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SHORT REPORT

Importance of ICD-10 coding directive 
change for acute gastroenteritis (unspecified) 
for rotavirus vaccine impact studies: illustration 
from a population-based cohort study 
from Ontario, Canada
Sarah E. Wilson1,2*, Shelley L. Deeks1,2 and Laura C. Rosella1,2,3

Abstract 

Background: In Ontario, Canada, we conducted an evaluation of rotavirus (RV) vaccine on hospitalizations and 
Emergency Department (ED) visitations for acute gastroenteritis (AGE). In our original analysis, any one of the Interna-
tional Classification of Disease, Version 10 (ICD-10) codes was used for outcome ascertainment: RV-specific- (A08.0), 
viral- (A08.3, A08. 4, A08.5), and unspecified infectious- gastroenteritis (A09). Annual age-specific rates per 10,000 
population were calculated.

Findings: The average monthly rate of AGE hospitalization for children under age two increased from 0.82 per 10,000 
from January 2003 to March 2009, to 2.35 over the period of April 2009 to March 31, 2013. Similar trends were found 
for ED consultations and in other age groups. A rise in events corresponding to the A09 code was found when the 
outcome definition was disaggregated by ICD-10 code. Documentation obtained from the World Health Organization 
confirmed that a change in directive for the classification of unspecified gastroenteritis occurred with the release of 
ICD-10 in April 2009. AGE events previously classified under the code K52.9, are now classified under code A09.9.

Conclusions: Based on change in the classification of unspecified gastroenteritis we modified our outcome defini-
tion to also include unspecified non-infectious-gastroenteritis (K52.9). We recommend other investigators consider 
using both A09.9 and K52.9 ICD-10 codes for outcome ascertainment in future rotavirus vaccine impact studies to 
ensure that all unspecified cases of AGE are captured, especially if the study period spans 2009.
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Background
Rotavirus vaccination is a highly efficacious strategy to 
prevent rotavirus (RV) associated acute gastroenteritis 
(AGE), the most common cause of childhood AGE glob-
ally and an important contributor to childhood morbidity 
and mortality [1]. Two RV vaccines are licensed for use in 
Canada, RotaTeq® (RV5, Merck) since August 2006 and 

Rotarix(™) (RV1, GlaxoSmithKline) as of October 2007. 
Since 2008, RV vaccination has been recommended by 
Canada’s National Advisory Committee on Immuniza-
tion [2, 3]. In August 2011, Ontario (population 13.5 
million) was one of the the first Canadian jurisdiction to 
implement a publicly-funded program, using RV1. RV 
vaccines have since been included within the publicly-
funded routine immunization schedules of nine of Cana-
da’s 13 provinces and territories [4].

Numerous studies, conducted among counties of vary-
ing economic development, have demonstrated a rapid 
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and dramatic impact of RV immunization programs, 
observing a reduction in the number of infants and chil-
dren requiring hospitalization or Emergency Department 
(ED) visits by up to 85  % [5–10]. With few exceptions 
[11], RV infection is not typically a statutory notifiable 
disease and therefore not captured by routine surveil-
lance data. Furthermore, even in countries of high eco-
nomic development, most children with RV infections 
receive syndromic management for AGE with rehydra-
tion without laboratory confirmation [12]. Consequently, 
RV vaccine program impact studies have used a variety 
of study designs to mitigate these challenges, notably the 
use of administrative health services data. Such stud-
ies use a variety of outcome definitions using the World 
Health Organization (WHO)’s International Classifica-
tion of Disease (ICD) diagnostic codes, to examine the 
impact of vaccination on RV-specific AGE and all cause 
AGE (Table 1). Although the positive predictive value is 
consistently high, the sensitivity of the ICD-9 [13, 14] and 
ICD-10 [15] codes for RV AGE (A08.0) is low and studies 
have included additional AGE codes to evaluate program 
impact, including codes which capture other viral, bacte-
rial and parasitic pathogens and unspecified etiologies. 
This strategy helps to mitigate the challenges posed by 
misclassification of true RV infections within other diag-
nostic codes for AGE [13–15]. This misclassification is 
explained in large part by the syndromic management of 
AGE and variability in practice patterns for confirmation 
of RV as a specific causative agent [12].

