosis (Chronic
peripheral neuropathic pain) that had not yet been implemented in
the ICD-11 at the time of the field trial, and therefore was excluded
from evaluation, leaving 13 pain diagnoses for 11 cases to be rated
per participant. Taken together, the participants rated 1342 cases,
eachcasewas ratedbybetween67% (119/177) and75% (132/177)
of participants. Participants assigned the correct code for the pain
diagnosis in 83.9% of cases, and in 98.4% of cases, participants
reported having no difficulty in assigning the diagnosis (Table 2). The
aggregated clinical utility (themean for the individual facets) was high
across all cases (4.3 6 0.90) on a scale ranging from 0 (not at all
useful) to 5 (very useful) and all single cases (Table 2).

Overall, the morbidity rules for the selection of the main
condition for encounter with the health system were applied
correctly in 74.1% of all cases, irrespective of whether the rule
was violated in the case vignette (ie, the wrong condition cited as
the reason for the encounter) or not (x2 [1,N5 1461]5 3.67, P.
0.05). Rule 1 (74.4% correct) and 2 (71.3% correct) did not differ
from each other (x2 [1, N 5 1187] 5 1.50, P . 0.2), but differed
from rule 3 (96.0% correct) (rule 1 vs 3: x2 [1, N5 832]5 48.51, P
, 0.001; rule 2 vs 3: x2 [1, N5 807]5 58.50, P, 0.001) (Fig. 4).

3.3. General evaluation

In the general evaluation, 88.2% of the participants rated the ICD-
11 classification of chronic pain as easy or very easy to use (Fig.
5A). Regarding the classification itself, 97.3% of the participants
rated the coverage as good or very good (Fig. 5B). They
perceived no redundancies (82.9%) (Fig. 5C) and rated it as
having just the right level of detail (85.5%) (Fig. 5D).

In cases where participants indicated gaps, they referred
mainly to chronic postsurgical or posttraumatic pain and chronic
neuropathic pain.

4. Discussion

With this study, we supply comprehensive data of an evaluative
field test demonstrating that the new chronic pain diagnoses
conform to the WHO requirements for ICD-11 coding.

In the line coding, the new ICD-11 classification was tested
against the established system of the ICD-10 and outperformed it
in almost every way:With the ICD-11, coding wasmore accurate,
easier, and less ambiguous to use than the ICD-10. In particular,
chronic secondary pain was difficult to code in the ICD-10 (72.8%
false). The lack of unique codes for these conditions in the ICD-10

Figure 2. Correct code assignments per line for the ICD-10 and the ICD-11. Correct code assignments in the ICD-10 (filled bars) and the ICD-11 (open bars).
Frequencies are shown as percent of the respective condition. assoc, associated; Chr, chronic; CIPN, chronic painful chemotherapy-induced polyneuropathy;
CRPS, complex regional pain syndrome; IBS, irritable bowel syndrome; msp, musculoskeletal; OA, osteoarthritis; RA, rheumatoid arthritis; TMD,
temporomandibular disorder. Statistical testing with the McNemar test. *P , 0.05; ***P , 0.001.

Figure 3. Level of specificity of the codes in the ICD-10 and the ICD-11 across
all lines.
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required the co-selection of unspecific codes (R52) to indicate the
presence of chronic pain. Most participants failed to use this code
combination and offered a broad variety of codes and combina-
tions instead, demonstrating that reliable coding of chronic pain
conditions with the ICD-10 is difficult. This difficulty is reflected by
the fact that these codes are rarely used in healthcare statistics.
Here, the ICD-11 fared significantly better.

For 6 of the 9 lines with existing reference codes in the ICD-10,
no performance difference was found between the ICD-10 and
the ICD-11. Of the remaining 3 lines, fibromyalgia was coded
more accurately in the ICD-11, whereas chronic nonspecific back
pain and tension-type headache were coded more accurately in
the ICD-10. Especially in the case of chronic nonspecific back
pain, this can be attributed to the use of the ICD-11 frozen
version, which did not penetrate to chronic primary low back pain,
but required that the participants select chronic primary
musculoskeletal pain. Although the concept of chronic primary
pain is new,21,33 the codes were correctly identified in both, the
ICD-10 and the ICD-11. However, perceived difficulty and
ambiguity were less in the ICD-11 for both chronic primary and
secondary pain conditions. This is particularly remarkable
because the participants were more experienced coding with
the ICD-10 than the ICD-11 where they received a brief online
training only. With 63.3%, the absolute percentage of correctly
assigned ICD-11 codes is not ideal. It represents a lower limit
achieved by participants who received the briefest of trainings,
had not used the new classification of chronic pain in their clinical
practice, and conducted the coding in English—often not their
native language. It is reasonable to expect significant improve-
ments with thorough training, familiarity, and the use of the
coders’ native language once the ICD-11 is implemented and
becomes the standard coding system.

To sum up, by demonstrating a reliable translation of di-
agnoses into codes, the chronic pain section in the ICD-11
conforms to the requirements of the WHO and promises
substantial improvements over the ICD-10.

