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The use of ICF in Danish rehabilitation

INTRODUCTION

The International Classification of Functioning, Disability and Health (ICF) is a classification

developed by the World Health Organization (WHO) to provide a framework for the
description of health and health related conditions (1). This article describes a pilot study
carried out for the Danish WHO approved ICF-Study Site, MarselisborgCentret. The purpose
was to conduct a survey of the use of ICF in connection with implementation in rehabilitation

in Scandinavia.

Classification of functioning

ICF is the latest version of WHO’s classification of functioning and was endorsed by Word
Health Assembly, Geneva, May 2001 (1). The development of ICF was based on experience
of the use of the International Classification of Impairment, Disability and Handicap (ICIDH),
endorsed in 1980. In 1993 the WHO started a thorough revision based on a reconsideration of
the ICIDH. The vision was to accommodate the development in health care from diagnosis
orientation towards a broader concept of health and health-related conditions, including social
aspects (1-3). In July 1999 the classification was available as the ICIDH-2 Beta-2 Draft (4).
ICIDH-2 as a bio-psychosocial model met international needs and attracted a great deal of
interest within research, scientific journals and clinical practice (5,6).

Classification systems are tools for sorting and organizing complex elements of reality
into a comprehensible and logical form. The predominant uses of medical classifications
today are for outcome, intervention responses and communication of experience (7). Bowker
and Star claimed that medical classifications only provide a “snapshot” and are unable to
reflect the complex, timeless nature of disease in interaction with the actual context, e.g.
infrastructure or culture (7, p.173). Possible causes and coherence between functioning, health
conditions and context will not be examined. The WHO wanted to meet this universal critique

of classifications by including contextual factors (1, 2, 6).

Aims and content of the ICF
The ICF was introduced by the WHO as a multipurpose classification for science, health care

management, clinical practice, communication and education (1). In this way the content of
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ICF is more than just a classification. It presents an Interactive Model for functioning and
disability (fig.1). Classifications can, as does the ICF, contain conceptual foundations framed
in a model (8). In the ICF’s Interactive Model, functioning is an umbrella term for the
following components: body function and structure, activity and participation. The term
covers positive aspects of interaction between the individual (with his or her health
conditions) and context (environmental and personal factors). Disability is similarly an
umbrella term for the negative aspects of the interaction. The model is considered as neutral —
it is a description of the actual situation, brings the components together and identifies
positive and negative aspects (1).

The classification allows a systematic description of the components (apart from
personal factors) by coding in four levels. Each coding should contain a qualifier that
indicates the actual health level and possible problems. Two set of qualifiers can be used: a
performance qualifier, which describes what individuals are doing in their current
environment and a capacity qualifier, which describes what individuals are doing in a uniform

environment. Yet development of tools and manuals for the use of ICF are lacking (1).

Health conditions

?
v v v

Body function Activity Participation
and structure f A f
Environmental Personal
factors factors

Figure 1: The ICF’s Interactive Model (1)

Implementation of the ICF in the Nordic countries

Many countries have participated in developing the ICF (5). In the Nordic countries the work
has been coordinated by the WHO Collaborating Center for Classification of Disease in the
Nordic Countries. Different strategies have been chosen for translation and implementation at
a national level, but in general the health professionals have shown greater interest in using

the ICIDH-2, and later the ICF, in clinical work rather than following WHO’s procedures for
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field trials (5). The Nordic collaboration had a common wish to map where and how the
classification was used. The national implementation differed from one country to another
and this affected the conditions for mapping the use. In Iceland and Finland the base was
estimated too small, while Sweden, Norway and Denmark still had a common interest in the
mapping. In Denmark and Sweden the ICIDH-2 was translated in 2000, while Norway did not
translate the ICIDH-2 (6,9). In all the three countries there have been seminars and workshops
about the ICIDH-2. As the WHO Study Site in Denmark had the opportunity to initiate this
research, they decided to do so, because it considered that knowledge about the use in an early
phase of the implementation and the experience from the research could be useful in later

research in Norway and Sweden.

The use of the ICF in Denmark
Health care professionals involved in rehabilitation in Denmark started early to use the

classification in practical work. The conceptual background of ICF met the need for a
common language. This need had been growing as a result of rehabilitation being directed
towards more holistic aims (10). With improving living conditions through the 20th century,
health care issues have moved from simply caring about prolonging life to caring about the
quality of this life (11,12). Against this background rehabilitation has become an increasingly
important issue in society, and health care aims have been reformulated towards a client-
centred perspective (3,13). To support the rehabilitation process, there is a need for close co-
operation between health care professions and sectors. This has been an important issue in
health care politics over the last 10 years (9).