We undertook a study of early RV vaccine program 
impact on hospitalizations and ED visits for AGE in 
Ontario, Canada using a combination of ICD-10 codes 
similar to the general approach used by Lopman and 
colleagues who used ICD-9 codes in their analyses [16]. 
In Canada, a country-specific modification of ICD-10 is 
used, ICD-10-CA [17]. Our plan was to examine program 
impact using both the code specific to RV AGE (A08.0) 
and a combination of codes capturing AGE, including RV, 
other viral etiologies, and AGE of undetermined infec-
tious etiology, consistent with earlier studies. Early in our 
analysis, we observed an unexpected increase in AGE 
hospitalizations in several pediatric age cohorts begin-
ning in April 2009. The objective of this short report is 
to describe our investigation of this finding, which was 
subsequently attributed to an ICD-10 coding directive 
change for AGE of undetermined etiology.

Findings
Methods
Data were extracted as part of a larger retrospective, lon-
gitudinal population-based cohort study to investigate 
the impact of a publicly-funded routine rotavirus immu-
nization program on AGE among all Ontarians with valid 

provincial health insurance between the period of Janu-
ary 1, 2003 and March 31, 2013. There is no parallel pri-
vate system for accessing health services in Ontario thus, 
all permanent residents in Ontario are covered under 
the provincial health insurance. Demographic data con-
tained within the Registered Persons Database (RPDB) 
facilitated deterministic linkage across administrative 
databases at the individual-level using a unique identifi-
cation number. These datasets were linked using unique 
encoded identifiers and analyzed at the Institute for Clin-
ical Evaluative Sciences (ICES). This study was approved 
by the institutional review board at Sunnybrook Health 
Sciences Centre and Public Health Ontario in Toronto, 
Canada.

Individual AGE hospitalizations were obtained from 
the Discharge Abstract Database (DAD) of the Canadian 
Institutes for Health Information (CIHI) and individual 
ED visits from the National Ambulatory Care Reporting 
System (NACRS). In our original analysis, having any one 
of the following ICD-10-CA codes listed as the diagno-
sis type M, the one diagnosis or condition that can be 
described as being the most responsible for the patient’s 
hospitalization or ED visit, was used for outcome ascer-
tainment of AGE and included: rotaviral enteritis 
(A08.0), other viral gastroenteritis (A08.3), viral intestinal 
infection, unspecified (A08. 4), other specified intestinal 
infections (A08.5), and other gastroenteritis and coli-
tis of infectious and unspecified origin (A09) (definition 
one) (Table 2). The outcome definition was subsequently 
expanded to include noninfective gastroenteritis and 
colitis, unspecified (K52.9) (definition two). As our goal 
was to assess program impact on health service utiliza-
tion rather than to characterize burden of disease, health 
services events, rather than individuals were the unit of 
our analysis and formed the numerator; hospitalizations 
and ED consultations were examined separately. For this 
analysis the annual age-specific population in the RPDB 
was used to calculate rates per 10,000 population. Data 
were extracted and analysed using SAS (Version 9.3).

