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Abstract

The sociological study of knowledge infrastructures and classification has traditionally focused on the
politics and practices of classifying things or people. However, actors’ work to escape dominant
infrastructures and pre-established classification systems has received little attention. In response to this,
this article argues that it is crucial to analyze, not only the practices and politics of classification, but also
actors’ work to escape dominant classification systems. The article has two aims: First, to make a
theoretical contribution to the study of classification by proposing to pay analytical attention to practices
of escaping classification, what the article dubs classification egress. This concept directs our attention
not only to the practices and politics of classifying things, but also to how actors work to escape or resist
classification systems in practice. Second, the article aims to increase our understanding of the history of
quantified and statistical health surveillance. In this, the article investigates how actors in health
surveillance assembled a knowledge infrastructure for surveilling, quantifying, and detecting unknown
patterns of congenital malformations in the wake of the thalidomide disaster in the early 1960s. The
empirical account centers on the actors’ work to detect congenital malformations and escape the
dominant nosological classification of diseases, the International Classification of Diseases (ICD), by
replacing it with a procedural standard for reporting of symptoms. Thus, the article investigates how
actors deal with the tension between the-already-known-and-classified and the unknown-unclassified-
phenomenon in health surveillance practice.

Introduction

How do we know if a new pandemic, a new syndrome, or a new pharmaceutical disaster is lurking
around the corner? More generally expressed: how can we find evidence of an unknown health
threat when we do not know what we are looking for? In short, how can we surveil and detect the
unknown? These questions, which are constantly being posed by actors in health surveillance, are
the theoretical and empirical interests of this article.

These questions also point to a difficulty in health surveillance more broadly. The roster of
potentially catastrophic cases is not limited to those that have already been identified as known
threats—a list that includes such infamous calamities as Covid-19, Thalidomide, SARS, Ebola,
Yellow Fever, Dengue, Chikungunya. Importantly, it also includes those things that are outside the
gallery of usual suspects—the unknown threats that lurk beyond the surveillance systems we use
to detect the already known and classified.!

1For more discussions about the challenges of global disease surveillance, see for instance Keck 2020; Shapin 2020;
Kelly et al. 2020; Sanches and Brown 2018; Lakoff 2017; Caduff 2015; MacPhail 2014; Mackenzie 2014; Fearnley 2008.
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Surveilling the world for unknown disease threats is seen as one of the most difficult and
momentous problems in health surveillance. Detecting patterns of known symptoms, syndromes,
or pathogens—any familiar health threat—is a challenging proposition. However, an additional
difficulty of health surveillance lies in detecting unknown health threats, which might give rise to
previously unknown patterns of symptoms—and therefore might not be recognized as a new
syndrome at all. To compound the issue, new and unknown health threats might give rise to the
same pattern of symptoms as a known disease: For example, in 2019 what at first glance might
have looked like a pneumonia epidemic local to China or a new SARS variant, both known disease
threats, soon became reclassified as the deadly Covid-19 pandemic.

One of my informants from the European Center for Disease Control and Prevention
compared the challenge of the unknown health threat in syndromic surveillance to drinking from
a firehose whilst trying to taste the water. There are so many signals that could potentially be a
threat. But which signals out of this multitude really are that unknown threat lurking around the
corner??

The overarching aim of this article is to explore how actors in syndromic surveillance—the
surveillance of signs and symptoms of disease—work to surveil and detect unknown health threats
in a sea of known diagnoses and threats. The focus is on a particular set of actors and their struggle
to navigate between the surveillance of a sea of standardized and known diagnoses and the
detection of the unknown and unclassified health threat. These actors are struggling with a
constant tension between the detection and classification of something new (an impending
unknown threat) and the clinical diagnosis and classification of something previously known. In
short, the actors struggle with how to sense the unknown, in a world of medical standardization
that pushes clinical diagnoses toward the already known and standardized (cf. Timmermans and
Berg 1997; Weisz et al. 2007; Kveim Lie and Greene 2020).°

The article approaches this conundrum from a historical perspective, from the point of view
of the surveillance of congenital malformations in the 1960s. In the case that we follow below,
the actors are searching for unknown patterns of symptoms, unknown syndromes, of congenital
malformations—in the hope of preventing a new thalidomide disaster. The surveillance
of malformations is a particularly interesting site in which to explore these questions, as actors
constantly struggle between standardized and pre-established medical diagnoses and the
drive to detect the unknown, unruly, and hitherto unclassified health threat (cf. Latimer 2013;
Sturdy 2007).