If the WHO’s aim with the ICF is to be fulfilled, it is necessary to focus on its
usefulness in practical work. Every day practice requires a sense of rationality. When
considering a change in practice, the advantages and disadvantages of training health care
staff, time and costs are assessed (14). Comprehensiveness of use demands ease of use,
keeping in mind central concepts, efficiency and low bias. Success implies user-satisfaction

(1,5,15,16).

Occupational therapy

Just like other health care professionals, occupational therapists have shown great interest in
the classification internationally, from when the ICIDH-2 became available (3, 6,17-22).

Reality in practical work together with clients demands attention to detail and the ability to
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change within the situation as it is described through the clinical reasoning of occupational
therapists (23). In their focus on the correlation between human occupation and health,
functioning and disability are central concepts, forming part of assessment and objectives for
intervention (24,25). But the work of one health care profession is only one contribution to
the process of the client’s rehabilitation and is to be seen as part of a common issue in a
multidisciplinary team. Communication between the persons involved becomes an important

tool (3).

Use of experience

It was surprising that health care professionals in Denmark started to use the classification
before the final version, the ICF, was available. As pointed out by the WHO in international
discussions, there are still many unclarified issues (9). To broaden perspectives on this,
practical experience from health care professionals’ use of the classification in the transition
from the draft, ICIDH-2, to the final version, ICF, should be studied to identify needs for

further development and implementation of the ICF.

Aims of the research
The aim of this research was to survey the use of the ICF and the ICIDH-2 with regard to

further implementation in rehabilitation practice in Denmark. Occupational therapists’ focus
on the implementation should be studied. The research is also intended to be a pilot study

before corresponding research in Norway and Sweden is undertaken.

Research questions.

What is health care professionals’ evaluation of the usefulness of the ICIDH-2 and the
ICF in rehabilitation in Denmark? What aspects of occupational therapists’

implementation are of special interest?

METHOD:

The study is a cross-sectional survey and a questionnaire was chosen as a suitable tool for
collecting data (26-29). Participants were asked to supplement the questionnaire by enclosing

material illustrating the use.
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The questionnaire was tested in a rehabilitation setting in Norway and in
Denmark, carried out in English. Afterwards, the three Danish participants were interviewed.
The test was carried out before the endorsement of the ICF, but after the Pre-final Draft was
available. As a consequence of the test, the operationalisation of the user-profile was
expanded in a revision of the questionnaire (7,15,16). Supplying material from the test
supported this process. The language was changed to the national language because of the risk

of bias and lack of participation (26-29).

Population:
Participants were chosen through snowball sampling (26) in the ICIDH-2 network in

Denmark. It is a non-probability, non-random sampling method used to obtain a sample when
the population is unknown (26). Potential participants were asked directly and were also
asked to suggest other possible participants (such as from collaborative rehabilitation
settings). Potential new participants were asked, and this continued until no new participants
were proposed.

Criteria for inclusion: Health care professionals in rehabilitation settings in Denmark, using

the ICIDH-2/ICF in practical work with a clinical and/or research purpose. Each participant
represents the rehabilitation setting from their daily work and is expected to be familiar with
the use of the classification in the setting.

Criteria for exclusion: Health care professionals in acute hospital settings, nursing homes and

habilitation. Use of the old version, the ICIDH. Knowledge of the classification without use in

practical work.

Design of the questionnaire

The questionnaire was designed specifically for this study. The content was organized on the
basis of guidelines for changing practice (14), and the structure was: information about
participator and rehabilitation setting, knowledge of ICIDH-2/ICF, use of ICIDH-2/ICF,
evaluation of usefulness and perspectives. In the enclosed instruction participants were told
that the research covered the use of both the ICF and the ICIDH-2. In the questionnaire they
were asked which versions were in use in their rehabilitation setting. Concepts from ICIDH-2

were used in the questionnaire because all participants were familiar with the ICIDH-2.
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Questions were formulated with the intention that the answers would have a
qualitative content, but that in the analysis it should be possible to categorize and compare
data. All groups of questions were supplied with the opportunity to comment (26, 28).

Checklists were mostly used in mapping the use of the ICIDH-2/ICF, because
qualitative-oriented questions could then be formulated as questions with sufficient categories
that could be answered with ticks. There were instructions for mutually exclusively categories
to choose only one, and for mutually complementary categories to choose one or more. All
checklist questions had a category ”Other” to include any items not otherwise covered.
Ordinal scales were mostly used for evaluation about the change in focus on the components
in functioning and evaluation of usability of the ICIDH-2/ICF. Questions typically had five
options for response, with the median option as neutral.

The content was based on operationalisation of central concepts in ICIDH-2/ICF
(1,30) and parts of the WHO’s questionnaire about ICIDH-2 (Basic Questions) (31). In
forming an overview of the organisation and conceptualisation in changing practice in the
rehabilitation settings, inspiration was taken from guidelines for changing professional
practice (14).