Results
Figure  1 illustrates the characteristic seasonal varia-
tion of AGE hospitalizations and the rise in AGE among 
children 0 to <24  months of age occurring as of April 
2009 when assessed using definition one (i.e., excluding 
K52.9). The average monthly rate of AGE hospitaliza-
tion using this definition was 0.82 per 10,000 from period 
January 2003 to March 2009, rising to 2.35 over the 
period of April 2009 to March 31, 2013. Similar trends 
were found for AGE ED consultations and when the age 
groups assessed included children 0 to <60 months of age 
for both hospitalizations and ED visits (data not shown). 
The original outcome definition was disaggregated to 
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examine trends by individual ICD-10-CA code. A notable 
rise in events corresponding to the A09 code was noted, 
with no increase observed for any other code within our 
original outcome definition. We discussed these findings 
with several clinical experts who were unable to provide 
a clinical, laboratory or administrative explanation for 
these observations. Australian investigators found an 
increase in stool testing for RV following vaccine pro-
gram implementation [15] and US data suggested a mod-
est short-term increase in number of tests performed in 
some laboratories [18, 19]; however, Ontario’s RV vaccine 
program was implemented in 2011 and the rise clearly 
began in 2009. Furthermore, the increase was specific to 
the A09 code, as opposed to across AGE codes, nor spe-
cific to the RV AGE code. Next, we corresponded with 
CIHI who shared documentation confirming that the 
rise in events corresponding to the ICD-10-CA code of 
A09 was explained by a change in directive for the clas-
sification of unspecified gastroenteritis contained within 
the release of ICD-10-CA Version 2009 which noted 
that “most cases of gastroenteritis are infectious, even 
in industrialized countries, thus the ICD-10-CA version 
2009 classifies gastroenteritis not otherwise specified 

(NOS) as infectious (A09.9)” [20] (Table 2). The directive 
used earlier was deleted which read as follows: “Assume 
gastroenteritis to be noninfectious unless documented as 
infectious by the responsible physician” [20]. The date of 
these changes was April 1, 2009; the document contain-
ing these changes was revised further in September 2009. 
Therefore, cases of AGE previously classified under the 
code K52.9, are now classified under code A09.9 in the 
version of ICD-10 used in Canada (ICD-10-CA). CIHI 
also confirmed that the direction for this change came 
directly from WHO and therefore, applies to ICD-10 and 
all modifications of ICD-10 (i.e. ICD-10-CA).

We explored the coding change within our Ontario 
data, adding K52.9 to our outcome definition. The impact 
of this modification to our outcome definition is pre-
sented in Figs. 1 and 2. Over the period of January 1 2003 
and March 31 2009, the average monthly rate of hospi-
talizations assigned the codes captured under A09 (other 
gastroenteritis and colitis of infectious and unspecified 
origin) among children under 24 months of age was 0.12 
per 10,000 population; in contrast to 1.95 per 10,000 pop-
ulation over the period of April 1 2009 to March 31 2013. 
The average monthly rate for the code K52.9 per 10,000 

Table 1 Examples of rotavirus vaccine impact studies conducted using ICD-10 administrative data

Study (pub year) Country Time period ICD-10 codes used for outcome  
definition (code descriptions  
from WHO [20])

RV-specific AGE (A08.0) 
included as a discrete 
outcome

Jayasinghe and Mac-
artney (2013) [15]

Australia 2000–2009 A01-A07 [excluding A02.2, A06.4, A06.5, A06.6, A06.7] (AGE of 
bacterial etiology)

A06-A07 (AGE of parasitic etiology)
A08.0 (Rotavirus AGE)
A08.1-A08.4 (Other viral AGE)
A09 (AGE of undetermined etiology, presumed infectious)
K52 (AGE of undetermined etiology, presumed non-infectious)
R198 (Other signs and symptoms involving the digestive system 

and abdomen)

Yes

Leino et al. (2012) [22] Finland 1999–2005,  
2010

A00-A07 (AGE due to bacterial and parasitic etiologies)
A08.0 (Rotavirus AGE)
A08.4 (Other viral AGE)
A09 (AGE of undetermined etiology, presumed infectious)
R11 (nausea and vomiting)
A00.9, A01.4, A02.9, A03.9, A4.9, A05.9, A06.9, A07.9 and A09 (AGE 

of undetermined etiology)
K52 (AGE of undetermined etiology, presumed non-infectious)