The empirical case addressed here is the historical practice of surveilling congenital
malformations in the nascent Swedish Register for Congenital Malformations in the early 1960s.
The early days of the Swedish Register for Congenital Malformations, before practices had been
fully been established, provide a compelling example for analyzing the tension between the known
and the unknown in syndromic surveillance. As the register worked to set itself up as a center of
classification, it was constantly struggling with standardized and unruly medical diagnoses, the
dangerous and unknown anomaly lurking in the shadows, and quantified health surveillance.* The
actors’ constant question was: how do you detect syndromes, patterns of congenital malformation,
which are still unknown and unstandardized?

2Quote from my fieldnotes from the European Centre for Disease Control and Prevention. The surveillance of signs of
health challenges is today called syndromic surveillance, and has become an important part of the arsenal of health
surveillance in the modern world (Henning 2004; Fearnley 2008; Cakici and Sanches 2014; Hulth, Rydevik, and Linde 2009;
Roberts and Elbe 2017). The historical development from nosology to a focus on syndromes seems to point to an increasing
focus on multiple causations of disease, such as genetic risk factors in combination with other factors (cf. Bynum 2013, 354).

3This is not to say that medical diagnoses are simple to classify, or that the clinical work is constantly certain about their
diagnoses. Medical diagnosis is challenging, and often contradictory signs from different specialists need to be handled in
practice (cf. Latimer 2013; Berg and Bowker 1997; Mol 2002). This tension between routine diagnosis and detection of new
phenomena also seems similar to what Sturdy (2007) has observed in the relationship between clinical work and basic science.

“Center of classification is a word-play on the term “center of calculation” in Bruno Latour’s work (cf. Latour 1986; 1987).
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Classification egress: Standardized classification and the unknown health threat

To analyze the tension between the already classified and the unknown, the article introduces
the theoretical concept of “classification egress” to describe the practices that actors use to break
out of a pre-established grid of classifications in an attempt to detect the unknown. An
important theoretical point is therefore that classification work is not always about classifying,
but is sometimes also about escaping classification, or trying to fit things into a different grid of
classes.”

Theoretically, the article situates itself in the intersection between the social study of
infrastructures and the sociology of science. It seeks to contribute to the lively and extensive
discussion about infrastructures and classification (Bowker and Star 1999), which has found
renewed interest today, as new types of information infrastructures seem to be invading every
corner of our world.® This renewed interest in infrastructures and classification has been expressed
as a concern for knowledge infrastructures (Bowker 2020; Edwards et al. 2013), sensing
infrastructures (Lee 2021b; Klimburg-Witjes, Poechhacker, and Bowker 2021), or thinking
infrastructures (Bowker et al. 2019), as well as a concern for categorization, classification, and
quantification (Mennicken and Espeland 2019; Fourcade and Healy 2017; Fourcade 2016).

The work of negotiating the discovery and classification of phenomena is also a classic topic in
the sociology of science. Much research in this vein has been done, for instance, on deciding if
experiments and observations have identified gravity waves (Collins 1975) or pulsars (Woolgar
1976), making diagrams from observations of lizards or genes (Lynch 1985, 1988), classifying
birds in bird watching (Law and Lynch 1988), deciding what experiments show in genetics
(Amann and Knorr Cetina 1988), producing rainforest diagrams from soil samples (Latour 1995),
diagnosing patients (Mol 2002), or determining how large crowd sizes are (Martin and Lynch
2009). Thus, translating an observation, an experiment, or a syndrome into a phenomenon or
object, and then stabilizing it as a fact that can travel outside the laboratory walls demands much
practical work (cf. Latour and Woolgar 1986; Latour 1987).

Importantly for this article, the actors’ work to detect and classify the unknown in the
surveillance of congenital malformations is related to a classic problem in laboratory studies: the
experimenter’s regress (Collins 1985). This concept highlights how the experimental testing of
previously unproven theories leads to problems in assessing whether or not the experiments are
successful. The basic challenge here is that if a theory has not already been proven, there is no way
to use the theory to validate the success or the experiment, nor is there a way to use the experiment
to validate the theory. Collins argued that “where the detection of a novel phenomenon is in
question, it is not clear what should count as a ‘successful outcome™ (Collins 1985, 34).
Experiment and theory are supposed to validate each other, which is not possible when a new and
untheorized phenomenon is discovered.

