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Abstract The World Health Organization Short 
Disability Assessment Schedule (WHO DAS-S) is an 
instrument for clinicians' assessment and rating of diffi- 
culties in maintaining personal care, in performing oc- 
cupational tasks and in functioning in relation to the 
family and the broader social context due to mental 
disorders. The W H O  DAS-S was developed and under- 
went preliminarily testing in the context of two interna- 
tional field trials of the multiaxial presentation of 
ICD-10 for use in adult psychiatry. The instrument was 
found to be useful, user-friendly and reasonably reliable 
for use by clinicians belonging to different schools of 
psychiatry and psychiatric traditions. Further work on 
the WHO DAS-S should include development of na- 
tional adaptations of the instrument, studies of concur- 
rent validity of the instrument and modification of the 
instrument to accommodate changes in the next edition 
of the International Classification of Impairments, Dis- 
abilities and Handicaps (ICIDH). 
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After several years of development and testing, the 
World Health Organization (WHO) has recently com- 
pleted work on a multiaxial presentation of the tenth 
revision of the International statistical classification of 
diseases and related health problems (ICD-10) [1]. The 
multiaxial presentation of ICD-10 is intended for use 
in adult psychiatry and aims to provide clinicians with 
a tool for the systematic assessment and comprehensive 
diagnostic formulation of different aspects of the psy- 
chiatric patient's clinical condition [2]. ICD-10 as 
presented in the multiaxial format uses three axes: Axis 
I - clinical diagnoses (of both mental and physical 
disorders); Axis II - disabilities; Axis I I I -  contextual 
factors that influence occurrence, presentation, course 
or outcome of disorders recorded on Axis I or that are 
of relevance for their management [-3-6]. 

In order to enable clinicians to assess and rate conse- 
quences of mental disorders recorded on Axis I, the 
W HO Short Disability Assessment Schedule (WHO 
DAS-S) was produced and tested. This paper describes 
the development and characteristics of the new instru- 
ment and its preliminary field test results obtained in 
the framework of the international field trials of the 
Multiaxial Presentation of ICD-10 for Use in Adult 
Psychiatry (hereafter ICD-10 multiaxial system) [7]. 

The draft version of the W H O  DAS-S (originally 
named W HO Disability Diagnostic Schedule or W H O  
DDS) was produced by an international expert advis- 
ory group in the context of the development of proto- 
cols and instruments for the field trials of the ICD-10 
multiaxial system. Axis II (disabilities) of the ICD-10 
multiaxial system was conceptualized in accordance 
with the principles embedded in the International clas- 
sification of impairments, disabilities and handicaps 
(ICIDH) [8]. According to ICIDH, in the context of 
health experience, an impairment represents any loss or 
abnormality of psychological, physiological or ana- 
tomical structure or function, a disability is any restric- 
tion or lack (resulting from an impairment) of ability to 
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perform an activity in the manner or within the range 
considered normal for an individual in his or her 
sociocultural setting and a handicap is a disadvantage 
for a given individual resulting from an impairment or 
a disability that limits or prevents the fulfillment of 
a role that is normal (depending on age, sex, social and 
cultural factors) for that individual. 

Together with other ICD-10 multiaxial field trial 
documents, the draft version of the instrument was 
circulated for comments to a large number of experts 
from different parts of the world, including partici- 
pants in the development of different versions of ICD- 
10, heads of W H O  training and reference centres, and 
the W H O  Expert Panel members. Valuable sugges- 
tions were also obtained through the World Psychi- 
atric Association and from consultations with a num- 
ber of national psychiatric societies. These suggestions 
emphasized the need for a simple system accompanied 
by tools that would be easy to test, adapt and use 
in different cultures and settings. Following such sug- 
gestions, a short and simple-to-use disability rating 
instrument was derived from the W H O  Psychiatric 
Disability Assessment Schedule (WHO DAS) [9] 
- a semi-structured interview schedule designed for 
the comprehensive evaluation of the social function- 
ing of patients with mental and, in particular, psycho- 
tic disorders. The W H O  DAS was tested and used in 
the W H O  Collaborative Study on the Assessment and 
Reduction of Psychiatric Disability and found to be 
a reliable and valid tool for the assessment and cross- 
cultural comparison of psychiatric disability [10]. 