Yes

Gurgel et al. (2011) 
[20]

Brazil 2002–2005, 
2006–2009

A08 (Rotavirus and other viral AGE)
A09 (AGE of undetermined etiology, presumed infectious)

No

Molto et al. (2011) [23] Panama 2003–2008 A00.0-A05.9 (AGE of bacterial etiology)
A06.0-A07.9 (AGE of parasitic etiology)
A08.0-A08.5 (Rotavirus and other viral AGE)
A09 (AGE of undetermined etiology, presumed infectious)

No

Quintanar-Solares 
et al. (2011) [8]

Mexico Jan. 2003–June 
2009

A00-A003 (Codes capturing cholera)
A04-A05 (AGE of bacterial etiology)
A06.0-A06.3, A06.9 (AGE of parasitic etiologies, e.g. amoebic)
A07.0-A07.2, A07.9 (AGE of parasitic etiologies, e.g. protozoal)
A08 (Rotavirus and other viral AGE)
A09 (AGE of undetermined etiology, presumed infectious)

No
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population was 3.62 before the coding change and 0.09 
following its implementation. Further examination of the 
vaccine’s impact on AGE hospitalizations and ED visits 
in Ontario has since been conducted using the modified 
outcome definition.

Discussion
Many countries have developed clinical modifications 
to ICD-10 in order to address their specific needs and 
a Canadian modification of ICD-10, ICD-10-CA, was 
implemented in 1995 [17]. Through our correspond-
ence with CIHI we confirmed that the change in direc-
tive to code cases of gastroenteritis NOS as infectious, 
as opposed to non-infectious, was made to the ICD-10, 
including the ICD-10-CA in 2009. Online ICD-10 docu-
mentation from WHO for versions prior to 2010 include 

the note that “in countries where any term listed in A09 
without further specification can be assumed to be of 
non-infectious origin, the condition should be classified 
to K52.9”; however, this statement is no longer found in 
the online documentation for the most current version, 
ICD-10 Version 2010 [21]. A small number of countries, 
notably including the United States (US) [22], continue 
to use ICD-9; although the US has used ICD-10 to code 
its mortality data since 1999 [22]. The coding changes 
described here regarding K52.9 in ICD-10 challenged 
the examination of trends in diarrheal deaths, in at least 
one US evaluation [23]. No similar change in directive 
for AGE classification has occurred in ICD-9. Rota-
virus vaccine impact studies have utilized a wide array 
of ICD-10 discharge codes to capture AGE. Some have 
used both K52.9 and A09, while others have used only 

Table 2 ICD-10-CA code definitions and language describing the change in coding directive

ICD-10-CA Code Definition and notes in ICD-10-CA [26]

A08.0 Rotaviral enteritis

A08.3 Other viral gastroenteritis

A08.4 Viral intestinal infection, unspecified
Includes: viral enteritis not otherwise specified (NOS), viral gastroenteritis NOS, and viral gastroenteropathy NOS)

A08.5 Other specified intestinal infections

A09 Other gastroenteritis and colitis of infectious and unspecified origin Excludes: due to bacterial, protozoal, viral and other specified 
infectious agents (A00-A08) and noninfective (see noninfectious) diarrhoea (K52.9)

K52.9 Noninfective gastroenteritis and colitis, unspecified
Includes: diarrhea, enteritis, ileitis, jejunitis, and sigmoiditis if specified as noninfectious
Excludes: colitis, diarrhoea, enteritis, gastroenteritis if coded as infectious (A09.0) or of unspecified origin (A09.9); functional diar-

rhoea (K59.1); neonatal diarrhoea (noninfective) (P78.3); psychogenic diarrhoea (F45.3)

Description of coding directive as described within the 2009 Canadian Coding Standards [27]

Change Rationale

“Deleted the directive: “Assume gastroenteritis to be noninfectious unless 
documented as infectious by the responsible physician””