Disease surveillance faces a related but inverse problem: symptoms and patterns of symptoms
(syndromes) are often overdetermined by pre-established theories, diagnoses, and classifications—
the grid of nosology seems inescapable. For many syndromes there might exist several ready-made
diagnoses or classifications that fit. In addition, observations of syndromes are often made by
clinical practitioners that work within highly pre-classified practices of medical diagnosis,
which posit nosological, terminological standards of ready-made categories that are used to classify

5The tension between the discovery of a new phenomenon and standardized knowledge systems is evident in the
sociological study of standardization. For instance, delving into “Other” categories in systems of classification can signal
uncertainties about how to classify and standardize a particular thing (Bowker and Star 1999). In certain cases, unknown
phenomena might even be made invisible by being relegated to the status of “not fitting”—and consequently not be counted as
a phenomenon at all (cf. Bowker 2000). The point is that the unruly things that do not fit are an avenue through which
sociology can understand the complexities of processes of classification and categorization.

®Keywords for the sociological and anthropological interest in this development include Big Data, Algorithms, and Al
(See for instance, Lee and Bjorklund Larsen 2019; Gillespie 2014; Gitelman 2013; Boellstorff and Maurer 2015; Ziewitz 2017;
Seaver 2018).
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patterns of syndromes: for instance in the International Classification of Diseases (the ICD).
But the entities that disease surveillance is trying to detect, at least the ones the actors are most afraid
of, are the unknown threats—not classified, not theorized, and hitherto undetected. Thus, the actors’
work to discover, classify, and construct an unknown health threat, often stands in tension with the
already known and classified grid of nosology (cf. Sturdy 2007).

The concept “classification egress” thus aims to describe actors’ work to escape a classification
system. In this case, it refers to the actors’ work to create a new classification infrastructure geared
toward the detection of unknowns through symptom detection, rather than using the already-
known categories from the ICD.

The enactment of the unknown health threat and infrastructural inversion

Methodologically, the article approaches the detection of unknown disease anomalies through
what has come to be called post actor-network theory sensibilities (cf. Law 1999). This perspective
emphasizes the assembled, fractional, and multiple nature of objects and phenomena, as well as
how non-human actors shape how the objects and phenomena are put together (Mol 2002; Law
1999; 2002; Callon and Law 1995; Latour 1987; Callon 1984). The consequence of this perspective
is that new health threats—such as pandemics or teratogenic disasters—are seen as being
assembled, or enacted, in practice (Lee 2021a; 2021b).8

In other words, through various methods of data collection and statistical work the unknown
health threat comes into being—it is assembled or enacted—but as one particular version of many
possible versions of this phenomenon (Mol 2002). Thus, a disease outbreak can be enacted as
having very different shapes depending on which methods of surveillance are used. For instance,
an investigation using genetic technologies might enact one version of a disease outbreak, while
traditional epidemiological methods might enact another version (cf. Lee 2021b). Consequently,
the infrastructures of disease surveillance shape how disease outbreaks—or in this case teratogenic
disasters—are assembled.

This article approaches classification egress through a move that Bowker and Star have called
infrastructural inversion, which highlights infrastructures as a sociological problem (Bowker and
Star 1999). Through this move, the article highlights the challenges of assembling an infrastructure
for syndromic surveillance in practice (Bowker and Star 1999; cf. Lee 2021b),° and reveals how
actors set up a materialized infrastructure for quantifying and surveilling unknown threats (cf. Lee
2021a). The article is thus concerned with how actors work to design and implement a nascent
infrastructure for syndromic surveillance. Below, we follow the actors in the Swedish Register for
Congenital Malformations, exploring how they designed this new infrastructure for surveilling,
quantifying, classifying, and analyzing congenital malformations.

Source material

The article makes use of several kinds of materials for the analysis. These include the published
version of a government inquest evaluating if statistical surveillance of malformations was feasible,

7Of course, it is well-known that, classification, including the classification of disease at the bedside, is a complex and
difficult matter. Bodies and diseases do not neatly fit into the ICD’s categories and slots (cf. Latimer 2013; Casper and Clarke
1998; Timmermans and Berg 1997; 2003; Timmermans and Almeling 2009; Epstein 2009; Timmermans and Epstein 2010).

80ne might say that the actor-network theory perspective has affinities with the onto-epistemological perspective developed
by Barad (2003). In this view, it is impossible to disentangle epistemological and ontological questions, but only to study
various and localized cuts that have come to perform the phenomenon in particular ways.