The short version of the W H O  DAS, i.e., the W HO 
DAS-S, is intended for recording the clinician's assess- 
ment of disabilities in patients with mental disorders 
regarding: (1) maintenance of personal care, which re- 
fers to personal hygiene, dressing, feeding, etc.; (2) per- 
formance of tasks usual in one's occupation, which 
refers to expected functioning in paid activities, study- 
ing, homemaking, etc.; (3) functioning in relation to 
family and household members, which refers to ex- 
pected interaction with spouse, parents, children, etc4 
(4) functioning in a broader social context, which refers 
to expected performance in relation to community 
members, participation in leisure and other social ac- 
tivities, etc. In the application of the WHO DAS-S, the 
clinician is expected to make ratings on a 6-point scale 
for each of these specific areas of functioning of the 
patient. The anchor points of the scale are as follows: 
0 -= no disability at any time; 1 = deviation from the 
norms in the performance of one or more of the tasks or 
roles expected to be carried out by the patient in his or 
her cultural setting; 2 = deviation from the norms is 
conspicuous and dysfunctions interfere with social ad- 
justment (i.e. slightly disabled most of the time or 
moderately disabled some of the time); 3 = deviation 
from the norms in most of the expected tasks and roles; 
4-= deviation from the norms in all of the expected 
tasks and roles; 5 = deviation from the norms has 

reached a crisis point (i.e. the patient is severely dis- 
abled all of the time). 

According to the W H O  DAS-S rating instructions, 
in assessing the disability the clinician should take into 
account the severity or intensity of the dysfunction (i.e. 
the number of expected tasks and roles that have been 
affected), as well as its duration (i.e. the proportion of 
time in the past during which the dysfunction was 
manifest). In other words, if a disability was severe but 
of a brief duration, it can be rated at the same level as 
a less severe manifestation occupying a greater propor- 
tion of time. 

In the assessment of disability in the specific areas of 
functioning of the patient, the clinician should decide 
upon the period of time covered by the rating. The time 
period options offered by the instrument are: current 
(i.e. at the moment of the assessment), last month, last 
year and other (specify). The patient's difficulties in 
performing in specific areas of functioning in the chosen 
time period should be evaluated against the presumed 
"average" or "normal" functioning of a person of the 
same sex and of comparable age and sociocultural 
background. If the patient was supported by someone 
(e.g. family, health worker, etc.) and therefore per- 
formed some of his or her tasks, the actual disability 
should be rated and the box "functioning with assist- 
ance" ticked in each of the specific areas of functioning 
covered by the W HO DAS-S. 

Clinical experience and previous research have 
shown that some patients may have significant difficul- 
ties in the performance of tasks and social roles but 
remain in the community and continue to be relatively 
independent because they have specific assets and abil- 
ities. At the end of the assessment, the W HO DAS-S 
provides the clinician with an opportunity to rate and 
describe such specific abilities of the patient. 

The format of the W HO DAS-S is semi-structured, 
and the ratings should be based on the clinician's 
judgement of the information obtained from the pa- 
tient, key informants such as family members, case 
notes or other written records, and observation of the 
patient. The decision to opt for a semi-structured rather 
than a fully structured instrument was prompted by 
experience obtained in previous cross-cultural com- 
parative research, which showed the difficulties of de- 
scribing levels of abnormalities in different cultures 
using standardized anchor points. Semi-structured in- 
struments use experienced raters as the measure- 
ment tool, adjusted and familiar with cultural norms 
and expectations. The W HO DAS-S can be adminis- 
tered by a psychiatrist, clinical psychologist or other 
health professional (e.g. general practitioner or social 
worker) who has had previous experience in rating 
behaviour, is familiar with the use of the instrument 
and is fully aware of the cultural setting in which the 
patient lives. The W HO DAS-S is accompanied by a set 
of instructions for its use, including brief definitions of 
the contents of specific areas of functioning, a list of 
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SPECIFIC AREAS OF FUNCTIONING 

A. Personal care 

Refers to personal hygiene, dressing, feeding, etc. 