“Added an introductory sentence: “most cases of gastroenteritis are infec-
tious, even in industrialized countries, thus ICD-10-CA version 2009 clas-
sifies gastroenteritis NOS as infectious (A09.9 Gastroenteritis and colitis of 
unspecified origin)””

“To align with the change for v2009 ICD-10-CA. The code K52.9 Noninfec-
tive gastroenteritis and colitis, unspecified is assigned when specified as 
noninfectious”
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AGE Defini�on 1 (A08.0, A08.3, A08.4, A08.5, A09) AGE Defini�on 2 (A08.0, A08.3, A08.4, A08.5, A09, K52.9)

Fig. 1 Seasonal variation in hospitalizations for acute gastroenteritis illustrated with two case definitions using ICD-10 diagnostic codes among 
Ontario children 0 to <24 months of age, January 2003 to March 2013
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A09, to capture unspecified AGE (Table 1) [8, 9, 15, 24, 
25]. The code selection for program impact studies is 
informed by various factors including study objectives. 
Future investigators need to be aware of this change in 
direction for AGE classification within ICD-10 when 
establishing their outcome definition. If the study period 
includes 2009, they will need to include both A09 and 
K52.9 to capture AGE of undetermined etiology. Given 
the timing of RV vaccine program introduction, inclu-
sion of this time period is likely in many studies. In our 
impact study, had we excluded K52.9 from our outcome 
definition for AGE, we would have under-estimated 
program impact and instead, paradoxically found evi-
dence of an increased burden of AGE following program 
implementation.

Valid estimates of RV vaccine program impact using 
administrative data are dependent on the comparabil-
ity of hospital discharge coding practices and RV stool 
testing patterns pre- and post- program implementa-
tion. Most validation work of ICD codes for RV AGE 
has been conducted using ICD-9 in the United States, 
prior to program implementation [13, 14]. More recently, 
Jayasinghe and Macartney [15] examined hospitaliza-
tion ICD-10 data and laboratory testing in a large tertiary 
pediatric hospital in Australia pre-and post- vaccine pro-
gram implementation. They found that the sensitivity and 
positive predictive value of the RV-specific code (A08.0) 
had not significantly changed post program implementa-
tion despite evidence of greater RV stool testing following 
the program’s introduction [15]. Studies utilizing admin-
istrative data are important for estimating immunization 
program impact at a population-level; however, there are 
important limitations and other considerations investiga-
tors and knowledge users must be aware of. The coding 
directive implemented in the 2009 Version of ICD-10 is 
an illustrative example.

Conclusions
The change in directive for the classification of unspeci-
fied gastroenteritis which occurred in the 2009 Version 
of ICD-10 is important for investigators planning evalu-
ations of rotavirus immunization programs to be aware 
of. We recommend that researchers consider using both 
A09.9 and K52.9 to ensure that all unspecified cases of 
AGE, both presumed infectious and non-infectious, are 
captured in studies using administrative data, if the study 
period spans 2009.
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January 2003 to March 2013



Page 6 of 6Wilson et al. BMC Res Notes  (2015) 8:439 

the author, and not necessarily those of CIHI. This project was funded through 
the IVPD operational budget of Public Health Ontario.

Compliance with ethical guidelines

Competing interests
The authors declare that they have no competing interests.

Received: 3 November 2014   Accepted: 7 September 2015

References
 1. Rotavirus vaccines. WHO position paper. Wkly Epidemiol Rec. 

2013;88(5):49–64.
 2. National Advisory Committee on Immunization (NACI), An Advisory 

Committee Statement (ACS). Statement on the recommended use of a 
pentavalent human-bovine reassortant rotavirus vaccine. Can Comm Dis 
Rep. 2008;34(1):1–33.

 3. National Advisory Committee on Immunization (NACI), An Advisory 
Committee Statement (ACS). Updated statement on the use of rotavirus 
vaccines. Can Comm Dis Rep. 2010;36(4):1–37.