%In the sense of Star and Ruhleder (1996) the register formed an infrastructure in that it became deeply embedded in the
Swedish healthcare system, connecting the register for congenital malformations with several conventions of practice. It also
created and implemented a new locally curated classification of malformation syndromes and implemented standardized
reporting of malformations nationally (cf. also Hess 2018 on paper machines).
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a large archival collection of medical records from births that were used in the governmental
inquest,'’ the two versions of the ICD that were in use in Sweden, as well as a local standard for
malformations produced in the Register for Congenital Malformations. It also draws upon
different texts written by one of the main actors in establishing the register, Bengt Kéllén, as well as
an interview with Kéllén about the historical practices of surveilling congenital malformations.!!
Taken together, these materials give a glimpse of the practices and challenges involved in
surveilling congenital malformations in the 1960s and allows an analysis of how actors worked to
manage the tension between the known and classified and the unknown and unclassified.

The article proceeds in four sections. First, it situates the birth of the Swedish Register for
Congenital Malformations in relation to the thalidomide disaster, the quantification of research,
and the push toward registering the population. Second, it examines the state of medical
classification of malformations in Sweden during the period: the multiple versions of the ICD
standard that were used in Sweden, the standardized reporting forms, the differing levels of
commitment from local actors, the difficulty of standardizing the practices of medical diagnosis,
and the challenges this posed for the statistical surveillance of birth defects. Third, the article
examines the infrastructural practices that the actors around the Register for Congenital
Malformations created in order to organize statistical surveillance of malformations. It delves into
the practices that were instituted in order to handle the challenge that seeing through the
nosological grid of the known diagnosis—the ICD—posed, and how the register attempted to
break free of these challenges to detect the unknown. Last, the article discusses these practices
from the point of view of the challenge of quantifying, detecting, and classifying unknown health
threats in a sea of already known and classified syndromes of malformations.

Thalidomide, registries, and the quantification and standardization of medicine

The birth of the Swedish Register of Congenital Malformations can be dated to the eighteenth of
December in 1964, when the Swedish Medical Board, the governmental agency that oversaw the
Swedish healthcare system, made the reporting of congenital malformations mandatory and
permanent. This decision had been preceded by a government inquest and a temporary trial
period of birth defect registration in all of Sweden. Both of these aimed to determine the feasibility
of the statistical surveillance of malformations, and the decision to make the register permanent
made it obligatory for most maternity wards in Sweden to report congenital malformations. This
marked the birth of a register that has survived until today.'?

The decision to found the register can be said to be a direct consequence of the thalidomide
disaster, where thousands of infants across the globe were born with a distinctive set of
malformations due to the prescriptions of thalidomide to pregnant mothers (Lenz 1988;
Vargesson 2015; Lennerhed 2015; cf. Fairchild, Bayer, and Colgrove 2019, 155-56; Daemmrich
2004, 60-69). The shock of the thalidomide disaster led to many countries establishing registers of
congenital malformations in the 1960s, among them Finland (1963), England and Wales (1964),
and the USA and Norway (1967) (Edmonds et al. 1981; Bjerkedal 2000; Misra 2005; Fairchild,
Bayer, and Colgrove 2019; Institutet for hélsa och valfird 2020). Nevertheless, it is worth noting
that registries and registry-based research in general were a sign of the times in the Nordic

0The archive from the investigation comprises thirty-six boxes of material. Sixteen boxes are made up of copies of medical
records from births of children with congenital malformations. The medical records are drawn from hospitals all over the
country, ranging from small rural hospitals to large central university hospitals. The boxes contain records of the childbirth
itself, as well as descriptions of the infants with congenital malformations and their treatment.

The interview was done by the author.

2Medicinalstyrelsen, "Kungliga Medicinalstyrelsens cirkuldr angéende rapportering av nyfédda med missbildning 18 dec
1964,” Samlingar av forfattningar och cirkuldr m.m. angdnede medicinalvisendet, 1965, no 96. [The medical board, “The Royal
Medical Board’s circular regarding the reporting of newborns with malformations 18 dec 1964,” Collections of statutes and
circulars etc. regarding the medical system, 1965, no 96.]
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countries (Bauer 2014). Several other Swedish registries were established during this period: the
death register was centralized to the Swedish Statistics Central Bureau in 1951 (Johansson 2010),
Tvillingregistret, the Swedish Twin Register, was set up in the end of the 1950s (Lichtenstein et al.
2002; 2006), and the Swedish patient register was inaugurated in 1964 (Lichtenstein et al. 2002;
Socialstyrelsen 2019).