Participants’ evaluation of the usefulness of the classification was
operationalised from a model (fig.2) which presents usefulness in relation to many other

factors which should be considered in changing practice (14, 15, 16,32).

Social acceptability

Acceptability

Advantage

Utility Disadvantage

Usability

Usefulness
Easy to learn
Efficient to use
Easy to remember
Low bias
User-satisfaction

Reliability
Easy to access
Network
Compatibility
Cost

Practical
Acceptability

Figure 2: Model according to J. Nielsen (15, 16): The attributes of acceptability
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Usefulness. As a concept, usefulness is seen as a part of practical acceptability. Usefulness is
the issue of whether the classification can be used to achieve desired goals (15, 16).
Operationalisation is illustrated by examples from the questionnaire:

“Are you able to identify one or more reasons why your rehabilitation setting started to use
the ICIDH-2/ICF?”

“How well do you think the ICIDH-2/ICF covers your goals for use? Very
well/Well/Neutral/Not very well/not at all””

And the participants were asked to evaluate the usefulness of ICIDH-2/ICF based on ICIDH-2
Field Trials study 2, Basic Questions (31) and their attention to central concepts.

Usefulness was further divided into two categories (15, 16):

Utility: Is the issue of whether the functionality of the classification can in principle cover
what is needed in practical work. Utility was evaluated by asking for advantages and
disadvantages of use:

”What do you especially consider as advantages/ disadvantages of the use of the ICIDH-
2/ICF?”

"What has promoted/restricted the use of the ICIDH-2/ICF?”

Usability: The concept has multiple components, traditionally associated with five usability
attributes (16):

Easy to learn: "How has it been in general for new staff members to learn how to use the
ICIDH-2/ICF as you do? Very easy/ Easy/ Neutral/ Difficult/ Very difficult”

Efficiency: "How well is the use of the ICIDH-2/ICF integrated with the use of tools for
assessment? Very well/ Well/ Neutral/ Not so well/ Not at all”

Easy to remember: "How easy is it to remember and discriminate superior concepts/
dimensions, modificators and levels in the ICIDH-2/ICF? Very easy/ Easy/ Neutral/ Difficult/
Very difficult”

“How often do you have to use the concepts/ coding to ensure good quality? Daily/ Weekly/ A
couple of times in a month/ A few times”

Low bias: ”How often do misunderstandings and doubts about concepts of ICIDH-2/ICF and
their use occur? Name the three most common cases”

User-satisfaction: "How do the staff who are using the classification in daily practical work
respond to the ICIDH-2/ICF? Very positively/ Positively/ Neutral/ Negatively/ Very
Negatively”
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The questionnaire was developed with supervision from ”Biostatistisk Institut”,
Copenhagen, and critically reviewed by two ICF experts. The questionnaire was sent by mail

to participants in September 2001, with one month to reply.

Analysing data

In sociologically orientated research, quantitative data has a descriptive character and is
mostly based on questions with ordinal scales, which allows the data to be sorted into ranks,
but without fixed intervals (26, 27, 28, 29). Data was reduced, frequency was analysed,
extreme answers and missing answers were analysed. Calculations of medians were made and
data was sorted in ranks where possible (29).

Qualitative data was sorted via taxonomy-analysis (26). Comments from the
space ’Other” in checklists were sorted in categories on same level as the other categories in
the checklist. Comments about utility were sorted in categories characterizing the
participants’ evaluation of the use of the classification.

Tests and assessments used to classify functioning and disability in practical
work were analysed and listed with a description of aim and methods. There was an analysis
of which of the first level components from the ICF were covered and if capacity and/or
performance was tested. A person from the profession and with knowledge of both the test
and the ICF was asked to make the same analysis.

Enclosed material was listed, sorted into categories of characters and purpose. It
was analysed for the use of ICIDH-2/ICF terminology and whether functioning and disability

were described in other terms (1, 4, 26).

RESULTS:

Twenty-one people agreed to participate and met the criteria for inclusion.

Twenty participants returned answered questionnaires. Ten had enclosed material which

illustrated the use. Five received reminders and returned questionnaires after the deadline.

One participant asked for extra time and returned the response after the deadline.
Responses to the questionnaire varied a lot. Some filled it in very carefully,

some skipped more detailed questions and a single person stopped after filling in one third of
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the questions. The most apparent trend was that participants doing research skipped many

questions.