I 1 I [ [ 

(no disability) 0 1 2 3 4 

[ ]  functioning with assistance 

5 (gross disability) 

B. Occupation 
Refers to functioning in paid activities, studying, homemaking, etc. 

I I [ I I [ 

(no disability) 0 1 2 3 4 5 (gross disability) 

[ ]  functioning wifll assistance 

C. Family and household 

Refers to interaction with spouse, parents, children and other relatives, 

participation in household activities, etc. 

I I I I [ I 

(no disability) 0 1 2 3 4 5 (gross disability) 

[ ]  functioning with assistance 

D. Broader social context 

Refers to performance in relation to community members, participation in 

leisure and other social activities, etc. 

I I I I I I 

(no disability) 0 I 2 3 4 5 (gross disability) 

[]  functioning with assistance 

Fig. 1 WHO Short Disability Assessment Schedule - part of the 
rating section 

particularly important aspects of specific disabilities 
that have to be taken into account in the assessment 
and rating and a few guiding questions for the explora- 
tion of the disabilities in each of the specific areas of 
functioning. A sample page of the WHO DAS-S, pre- 
senting a part of the rating section, is given in Fig. 1. 

Methods 

amendments made to the ICD-10 multiaxial system and its instru- 
ments after the analysis of results of the first field test. 

The ICD-10 multiaxial field trial package comprised the protocol, 
instruments, rating forms and the ICD-10, as well as 12 case 
vignettes containing descriptions of psychiatric patients seen in 
different countries. The field trial version of the WHO DAS-S was 
different from the current form of the instrument. In addition to the 
four specific areas of functioning, it contained a category "global 
disability" (defined as "the clinician's best estimate of the patient's 
total disability") and its scale was continuous with the following 
anchor points: 0 19 (no disability to minimal disability); 20 39 
(minimal to obvious disability); 40 59 (obvious to severe disability); 
60 79 (severe to very severe disability); 80-99 (very severe to gross 
disability). 

The field trial documents and instruments were sent to 14 ICD-10 
coordinating centres located in Campinas, Brazil; Belling, China; 
Risskov, Denmark; Cairo, Egypt; Lfibeck, Germany; Bangalore, 
India; Naples, Italy; Nagasaki, Japan; Luxembourg, Luxembourg; 
Wellington, New Zealand; Moscow, Russian Federation; Madrid, 
Spain; Oxford, United Kingdom; Rockville, United States. The 
centres were asked to translate and distribute the field trial materials 
to the professionals and institutions in their respective regions who 
expressed interest in participating in the field trials. The field work at 
each participating centre included: (1) familiarization with the ICD- 
10 multiaxiaI system, field trial protocol and instruments and their 
pre-test application; (2) rating of 12 psychiatric case vignettes by two 
clinicians; (3) assessment (by two clinicians making their ratings 
independently) of ten general psychiatric patients selected in an 
unbiased way (e.g. first patient of the day) so as to yield a reasonably 
representative sample of the general psychiatric population cared for 
at each centre; (4) formulation of final comments and specific recom- 
mendations for improving the ICD-10 multiaxial system and its 
instruments. 