 4. Public Health Agency of Canada (PHAC). Publicly funded immunization 
programs in Canada—routine schedule for infants and children including 
special programs and catch-up programs. http://www.phac-aspc.gc.ca/
im/ptimprog-progimpt/table-1-eng.php.

 5. Field EJ, Vally H, Grimwood K, Lambert SB. Pentavalent rotavirus vaccine 
and prevention of gastroenteritis hospitalizations in Australia. Pediatrics. 
2010;126(3):e506–12.

 6. Cortes JE, Curns AT, Tate JE, Cortese MM, Patel MM, Fangjun Z, et al. 
Rotavirus vaccine and health care utilization for diarrhea in U.S. children. 
N Engl J Med. 2011;365(12):1108–17.

 7. Buttery JP, Danchin MH, Lee KJ, Carlin JB, McIntyre PB, Elliott EJ, et al. 
Intussusception following rotavirus vaccine administration: post-mar-
keting surveillance in the national immunization program in Australia. 
Vaccine. 2011;29(16):3061–6.

 8. Quintanar-Solares M, Yen C, Richardson V, Esparza-Aguilar M, Parashar UD, 
Patel MM. Impact of rotavirus vaccination on diarrhea-related hospitali-
zations among children <5 years of age in Mexico. Pediatr Infect Dis J. 
2011;30(1 Suppl):S11–5.

 9. Molto Y, Cortes JE, De Oliveira LH, Mike A, Solis I, Suman O, et al. Reduc-
tion of diarrhea-associated hospitalizations among children aged 
<5 years in Panama following the introduction of rotavirus vaccine. 
Pediatr Infect Dis J. 2011;30(1 Suppl):S16–20.

 10. Desai R, Curns AT, Steiner CA, Tate JE, Patel MM, Parashar UD. All-cause 
gastroenteritis and rotavirus-coded hospitalizations among US children, 
2000–2009. Clin Infect Dis. 2012;55(4):e28–34.

 11. Lambert SB, Faux CE, Hall L, Birrell FA, Peterson KV, Selvey CE, et al. Early 
evidence for direct and indirect effects of the infant rotavirus vaccine 
program in Queensland. Med J Aust. 2009;191(3):157–60.

 12. Bettinger JA, Wills K, Le Saux N, Scheifele DW, Halperin SA, Vaudry W, 
Members of the Canadian Immunization Monitoring Program, ACTive 
(IMPACT). Heterogeneity of rotavirus testing and admitting practices for 
gastroenteritis among 12 tertiary care pediatric hospitals: implications for 
surveillance. Can J Infect Dis Med Microbiol. 2011;22(1):15–8.

 13. Hsu VP, Staat MA, Roberts N, Theiman C, Bernstein DI, Bresee J, et al. Use 
of active surveillance to validate international classification of diseases 
code estimates of rotavirus hospitalizations in children. Pediatrics. 
2005;115(1):78–82.

 14. Patel MM, Tate JE, Selvarangan R, Daskalaki I, Jackson MA, Curns AT, et al. 
Routine laboratory testing data for surveillance of rotavirus hospi-
talizations to evaluate the impact of vaccination. Pediatr Infect Dis J. 
2007;26(10):914–9.

 15. Jayasinghe S, Macartney K. Estimating rotavirus gastroenteritis hospitali-
sations by using hospital episode statistics before and after the introduc-
tion of rotavirus vaccine in Australia. Vaccine. 2013;31(6):967–72.

 16. Lopman BA, Curns AT, Yen C, Parashar UD. Infant rotavirus vaccination 
may provide indirect protection to older children and adults in the 
United States. J Infect Dis. 2011;204(7):980–6.

 17. Walker RL, Hennessy DA, Johansen H, Sambell C, Lix L, Quan H. Imple-
mentation of ICD-10 in Canada: how has it impacted coded hospital 
discharge data? BMC Health Serv Res. 2012;10(12):149.