Information about participants and rehabilitation settings:

Eleven occupational therapists, three physical therapists, two physicians, one social worker,
two nurses and one speech therapist participated. Of these, nine had management functions
and seven participated in projects about developing the use of ICIDH-2/ICF. Thirteen are
working in rehabilitation settings, three in hospitals; one is in a specialized setting and four in
research. Eleven are working with limited target groups: seven with brain injuries, three with
older people and one with children. They are all fairly experienced but many of them are

working in new settings.

The use of the ICIDH-2/ICF:
Three settings started to use the ICIDH in 1996/97. About half of the settings started to use

the ICIDH-2 before the new millennium, and in 2001 the last five settings started to use the
ICIDH-2/ICF. The use of the short version of the ICIDH-2, Beta-2 Draft is predominant. It is
mostly used as an inspiration and mostly to develop multidisciplinary teams.

For half of the participants, the presentation of Pre-final Draft and endorsement of ICF for
had no effect on the use. Others had discussed the content, felt uncertain or would “wait and
see”. One setting renewed the implementation. One commented that, ”We translated the
Final Draft ourselves, when it was available”, another that, ”"We have only used the latest
versions.”

The use of the ICIDH-2/ICF is concentrated in the areas of clinical practice, cross-
professional and cross-sectorial co-ordination. Participants were asked about the use on four
levels: the model, components, domains and categories at different levels and coding. Only
the model and components are used more than sporadically (table 1). One comment was: “We
are not able to use domains and coding”. Splitting the group into two halves, one consisting
of occupational therapists and one with other participants, showed that most of the others
were using the classification for research as well. But it was the occupational therapists who
were using both levels.

The participants commented that it is hard to make this evaluation. The use of the ICIDH-

2/ICF is in the very early stages and some only use the classification experimentally for a
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small client group: “"We are still at the beginning of a process”. This could explain why about

one third did not answer questions about the use (table 1).

Table 1: The use of ICIDH-2/ICF in occupational therapy and other

health care professions in rehabilitation (median)

Categories (Md)
Areas | Group | n Model | Components
Management O 8 2,5 2
H 6 2,5 0
A 14 2,5 0,5
Research o 8 1,5 1,5
H 5 4 0
A 13 2 1
Clinical (0] 8 3,5 3,5
Practice H 4 4 0
A 12 4 3
Cross- 0] 9 4 3
professional H 4 4 0
A 13 4 2
Cross- (0] 8 2 2
sectorial H 3 3,5 0
A 11 2 0

O = Occupational therapists; H = Other health care professionals; A = All participants
Scale step 4-0 (4 = Daily (routine); 3 = Weekly (often); 2 = A couple of times a month

(seldom); 1 = Few times (Experiment); 0 = Never.)

Looking at the general aims of ICIDH-2/ICF, the use in the settings was
predominantly as a common language for describing health and health-related states. It fits
well into the position in areas as showed in table 1. Seven stated that ICIDH-2/ICF is also
used as a conceptual foundation, a frame of reference or similar. Even though management is
not marked as a dominant area of the use (table 1), one third of the settings gave examples of

using the classification for planning and organising rehabilitation and working tasks.

Usefulness.
The predominant reason to use the ICIDH-2/ICF in the settings was to optimise goal-setting

regarding the clients’ daily life and furthermore need was expressed for the development of
cross-professional and cross-sectorial co-operation and client-centred practice. Supplying

needs was also mentioned:
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“Mostly development in a new setting” — "The need is connected to developing tools for
assessment of functioning and disability.” — "ICIDH-2 seemed to be close to our earlier
conceptual foundation, so we had an eye on the ICIDH-2 during the revision in 1999”

To evaluate the usefulness, participants were asked to grade characteristics of the
classification (table 2). The trend was central, even when split into two groups, and was
therefore interpreted as somewhat neutral, although it seems as if grading flexibility,
simplicity and clarity is more negative. Low answers on flexibility could be explained by the
very short period of use and thus too little experience to make a judgment. This could also be
the explanation for the low answers about acceptance. Though client-centred practice is
expressed as an important issue, clients are apparently not involved in using the ICIDH-

2/ICF.

Table 2: Usefulness of the ICIDH-2/ICF in rehabilitation and in occupational therapy.

Usefulness of A 0
ICIDH-2/ICF Md Rank (Md) n (Md) n
Cross-professional 3 17 3 9
As common 3 Cross-sectorial 3 17 3 9
language In Denmark 3 16 3 9
Internationally 3 13 3 6
Meaningful 3 17 3 9
Comprehensive 3 17 3 9
Structure of .
ICIDH-2/ICF 2,5 F}ex1ble 3 13 25 6
Simple 2 17 2 8
Clear 2 16 2 8
By professionals 2 12 25 6
Accept 2 ’
ceeptatiee By clients 2 6 2 2

A = All participants; O = Occupational therapists
Scale step 4-1 (4 = Totally agree; 3 = Mostly agree; 2 = Somewhat agree; 1 = No;)

Even though participants found evaluation of the usefulness hard and their grading
was rather neutral, thirteen agreed, when asked that ICIDH-2/ICF gives a broad view and a
unified whole to the intervention. Half found ICIDH-2/ICF a suitable tool for co-operation
and rehabilitation planning. And one third thought that ICIDH-2/ICF highlighted the
resources of the client and increased the quality of the rehabilitation. These statements had a
positive and more detailed character, which should be considered together with table 2.

