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WHO Family of International Classifications (FIC)

NEWSLETTER

WHO-FIC Network Meeting 2011
Health Information is Vital

Cape Town: 29 October - 4 November 2011

The 2011 annua meeting of the WHO Network of Collaborating Centres for
the Family of International Classificationswill be held in Cape Town, South
Africa, a the Southern Sun Cape Sun Hotel. The meeting will be hosted by the
South African Medical Research Council (MRC).

‘Hedlth Information is Vital’, is the theme for WHO-FIC 2011. It reflectsthe
importance of accurate health information for effective health services, and the
ongoing international drive to improve the registration of vital events (births
and deaths), especially in countries with currently weak information systems for
health (http://www.whofic.org.zal/index.htm).

At http://mwww.who.int/classifi cationsg/network/meeting201/en/index.html a
provisiona timetable and meeting agendaiis available. Other meeting
documents, such as papers, posters, and meeting reportswill become available
on thiswebsite aswell. During the first five days of the meeting the
Committee & Reference Groups convene. On Thursday November 3 the
meeting will be opened officially.

Please note that participation is on invitation only. Y ou can find contact
information, information about Cape Town, accommodations and social events
at http://www.whofic.org.zalindex.htm.




Editorial

Our newdetter 2011 number 1 was completely devoted to

| CF experiences. This edition encompasses information
regarding as much as possible members of the WHO Family
of International Classifications (WHO-FIC).

Our oldest reference member isthe ICD. Inalot of
countries the tenth revised version (ICD-10) isin use. Inthe
Netherlands this goes for mortality data registration but for
mor bidity the implementation of ICD-10 in all Dutch
hospitalsis running now. Being at this stage it isinteresting
to see how other countries carried out the introduction, and
for this reason we invited our colleagues from Thailand to
tell about their lessonslearned. In the meantime the ICD is
being revised again. Revision timelines, alpha and beta
draft information and the new features of the ICD-11 are
provided. The Australian Collaborating Centre organized a
full day conference called “ Towards |CD-11 for Australia”
(July 1% 2011) in Sydney. Copies of all presentations from
this event have been placed on the AIHW website, see also:
http: //mamww.ai hw.gov.au/ TwoColumnWidel eft.aspx?pageid
=10737419473

The I CF asthe second, but younger, reference
classification meetsa lot of interest and applicationsin
several fields. A symposium organized by the University of
Sydney called “ Think before you measure” (June 29 — 30
2011) offered a possibility to get informed about |CF
related matters. Presentations are available through:
http://sydney.edu.aw/health_sciences/health systems global
_populationg/think_before_you measure/speakers.

We already mentioned the international interest in ICF asa
base for the devel opment of functioning and disability
guestionnairesin a previous newd etter. A comparison of
the question sets devel oped by the UN Washington Group
on Disability Satistics (short set) and the Budapest
Initiative is presented for your information. A short
explanationis provided aswell.

Reference is made to the WHO World Report on Disability
and its relationship with the ICF. And a few other ICF
related contributions are included. In order to enable users
to offer ideasfor |CF updates WHO established an ICF
update platform, see https://extranet.who.int/icfrevision/.
Please note that you have to create an account first, which
WHO has to authorize before you can login.

The newest reference member of the family under
development is 1 CHI, the International Classification of
Health Interventions. Why we need an ICHI aswell as
definitions, structure, content and planning of future work
are described in a short informative contribution fromthe
Family Development Committee.

One of the WHO-FIC related membersisthe | SO 9999,
Assistive products for personswith disability —
Classification and terminology. A new version has been
released July 2011. The main features of the new version
and possible items for the next revised verson in 2015 are
described. Harmonization between the subdivision used in
S0 9999 and chapter 1 of the ICF Environmental Factors
list will be part of the revision work.

Next time, we hope to be able to inform our readers about
other related members, e.g. the International Classification
of Patient Safety (ICPS) and the Classification of
Traditional Medicine. Who wants to prepare a
contribution?

For infor mation:

Marijke de Kl€ijn-de Vrankrijker

WHO-FIC Collaborating Centre in the Netherlands.
e-mail: marijke.dekleijn@rivm.nl

In Memoriam: Roberto Becker
Dear Colleagues,

We are very saddened indeed to hear of the loss of our
friend and colleague Dr. Roberto Becker. Hewas held in
great respect by his many friends and colleagues at WHO
and in the network of WHO Collaborating Centres for the
Family of International Classifications. All who had the
pleasure and privilege to know him, both on aprofessional
and on a personal level, will sorely misshim.

Dr. Becker has contributed over the past 35 years
extensively and with great success to the work of
epidemiology and hedlth-related classificationsin hisrole as
Director of the Epidemiology Division of the National
Secretariat of Basic Health Action of Brazil, and later in his
role as regional advisor for disease classification and
WHOFIC at WHO PAHO/AMRO. Dr Becker was among
the leading expertsin the implementation of ICD, ICD-0O,
and ICF, their use and maintenance.