The analyses of the field trial data included: (1) content analysis of 
the participants' comments on the applicability of the ICD-10 multi- 
axial system and accompanying instruments such as the WHO 
DAS-S; (2) computation of the inter-rater reliability coefficients 
determined by intraclass correlation and extended kappa. The in- 
traclass correlation coefficients were calculated using the SPSS for 
Windows 5.0 programme [11] and the following formula: 
r = ( M S . . . . . . . .  - M S residual)/( M S . . . . . . . .  + (d fpeople X M S residual)- 
This formula (which gives an index of reliability for a typical judge) 
was used bearing in mind that, prior to the field trials, the participat- 
ing clinicians in the centres went through the instrument familiar- 
ization procedure based on the uniform protocol and, for training 
purposes, used the instrument in the pre-test application on five 
psychiatric patients. The extended kappa coefficients were cal- 
culated using a Fortran programme and proportional overlap pro- 
cedure [12]. As with the original kappa [13], the extended kappa is 
a chance corrected measure of nominal scale agreement among 
raters, and it has been designed for a general case in which a variable 
number of raters formulate a variable number of statements or 
ratings for each patient [14]. It is important to note that the 
extended kappa and the intraclass correlation coefficients are com- 
mensurable with each other 1-15]. 

The cross-cultural applicability of the WHO DAS-S was explored in 
two international field trials of the ICD-10 multiaxial system coor- 
dinated by WHO between 1993 and 1995. The field trials involved 
274 clinicians from 21 countries spanning all the regions of the world 
(Africa, Asia, Europe, North and South America and Oceania). 

The main objectives of the first, large-scale field trial were to assess 
the perceived usefulness and ease of use of the ICD-I0 multiaxial 
system and accompanying instruments and to obtain some estimates 
of their reliability. The decision to conduct a second, small-scale field 
trial of the ICD-10 multiaxial system was made after the analysis of 
the results and comments of the participants in the first field trial. 
The second field trial was aimed at exploring the consequences of the 

Results 

The overall results of the field trials of the ICD-10 
multiaxial system are described elsewhere (submitted). 
Only the results pertinent to the WHO DAS-S and 
related Axis II disability categories are presented here. 

Table 1 provides a summary distribution of clini- 
cians' ratings of disabilities using the field trial version 
of the instrument. The clinicians' ratings showed that 
most of the patients and case vignettes (43.0% and 



352 

.< 

�9 

o 

0 

�9 

_o 

g 
51.4%, respectively) were "very severely" or "grossly" 
disabled in "occupational functioning"; a smaller pro- 
portion of patients and case vignettes (21.7% and 
33.2%, respectively) were rated as "very severely" - or 
"grossly" disabled in "personal care and survival". 
"Functioning in family and household" was "very se- 
verely" or "grossly" affected in 33.4% of patients and 
38.0% of case vignettes, and disability in "broader 
social context" was rated as "very severe" or "gross" in 
39.4% of patients and 50.5% of case vignettes. The 
clinicians' ratings indicated that in 69.5% of patients 
and 77.5% of case vignettes, "global disability" was 
rated in the range of medium values of the scale, i.e. 
"obvious" to "very severe". 

The intraclass correlation coefficients for the WHO 
DAS-S disability categories ranged from 0.13 for dis- 
ability in "family and household activities" to 0.45 for 
disability in the "broader social context". With the 
exception of intraclass correlation coefficients for dis- 
ability in "occupational activities" and "broader social 
context" in the patient group (0.42 and 0.45, respective- 
ly), the intraclass correlation coefficients for all other 
disability categories in both the patient group and the 
set of case vignettes did not reach 0.40. 

The inter-rater agreement on specific disability cat- 
egories covered by the WHO DAS-S was also analysed 
for specific centres that participated in the first field 
trial. The reliability coefficients for specific centres did 
not significantly differ from the overall reliability re- 
sults of the WHO DAS-S. For example, the intraclass 
correlation coefficients for the two centres with the 
largest number of participating institutions and clini- 
cians (i.e. Japan and Spain) were as follows: disability in 
personal care, 0.37 and 0.43 for patients and case vi- 
gnettes, respectively; disability in occupational fun- 
ctioning, 0.10 and 0.09 for patients and case vignettes, 
respectively; disability in family and household activ- 
ities, 0.16 and 0.36 for patients and case vignettes, 
respectively; disability in functioning in the broader 
social context, 0.53 and 0.44 for patients and case 
vignettes, respectively. 