Usefulness was also evaluated by grading the attention to core concepts of the

classification compared to that before the use. Attention to functioning, disability and
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contextual factors had increased, except for body functions and structures (table 3). You could
not talk about extremes, but body function and structure had 3 as median, because 3
participants marked “decreased”. Altogether, the use of ICIDH-2/ICF showed more attention

to core concepts. No difference was seen in occupational therapists’ evaluation (Table 3).

Table 3: Increased/decreased attention to functioning and its components after the use

of ICIDH-2/ICF compared to before the use in rehabilitation and in occupational

therapy.
A o
Attention Components Md) |n | (Md) |n
Body functions
Functioning and |and structures 3 43 8
disability Activity 4 14 4 8
Participation 4 14 4 8
Contextual Environmental 4 14 4 8
factors Personal 4 13 4 8

A = All participants; O = Occupational therapists
Scale step 5-1 (5 = Highly increased; 4 = Increased; 3 = As before;
2 = Decreased; 1 = Highly decreased;)
The usefulness of central concepts is clarified by the comments: “ e.g. participation: ICIDH-2
has clarity, ICF mixes concepts” - "It is inappropriate to mix activity and participation. That
is why we have chosen to use ICIDH-2 on the level of participation, but it is also to some

degree inconsistent in levels of detail.”

Utility.
Advantages by using the ICIDH-2/ICF was, that it gave a unified whole to the rehabilitation

by providing a common language:

’

”A more holistic approach and a broader perspective in rehabilitation.” — ”"Understanding
the human as a being, not just a body” - ”Cross-professional and cross-sectorial co-
operation with a common model” — "It has given a common frame of reference and

2

consciousness and understanding of what goals our intervention identifies ” - "Easier to
explain the clients’ situation to other health care professionals and to the client”

Participants saw the use of ICIDH-2/ICF as a way to improve quality:
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It has started a development, giving better use of resources and increased quality, I hope” —
"Systematic and consistent data collecting.” — "To be able to discriminate between concepts”
— "Give a whole set of unique and consistent information about the client from the hospital to
the municipality” — "It moves the concern from diagnoses and practice to resource
possibilities.”

Disadvantages were most of all seen as related to coding. It was explained as

confusing about concepts, time-consuming and missing instructions:

“The Danish translation creates doubt about the concepts of function, functioning and
disability” - ”We most of all used the Interactive Model. We have had many discussions about
discriminating activity and participation” - "It is hard to be specific about the clients’
resources and problems from the chosen items, even though it can be supplied by text.” -
"Coding does not make sense and is too time-consuming - "We choose other tools when
assessing functioning and disability, because ICIDH-2/ICF has no instructions about how to
decide whether you have an issue to be solved — and how severe it is” - "We have developed
the practical use from the bottom up, and we introduced ICIDH-2/ICF to the municipality and
we have tried to stimulate general use”.

Altogether the evaluation of utility shows dilemmas concerning the use and
points out that the ICIDH-2/ICF has been a helpful tool for changing practice. Participants

note the disadvantages, and cope with them by adjusting or reducing the use.

Usability
Data has been sorted and ranked on the basis of interpretation concerning content, frequencies

of answers and level of median (table 4). User-satisfaction was fairly high, compared to
acceptance, which was graded low (table 2). It shows a discrepancy between users and a
general acceptance.
Remembering levels of coding and low bias had the lowest grading (table 4).
The low grading of these two items may be connected. This trend is intensified when
comparing with doubt and misunderstandings when using the classification (figure 3).
Table 4: Evaluation of the usability of the ICIDH-2/ICF

in rehabilitation and in occupational therapy.
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Usability A 0]
Rank Md) | n | Md)| n
User-satisfaction 4 17 4 8
Easy to learn 3 12 3 9
Low bias 2,5 14 3 9
Integration 4 12 4,5 8
Efficient to use Time 3 12 3 8
Economy 3 11 3 8
Concepts 3 14 4 9
Easy to remember Levels for coding 2 13 2,5 8

A = All participants; O = Occupational therapists;
Scale step 5-1 (5 = Very (easy to learn); 4 = (easy to learn); 3 = Neutral;
2 = (difficult to learn); 1 = Very (difficult to learn);)

Occupational therapists graded low bias, integration with tests and assessments and ease of
remembering more positively than the other participants. Comparing this with the use,
illustrated in table 1, could indicate that the occupational therapists in this study have used it

comprehensively, and the experience from this was reflected in their responses on usability.