Also, during this period, the quantification and standardization of medical research was
gaining ground internationally. Clinical practice guidelines were proliferating in the US (Weisz
et al. 2007) and statistics were gaining a foothold in clinical and pharmaceutical research (Marks
2000). In addition, many regulatory changes were being made in the surveillance, clinical testing,
and reporting of pharmaceutical compounds (Olszynko-Gryn et al. 2018). For instance, it was
during this time that the famous three phase double blind RCT was born (cf. Hobzek and Lie 2019;
Marks 2000; Daemmrich 2004, 48-80). In sum, the Register for Congenital Malformations can be
said to be situated in a broader shift towards what has been called “surveillance medicine,” where
quantified population-based studies delineated the normal, as well as defined abnormalities and
risk factors in individuals (Armstrong 1995; Rose 1979).

The founding of the Swedish register was consequently part of an international movement to
prevent another pharmaceutically induced catastrophe, as well as a movement toward
quantification and health surveillance of the population. The goal of creating the Swedish
Register for Congenital Malformations was to give early warning of a new unknown syndrome of
malformations. In particular, as I will show below, it was to prevent another thalidomide disaster.

Bengt Kallén, the Tornblad Institute, and the government inquiry

The birth of the Swedish Register for Congenital Malformations was closely entwined with the
work of its the founder and longtime head, professor of embryology Bengt Kéllén. Killén was also
the director of the Tornblad Institute in Lund, which was founded by professor of anatomy Ivar
Broman as an institute of comparative embryology in 1934."° Killén finished his PhD in
comparative embryology at the Tornblad Institute in the early 1950s. The Register for Congenital
Malformations was housed at the Institute, and was consequently tightly linked to older work on
comparative embryology (Killén 2014).!

Prior to the establishment of the Register for Congenital Malformations, information on
congenital malformations in Sweden was collected and reported on a yearly basis (Kallén and
Winberg 1966). However, following the thalidomide disaster, this was argued to be unsatisfactory
as an early warning system. In 1962 it was suggested in Likartidningen, the official journal of the
Swedish medical association, that “a continuous, central registration and analysis of certain
malformations” was a promising avenue for surveilling, discovering and understanding congenital
malformations (Bergstrom et al. 1962).

During 1962, the Swedish Medical Board began surveilling malformations and drug
consumption on a trial basis, and simultaneously instigated a government inquiry into the
teratogenic effect of drugs. The inquiry was christened the Inquiry into the Relationship Between
Pharmaceuticals and Congenital Malformations. Pediatrician Jan Winberg, who had co-authored
the 1962 article in Likartidningen, was tasked with running the inquiry. The inquiry’s findings

Broman was also involved internationally in the standardization of anatomical nomenclature (Buklijas 2017, 9).

M1t would, of course, be interesting from a historical standpoint to investigate the disciplinary tensions between the
traditional study of fetuses and case histories in teratology and the development of quantified epidemiological work in the
surveillance of malformations (cf. Al-Gailani 2009; Hopwood, Schaffer, and Secord 2010). Kallén described himself as being
part of an older guard of teratologists, focusing on cases and case histories, and lamented the dominance of a new breed of
epidemiologists who focused predominantly on quantification. This tension seems similar to what Fujimura and Chou (1994)
describe in their work on the AIDS/HIV controversy in the 1980s. In our interview, Kéllén even described the state of
malformation surveillance as having finally been conquered by the quantifiers. However, this interesting historical tension is
beyond the scope of this article.
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were published during 1964 in Ldkartidningen. Those findings criticized the state of
malformation-reporting in Sweden, noting that it was imprecisely classified, and that
“meaningless” malformations were being overreported (Winberg 1964b; 1964c; 1964a).

However, in 1964—before the inquiry came to an end—the Medical Board decided, on a pilot
basis, to test the feasibility of monthly registration of congenital malformations (Kéllén 2014). The
task of running the pilot study was given to Bengt Kéllén and Jan Winberg. In January 1965 this
form of reporting was made permanent, and the Register for Congenital Malformations was born
(Kallén and Winberg 1966).