 18. Tate JE, Mutuc JD, Panozzo CA, Payne DC, Cortese MM, Cortes JE, et al. 
Sustained decline in rotavirus detections in the United States follow-
ing the introduction of rotavirus vaccine in 2006. Pediatr Infect Dis J. 
2011;30(1 Suppl):S30–4.

 19. Tate JE, Haynes A, Payne DC, Cortese MM, Lopman BA, Patel MM, Parashar 
UD. Trends in national rotavirus activity before and after introduction of 
rotavirus vaccine into the national immunization program in the United 
States, 2000 to 2012. Pediatr Infect Dis J. 2013;32(7):741–4.

 20. Canadian Institute for Health Information. Coding standards for version 
2009 ICD-10-CA and CCI: Ottawa. 2009.

 21. World Health Organization. ICD-10 online versions: ICD-10 2010 (Current 
Version). http://apps.who.int/classifications/icd10/browse/2010/en.

 22. Centers for Disease Control and Prevention. International classification of 
diseases, ninth revision, clinical modification (ICD-9-CM). http://www.cdc.
gov/nchs/icd/icd9cm.htm.

 23. Mehal JM, Esposito DH, Holman RC, Tate JE, Callinan LS, Parashar UD. 
Risk factors for diarrhea-associated infant mortality in the United States, 
2005–2007. Pediatr Infect Dis J. 2012;31(7):717–21.

 24. Leino T, Ollgren J, Salo H, Tiihonen P, Kilpi T. First year experience of rotavi-
rus immunisation programme in Finland. Vaccine. 2012;31(1):176–82.

 25. Gurgel RQ, Ilozue C, Correia JB, Centenari C, Oliveira SM, Cuevas LE. 
Impact of rotavirus vaccination on diarrhoea mortality and hospital 
admissions in Brazil. Trop Med Int Health. 2011;16(9):1180–4.

 26. Canadian Institute for Health Information. Volume 1—International 
Statistical Classification of Diseases and Related Health Problems, Tenth 
Revision, Canada (ICD-10-CA)—Tabular List. https://www.cihi.ca/en/
icd_10_ca_vol1_2009_en.pdf.

 27. Canadian Institute for Health Information. Coding Standards for Version 
2009 ICD-10-CA and CCI. 2009. https://secure.cihi.ca/free_products/cana-
dian_coding_standards_2009_rev_e.pdf.

Submit your next manuscript to BioMed Central
and take full advantage of: 

• Convenient online submission

• Thorough peer review

• No space constraints or color figure charges

• Immediate publication on acceptance

• Inclusion in PubMed, CAS, Scopus and Google Scholar

• Research which is freely available for redistribution

Submit your manuscript at 
www.biomedcentral.com/submit

http://www.phac-aspc.gc.ca/im/ptimprog-progimpt/table-1-eng.php
http://www.phac-aspc.gc.ca/im/ptimprog-progimpt/table-1-eng.php
http://apps.who.int/classifications/icd10/browse/2010/en
http://www.cdc.gov/nchs/icd/icd9cm.htm
http://www.cdc.gov/nchs/icd/icd9cm.htm
https://www.cihi.ca/en/icd_10_ca_vol1_2009_en.pdf
https://www.cihi.ca/en/icd_10_ca_vol1_2009_en.pdf
https://secure.cihi.ca/free_products/canadian_coding_standards_2009_rev_e.pdf
https://secure.cihi.ca/free_products/canadian_coding_standards_2009_rev_e.pdf

	Importance of ICD-10 coding directive change for acute gastroenteritis (unspecified) for rotavirus vaccine impact studies: illustration from a population-based cohort study from Ontario, Canada
	Abstract 
	Background: 
	Findings: 
	Conclusions: 

	Background
	Findings
	Methods

	Results
	Discussion
	Conclusions
	Authors’ contributions
	References