Most common doubts and misunderstandings were:

e The concept function and where it belongs (function/functioning).

e That it is interactive, what is activity and what is participation?

e To distinguish between activity and participation. To interpret the level of
participation.

e Doubt about levels. Mixing the Interactive Model and the classification.

e A uniform environment — what is that?

e Definitions that are very broad and cover both easy to complex parts.

Figure 3: Doubts and misunderstandings

Physical therapists agreed with occupational therapists on integration with other tests and
assessments, whereas rest of the participants did not answer or did not agree. Enclosed
material from therapists showed that functioning, disability and concepts like those of the
components were all ready part of the technical terms. A brief overview of a comparison

between items in assessments used at the settings and the ICF confirms this (fig.4 (33-42)).
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Figure 4: Assessments of functioning used in clinical practice

compared to first level items in the ICF.

Body function and Activity and Environ- | Performance/
structure Participation ment Capacity
BAS (33) Movement functions Mobility No Performance
and structure
McKenzie | Movement functions and Mobility No Performance
(34) structure
Mental functions Learning .
CT-50 (35) Sensory functions Communication No Capacity
Mental functions
A-ONE Sensory functions Communication No Performance
(36) Movement functions and Mobility; Self-care
structure
. Communication
FIM (37) Mental functions Mobility; Self-care No Performance
Interpersonal interaction
Barthel Mobility
Index (38) No Self-care No Performance
ADL- Communication
Taxonomy No Mobility; Self-care No Performance
(39) Domestic life
AMPS (40) No Domestic life No Performance
COPM No Primarily self—care, No Performance
(41) work and leisure
FKF (42) No Commum'catlon . Attitudes Performance
Interpersonal interaction

CONCLUSION FROM RESULTS

At most rehabilitation settings, classification was taken into use when ICIDH-2 was available

in Danish. It was predominantly used for communication in clinical practice and in cross-
professional co-operation. The classification was used as a common language and the
Interactive Model was used as a frame of reference and for organising rehabilitation. Besides
this the classification was only used experimentally and mostly for development. The use was
mostly initiated by a need for better goal setting concerning the client’s activities in daily life.

The evaluation must therefore be seen from that point of view.
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Twenty rehabilitation settings participated, represented by one staff-member,
familiar with the use in the setting. The very small sample means that conclusions about the
results can only be stated as tendencies.

The classification was evaluated as being useful as common language. The
structure of ICIDH-2/ICF was evaluated somewhat lower and the classification is not seen as
simple and clear. Flexibility was only evaluated by a few. This could be explained by
misunderstandings and doubts about the use, as seen in the comments. ICIDH-2/ICF covers
functioning in a comprehensive manner and attention has increased with regard to
functioning, activity, participation, environmental and personal factors, while body function
and structure had the same or a slightly decreased attention compared to before the use.

Utility was evaluated positively for the Interactive Model, a common language
to promote teamwork and co-operation and by improving quality in rehabilitation. Utility was
evaluated negatively for the structure of the classification, which is seen as complicated. The
main disadvantages were confusion about concepts, time consumed and missing instructions.

Usability was evaluated positively for user-satisfaction and integration with
tests and other assessment tools. Levels for coding and low bias had a negative evaluation.
Other than this, the evaluation was neutral.

Occupational therapists formed half of the participants (11 of 20). They were

different from other participants on some issues: they were using the classification more
comprehensively (model and components), but only a few used the classification cross-
sectorially and for research. They evaluated usability more positively on low bias, integration

with tests and other assessment tools and ease of remembering.

DISCUSSION

Discussion of method:

The sampling method. Even though snowball sampling takes in all possible participants until

the same rehabilitation settings occur again, it does not guarantee that all potential participants
have been found. It reduces the precision of the research and the possibility to generalize,
because the sample is not representative. Nonetheless, with this reservation and the fact that it
was a very small sample, it was tempting to compare occupational therapists, which formed

half of the sample, to the other half of the population. They only differed on a few issues. This
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could be interpreted as positive in terms of the consistency of the questionnaire, and the
differences could highlight issues for further research.

Since the research was carried out, more rehabilitation settings have started
implementation of the ICF, so the population could be bigger today. If the research were to be
repeated, the sample of the population should be representative of rehabilitation settings and

health care professions, and should be narrowed down to clinical rehabilitation practice.