Taking into account the results of the first field trial, 
as well as comments and recommendations of the field 
trial participants, several amendments were made to 
the ICD-10 multiaxial system and to the WHO DAS-S 
itself. The WHO DAS-S was simplified and produced 
as a 6-point rating scale with short definitions of the 
anchor points and more precise specifications for the 
assessment time-frame. 

A second, small-scale field trial to explore the conse- 
quences of the amendments made to the ICD-10 multi- 
axial system and its instruments was organized in 
1994-1995, involving the participation of 28 clinicians 
and the assessment of six case vignettes and 61 patients 
from Austria, Denmark and Spain. A total number of 
735 assessments of local patients and case vignettes was 
made across the sites. The results of the analysis of the 
second field test showed that the intraclass correlation 
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coefficients for specific disability categories in the re- 
vised WHO DAS-S ranged from 0.40 for disability in 
"family and household activities" in the patient group 
to 0.74 for disability in "personal care" in the set of case 
vignettes; 50% of specific disability categories had ex- 
tended kappa values above 0.50, and for the other 50% 
the extended kappa values were in the range of 0.40 to 
0.50. 

The content analysis of the participants' comments 
in the second field trial revealed a problem in the 
relationship between rating of global disability and 
disabilities in specific areas of functioning, i.e. many 
clinicians could not make "independent" assessments 
of the two, and rated global disability either as an 
average or equal to the maximum disability in the 
specific areas of functioning. To avoid ambiguities, 
most of the clinicians suggested deletion of the "global 
disability" rating, which has been done in the current 
version of the ICD-10 multiaxial system. 

Discussion 

The WHO DAS-S was produced and tested in the 
context of the development and field trials of the ICD- 
10 multiaxial system. The participants of the field trials 

clinicians belonging to different schools of psychiatry 
and psychiatric traditions were almost unanimous in 
their praise for the ease of use of the system and 
accompanying instruments. However, the results of the 
first field trial indicated limited reliability of the disabil- 
ity categories covered by the original version of the 
WHO DAS-S. This was not surprising in view of the 
fact that the assessment of disabilities requires detailed 
information about the patient's activities and a good 
knowledge of the cultural setting in which he or she 
lives. Such (and similar) findings were among the rea- 
sons for excluding disabilities from the ICD-10 diag- 
nostic criteria wherever possible and for launching 
a major long-term project aiming to develop highly 
specified ("operational") criteria and instruments for 
the assessment of disabilities [16]. 

Following experience from the first field trial, as well 
as participants' suggestions for improvement of the 
WHO DAS-S, the instrument was revised and tested in 
the second field trial, the results of which indicated that 
the amendments to the instrument improved its relia- 
bility. The second field trial also showed the necessity 
for further adjustments of the instrument, i.e. deletion 
of the "global disability" category, which was found to 
overlap with ratings of disability in specific areas of 
functioning. Small samples (i.e. ten patients per centre) 
and the uneven participation of clinicians and centres 
across countries (e.g. more than one-third of the partici- 
pants in the first field trial were from Spanish-speaking 
countries; the second field trial was conducted in only 
three Western European countries) represent impor- 

tant limitations of the field testing of the WHO DAS-S, 
the reliability results of which should mainly be con- 
sidered as informational and orientational. 

The WHO DAS-S has now been released for general 
use, and all the necessary information about the instru- 
ment is available from WHO on request. Although the 
results of the international field trials contributed to the 
development of a short, user-friendly and reasonably 
reliable tool for the assessment of disabilities, further 
work on the instrument is required. Such work should 
comprise: (1) the development and testing of national 
adaptations of the instrument so as to obtain culturally 
relevant definitions of specific disability categories 
covered by the WHO DAS-S; (2) studies of the concur- 
rent validity of the instrument employing the strict 
statistical procedures such as calculation of agreement 
measures taking into account the nested structures of 
the participating centres; (3) modification of the instru- 
ment in order to make it compatible with the next 
edition of the ICIDH, the revision of which is under 
way. WHO will also collect users' reports on their 
experience with the WHO DAS-S and will take them 
into account in producing the next version of the 
instrument. 
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