Multiple standards and an ever-growing list of malformations

The Register for Congenital Malformations was established in a period when standardization and
quantification were growing increasingly prevalent in healthcare and medical research, often
based on the premise that “the standardization of categories and records” was necessary “in order
to make data comparable” (Weisz et al. 2007, 706). The basis of medical classification in Swedish
medicine was the well-known ICD standard, the International Statistical Classification of
Diseases, Injuries and Causes of Death. In Sweden there were two versions of the ICD in
use during this period. Both Swedish editions were derived from the Seventh ICD, which was
ratified in 1955. One version was printed in 1957 and one in 1965. The 1957 version classifies
congenital malformations in section XIV, and the list of fifty-nine malformations fits on two
pages, starting with monsters (Monstra) and ending with unspecific and unclassified
malformations (Maleformationes congenitae aliae s. Non definitae, alibi non classificatae). The
1965 version subdivides the main categories further. For instance, as seen in figure 1, the general
term Monstra is subdivided into four subcategories: Acrania, Monstrum (duplex type), Monstrum
(of undeveloped body shape—usually of the type where the head transitions directly to the trunk),
and Monstrum aliud et UNS (where UNS stands for unspecified). Thus, in the later edition, more
and more categories are defined to bring the malformed infant into the medical classification
system.

As the difference between the two editions of the ICD shows, the development of the
standardization of congenital malformations trends toward more specificity and detailed
classification over time, reflecting the ongoing effort to bring the abnormal under standardized
control for classification and medical statistics (cf. Kveim Lie and Greene 2020). However, each
category and sub-category ends in the open-ended Other category—“aliae et UNS”—which, of
course, points to the Sisyphean character of standardizing bodies, diseases, and malformations.
For example, the Other category of the congenital malformations in the newer version of the
Swedish ICD is numbered 759,00, and includes thirty-seven “Other” malformations that are not
classified elsewhere (cf. Bowker and Star 1999). The ever-expanding catalog of malformations in
these versions of the ICD points to how the theoretical problem of the standardization of
abnormalities becomes a practical problem, giving rise to an ever-expanding catalog of
classifications. For each new syndrome a new category needs to be made. As Bowker and Star
(1999) have observed, the work of classification is truly never done.

Global standards, local practices, and uncertain classification

The challenge of classifying the world is, of course, immense—in medicine and elsewhere.!
Medical practitioners have to make difficult judgments at the bedside and fit the ailments of
patients into the standardized format of the medical record and the ICD. As we will see, the

BClassification has of course been of continuing interest in Science and Technology Studies and cognate fields (see for
instance Law and Lynch 1988; Lynch 1988; Goodwin 1994; Latour 1995; Zerubavel 1996; Clarke and Casper 1996;
Timmermans and Berg 1997; Epstein 2009; Latimer 2013; Fourcade and Healy 2017).
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XIV. Maleformationes congenitae
Medfédda missbildningar

Har beskrivna tillstdnd bor betraktas som medfédda, om de diagnosticerats vid nedan
angivna alder och antydan saknas, att de forviirvats efter fédelsen.

Under 1 Ar: Aneurysma aortae, stenosis aortae, atrophia cerebralis, cysta cerebralis,
hypoplasia organorum, morbus valvulae cordis.

Under 4 veckor: Endocarditis, hjdrtsjukdom UNS, hydrocephalus UNS, myocarditis.

* Monstra 753,99 Maleformationes systematis
750,00 Acrania nervosi et organorum sensus aliae
750,10 Monstrum (av typ duplex) (ej klassificerbara under 753,00—

750,20

Monstrum (av outvecklad kropps-

753,31) 8. UNS

form — vanligen av typen huvu-

det ghr direkt dver i bAlen) X Maleformationes orgasiorum cir-

culationis, Cirkulationsorganens

750,99 Monstrum aliud et UNS missbildningar
* Spina bifida. Meningocele 754,00 Tetralogia Fallot
751,00 Encephalocele 754,01 Trilogia Fallot
751,01 Myelomeningocele, meningocele 754,02 Pentalogia Fallot .
(ej hudtiickt) 754,10 Ductus_artermsus persistens
751,02 Myelomeningocele, meningocele (Botalli) )
(hudtickt) 754,20 Defectus septi ventriculorum
751,10 Cysta dermoides sacralis 754,30 Defectus septi atriorum
751,11 Cysta dermoides cervicalis 754,40 Myocardiopathia familiaris
751,19 Cysta dermoides alia s. UNS 754,41 Fibroelastosis cordis
751,99 Maleformationes spinales aliae et | 79450 Cor biloculare
UNS 754,51 Cor triloculare
754,52 Dextrocardia
* Hydrocephalus congenitus. Med- 754,53 Ectopia cordis
fott vattenhuvud 