Missing responses. As participants had agreed to participate beforehand and reminders were

sent in the case of missing responses, the overall response rate was 95 %. A high level of
response does not in itself indicate a high value of responses, as some questions were not
answered. One participant stopped after filling in one third of the questionnaire. Participants
who were primarily involved in research replied to several questions that they were not
relevant. Responsiveness tended to decrease through the questionnaire, but was not uniform.
The tendency was that questions about details had a lower number of responses. Some
questions had only been filled in by very few. This could be due to too little experience of the
participants, unclear wording, or questions about items not current. As a consequence, the
questionnaire should be revised. Leaving out questions about knowledge of the ICIDH-2/ICF
could shorten it. Instead the criteria for inclusion should be extended. The section about
perspectives could be left out, because it is obvious that the answers are based on experience
of use. This can also be interpreted from evaluation of the usefulness. The population should
be narrowed down to consist of health care professionals in clinical rehabilitation practice,

because the questionnaire targets this group.

Reliability: No comparison with other research projects about the use of the ICIDH-2/ICF has
been possible. Internal consistency has been developed by construction of scales. The items in
the scales were critically analysed by comparing items and by controlling the
operationalisation of variables.

Also, internal consistency in a survey with a sociological approach can be improved by using
sets of questions matching the same category or, as in this research, by using checklists. By
providing a set of options, the possibility of covering all participants is increased.

No extremes in responses could be explained with a fair consistency. But on the other hand,

missing responses could mask a lack of consistency.
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Content Validity The research is cross-sectional, and as such it shows the use at that time,

about half a year after the endorsement of the ICF. It was a dilemma, because the ICIDH-2
was available in the Danish version from May 2000, and this raised interest among Danish
health care professionals. The only possibility to try to validate this issue was simply to ask
the participants which versions of the ICIDH-2/ICF were in use at the setting. Those who
used the ICF, only used it as inspiration, except for one setting, which has chosen to make a
provisional translation of the ICF. Responses in general show that nearly no changes had been
made in daily routines after the Danish version of ICIDH-2 was available. Because most of
the participants have used the Interactive Model and not the levels for coding, there are fewer
possibilities for bias because of the use of different versions. Some of the responses support
this interpretation. On questions about how easy it is to differentiate concepts at different
levels in the classification, participants evaluate the superior concepts as easy, but the inferior
concepts as more difficult. However, there were some semantic problems, e.g. confusion
about the fact that dimensions in the ICIDH-2 are named as components in the ICF.
Operationalisation was made through a literature review and the choice of well-defined
concepts, represented by their components in the questions. The questionnaire has been
tested, supplied by an interview of test-participants and critically evaluated by two ICF

experts (26, 28).

Discussion of the use and the usefulness

The use of the ICIDH-2/ICF. The use is in the very early stages, so very few other studies are

available. At the present time it has only been possible to find one article about the use of the
ICIDH-2 in clinical practice. At a rehabilitation setting at RiTe in Norway they have been
using the ICIDH since 1996, followed up by later versions, for development of tools to
organize cross-professional co-operation (43). The use at RiTo corresponds to what this study
found: it is the main structure, the Interactive Model and superior concepts (the components),
that are used as a frame of reference, common language and as inspiration. RiTe has made a
form for planning rehabilitation using the dimensions of the ICIDH-2 as a structure. Lower

levels are used to make keywords in relation to the dimensions, but coding is not used.
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Usefulness. The change of focus from the individual’s body function and structure to a more
holistic focus is confirmed by the participants’ evaluation of this as a positive change, that
indicates that the ICIDH-2/ICF has given more attention to activity, participation and
contextual factors. As personal factors are not operationalised in the classification, but are
nonetheless given more attention, this could be a cue to the conclusion that the Interactive
Model is the main inspiration to clinical practice. It is an important tendency, because it
supports cross professional and cross—sectorial work and implementation of the ICF as a
common language.

The WHO encourages client-centred practice (1). This is also part of a general
aim for development in Danish health care. The expectations are that the individual will
change from being a patient or client to being an active user of the system (44). The
participants may have a client-centred perspective, but have only very sporadic thoughts
about the clients as active users of the ICIDH-2/ICF. In the client-centred perspective as well
as in the Interactive Model there are intentions of changing focus from risk and problem
orientation to resource orientation (1, 2, 6). Participants underlined that it is important to have
a common understanding of the client’s situation and to have a common language for
communication. It seems as if WHO is able to cover this through the ICF. The Interactive
Model can be seen as an “umbrella-model”, which allows test-results and other information to
be positioned in relation to each other and which can be used systematically, cross-
professionally as well. It will make it easier to form a whole picture of functioning of the
individual.

But together with these positive angles, it is important to consider how to handle
the experience of a complicated, ambiguous structure that creates doubts about its use. The
classification has been developed to meet several needs, and guidance for use on different

levels would be of great value.