The case coding tested the selection of appropriate ICD-11
codes in the context of vignettes that provided meaningful clinical
information. The code assignments were very accurate (83.9%
correct), and only 1.6% reported difficulty assigning the di-
agnosis. This excellent performance was obtained from clini-
cians, not professional coders. The case coding demonstrated
that chronic primary and secondary pain allows a correct rule-
based selection of the main condition that was the reason for the
healthcare episode. This is very encouraging as the morbidity
rules were only introduced with the ICD-11 so that they were
unfamiliar to the participants, who had only received a brief
explanation in the training. Further improvements can be
expected when the chronic pain classification is available to a
more fine-grained level than it was in the frozen version.

The participating pain specialists perceived the clinical utility of
the new classification as high and agreed with the utility
judgements obtained in the formative field testing.4

Table 2

Case coding.

Correct pain diagnosis (%) No difficulty assigning pain diagnosis (%) Aggregated
clinical utility

Valid n

Mean SD

All (without*) 83.9 98.4 4.3 0.90 1342

Fibromyalgia 87.1 97.7 4.2 0.93 132

Chronic migraine 51.2 97.6 4.4 0.79 127

Chronic primary visceral pain 81.6 95.2 4.2 1.09 125

Chronic cancer pain 86.0 98.3 4.3 0.97 121

CIPN 92.6 99.2 4.3 0.97 121

Chronic postsurgical pain 89.2 97.5 4.3 0.88 120

Chronic central neuropathic pain 95.0 100.0 4.4 0.77 120

Chronic dental pain 87.4 99.2 4.4 0.81 119

Chronic visceral pain from persistent

inflammation

89.1 100.0 4.2 0.93 119

Rheumatoid arthritis 75.6 100.0 4.4 0.75 119

Chronic primary musculoskeletal pain 89.9 98.3 4.3 0.92 119

*Chronic peripheral neuropathic pain — — — —

The numbers of participants (in percent) who chose the correct ICD-11 pain diagnosis and numbers of participants (in percent) who did not report any difficulty in assigning the pain diagnosis and mean ratings of clinical utility

for each diagnosis.

* For chronic peripheral neuropathic pain, the correct code was not our code and no crosslinks had been implemented in the frozen version of the browser at time of the study.

CIPN, chemotherapy-induced painful polyneuropathy.

Figure 4. Performance of the morbidity rules with the chronic pain conditions.
Frequencies of correct (filled bars) and incorrect (open bars) applications of the
rules. Frequencies are shown in percent of the application of each rule.
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The participants also indicated that the ICD-11 classification of
chronic pain offers a good coverage of chronic pain syndromes,
again corroborating the results from the informal field testing.4

The majority believed the level of detail to be appropriate and
reported few gaps and very few redundancies. The main areas in
which a need for more detailed diagnoses was perceived were
chronic neuropathic pain and chronic postsurgical or post-
traumatic pain. Here, the frozen version meant that the coding
reached only down to the levels of chronic postsurgical or
posttraumatic pain, or chronic central or chronic peripheral
neuropathic pain. This does not reflect the classification28,29 but
the granularity of the frozen version. At present, this is still the level
to which the codes of the classification are visible in the ICD-11,
although the level below, allowing for the relevant detail, has been
included as index terms (“inclusion terms”) and has been
assigned uniform resource identifiers.

To sum up, the field test demonstrated that the classification
of chronic pain in the ICD-11 improves clinical utility and thus
fulfills a central aim of the ICD revision process15,35: The ICD-
11 was easier to use and less ambiguous than the ICD-10 and
reflected all relevant categories of chronic pain without
redundancy. The descriptions in the foundation were pub-
lished in a series of articles (for review see Ref. 32) meeting the
WHO’s aim of scientific evidence for the diagnoses entered.
This predicts that not only in the field of pain medicine but also
for chronic pain cases in primary care the ICD-11 will be easy to
implement in clinical practice.30 Codes were easier to find in
the ICD-11 browser than the ICD-10 browser. The excellent

mapping of chronic pain syndromes onto clinically meaningful
codes will improve the healthcare statistics and epidemiolog-
ical studies and contribute to an improved visibility of chronic
pain. This, in turn is expected to lead to research programs and
advances in access to treatment benefittingmillions of patients
with chronic pain.

4.1. Limitations

The new chronic pain classification allows for more detailed
coding than had been implemented in the frozen version at the
time. Further limitations were the complex registration process for
the WHO-FiT and the short timeline for the completion of the field
testing, limiting the number of participants; nonetheless, all WHO
regions and relevant healthcare professions were represented in
the field test. The language of this field test was English, rendering
it harder for participants who were not native speakers. However,
this does not invalidate the results, as one would expect factors
such as ease of use of the coding system and achieved accuracy
to increase when using one’s native language.

5. Conclusions

In conclusion, the ICD-11 is superior to the ICD-10 and equally
suitable for coding chronic primary and chronic secondary pain.
According to results of this field test, the ICD-11 will be more
precise and less ambiguous in representing chronic pain
conditions in healthcare statistics in the future.

Figure 5.Global evaluation of the section on chronic pain in the ICD-11. Participants’ ratings of ease of use (A), coverage (B), redundancies (C), and level of detail of
the diagnoses (D) in the ICD-11.
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