Utility. Participants are concerned about the clients, teamwork and quality. From their
comments about advantages and disadvantages it is very clear that discussions about concepts
and the structure of ICF have caused confusion. Maybe the flexibility that is intended with the
ICF is not understood, or there is no agreement, for example with the possibility of
overlapping activity and participation. Disadvantages should be given attention and might

need more detailed research than this study could carry out.



The Use of ICF in Danish Rehabilitation

Usability. The participants’ evaluations of the use in relation to tests and assessment tools are
that the ICIDH-2/ICF is well integrated. A number of tests and assessments of functioning
cover some of the components in the ICF (fig.4). No test covers all the components. The
reason for the great interest in using the ICIDH-2/ICF could be that the classification is
consistent with what is already in use in clinical practice. A study in 1991 tested and found
good compatibility between the ICIDH and assessment tools. A group of Dutch occupational
therapists developed a registration form based on the ICIDH. They tested the reliability of the
form in occupational therapy diagnosis and found both inter and intra-reliability so good that
they found the form useful for survey research. Even though this is about the ICIDH, the
study can point towards classification of functioning as being suitable as a common language,
both in clinical rehabilitation practice and in research (45).

A study compared items in some commonly used tests of functioning of the
dimension activity in the ICIDH-2. The conclusion was that the tests primarily test mobility
and self-care, while the dimension of activity also covers learning and applying knowledge,
communication, domestic, interpersonal skills and major life tasks. It is suggested that tests
should be developed to cover the whole dimension (46). From the brief overview comparing
assessments and ICF (fig.4) in this study, this conclusion is not that evident. It is obvious that
mobility and self-care are core concepts for assessment of functioning and disability. But the
overview shows great variety and a number of tools covering several items, even though this
only represents 20 rehabilitation settings in one country. Over recent years occupational
therapists have developed some assessment tools which cover other items in the dimension
activity (36, 39, 40), and so have other health care professions (42).

The concept of functioning is so comprehensive that assessment tools developed
to cover certain items under the components are needed. A lot already exist and it is important
to evaluate the compatibility between these and the ICF. Tools need to be sensitive to working
conditions, because users will tailor forms, schedules and so forth to their needs. Usability is a

key to understanding this.

Occupational Therapy

It should be asked as to why half of the participants were occupational therapists (O.T.). The

snowball sampling could have cut out some potential participants, but as the ICIDH-2
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network was used as source, it is more likely that this is a picture of reality. The occupational
therapists seemed to have used the classification more comprehensively (table 1). Compared
to what can be found in literature, there is evidently a great interest in the ICIDH-2/ICF
amongst occupational therapists (6, 17-22). The long period of change of paradigm in the
profession (23), which has meant the growing importance of human occupation as a core
concept (24), has without doubt had great effect on this interest. WHQO’s presentation of the
Interactive Model, where the components activity and participation mean more focus on the
social dimension of functioning, gives new possibilities for communication about the
importance of human occupation. Furthermore, contextual factors are included as entities to
be considered when describing the functioning of an individual. It gives the chance to bring
up individual aspects, where personal factors and living conditions influence the quality of
life. Especially with the increasingly older population, the quality of life has become an
important issue and through that, attention has been focused on social participation (47).

It also brings up new discussions about core concepts, perhaps especially in
Scandinavia, where human occupation and human activity more or less cover the same O.T.
concept. Human occupation will always imply meaning and acting with a conscious purpose
and therefore not all items in “Activities and Participation” could be understood as human

occupation, e.g. changing and maintaining body position.

CONCLUSION AND PERSPECTIVES:

The research was carried out in rehabilitation, because the area often involves complicated

issues that place great demands on thorough cross-professional and cross—sectorial
cooperation. ICF has been developed to meet the need for a common language — and that is
how the participants have used the ICF. Those who were the most active in this study are
occupational therapists. The explanation could be found in the profession’s terminology,
which is matches that of the ICF well.

In any case, there is a need for further development, if the implementation of the
ICF as a general model and classification is going to be a success. It is important to take the
user aspect into consideration as well as broad information for all health care professionals. It
is necessary to consider how to handle the experience of a complicated, ambiguous structure
that creates doubts about the use. The classification has been developed to meet several needs,

and guidance for the use at different levels would be of great value. Disadvantages should be
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examined, and might need more detailed research than this study could carry out. The
compatibility between assessment tools and the ICF should be evaluated.

This research identifies the need for development of the ICF and supports the
national and international debate about this. Corresponding research in Norway and Sweden,
as planned, will be interesting. The population should be narrowed down to consist of health

care professionals in clinical rehabilitation practice and the questionnaire should be revised
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