The World Health Organization fully recognizes his
contribution and hislife-long commitment to global health
through the international classificationsand his
contributionsin the Americas, and other regions.

Our most sincere condolences go to hisfamily at this
difficult time.

Robert Jakob, on behalf of Bedirhan Ustiin, the WHO CTS,
and the WHO-FIC Network

For information:
Robert Jakob, WHO Geneva
e-mail: jakobr@who.int
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International Organizations

I nter national Organization for
Standardization

New version of 1 SO 9999 has been published

In July 2011 the new version of the international standard
SO 9999 Assistive products for persons with disability -
Classification and terminology has been published. In 1SO
9999 assistive products are classified according to their
function. 1SO 9999 is arelated member of the WHO Family
of International Classifications (WHO-FIC). This2011
version replaces the 2007 version. Besides many smaller
changes, an important change is the addition of anew class:
28 Assistive products for employment and vocational
training, based on proposals of REHADAT, the German
Information System on V ocational Rehabilitation.

Prepar ations already being madefor version 2015

The adaptation of 1SO 9999 is an ongoing process. The
New Work Item Proposal for version 2015 is aready
registered with ISO Central Secretariat in June 2011. The
preparatory stage of this new revision will start with the
registration as an approved new work item in October 2011.
The publication of the final document is planned for August
2015.

The working group WG11, responsible for the revision, will
meet in Tokyo in October 2011. During this meeting an
inventory will be made of the changesthat are necessary in
the 2015 version. One of the tasks for the new revisionisto
indicate how to deal with components and composed
products, acting as assistive productsin the classification.
Other tasks are to indicate the relation with and/or inclusion
of general productsin the classification, the revision of the
classes 18 (Furnishings and adaptati ons to homes and other
premises), 24 (Assistive products for handling objects and
devices), 27 (Assistive products for environmental
improvement, tools and machines) and 30 (Assistive
products for recreation), and to consider a separate class for
education, in relation to 04 (Assistive products for persona
medical treatment) and 05 (Assistive products for training in
skills).

Harmonizing | CF environmental factorswith 1SO 9999
A major task will be the harmonization between the
subdivision of assistive products in chapter 1 of thelist of
environmenta factors of ICF and the subdivision used in
SO 9999. In October 2010 the Family Development
Committee (FDC) of WHO has recommended future joint
work and collaboration between the technical experts of the
Functioning and Disability Reference Group (FDRG)
‘environmental factors and SO 9999 WG11 with the
objective of harmonizing the two classificationsin the
content area of assistive products. 1SO 9999, asa WHO-FIC

related classfication, should aim (agree) to have ontological
linkages to the ICF asidentified in an established content
model to enable meaningful data exchange. The FDC
supports the efforts of the FDRG to work towards alignment
of ICF and ISO 9999 at an intermediate level of granularity
(the level to be discussed and agreed at alater date). The
Family Devel opment Committee will designate a WHO-
FIC Network representative to represent the Network in the
SO 9999 revision.

Project information

Stephen Lowe, Associate Project Manager of AbleData,
USA, isthe new chairperson of WG11. He isthe successor
of TuulaHurnasti, researcher at the Injuries and Functional
Capacity Unit of the National Institute for Health and
Welfare (THL) in Finland. From the start the Netherlands
Standardization Ingtitute (NEN) administersthe ISO/TC
173/SC 2 under which WG11 resorts. Due to areduction of
the budget, NEN has decided to relinquish the secretariat in
2011. With the start of the new revision of 1SO 9999 the
Japanese Industria Standards Committee (JISC) takes over
the secretariat.

For further information on the revision process.

Mr Tsuyoshi Nakayama, nakayama-tsuyoshi @rehab.go.jp,
secretary of 1ISO/TC 173/SC 2, Research Ingtitute of the
National Rehabilitation Center for Persons with Disabilities,

Japan

For information:

Yvonne Heerkens, Chair of ISO/TC 173/SC 2
Dutch National Institute of Allied Health Care
e-mail: woittiez.heerkens@planet.nl

I nter national Classification of Health
I nterventions (ICHI)

Why an International Classification of Health
Interventions (ICHI)?

The Family of International Health Classifications (WHO-
FIC) includes 3 reference classifications: ICD, ICF and
ICHI (under development). WHO had published the
International Classification of Proceduresin Medicinein
1978 for tria purposes, but it had not been updated. This
forced some countries to develop their own intervention
classifications which largely focused on medical and
surgical interventions, and were not comparable. Others
adopted a national classification, commonly the US ICD-9-
CM Volume 3 (freely available, being replaced in 2013) or
the Australian classification (proprietary). A European
standard for classification of surgical interventions had been
developed in the 1990s (pr EN 1SO 1828), and severa
national classifications have followed this (France, Canada).

ICHI is being devel oped with a broad scope to include all
types of interventions undertaken by providersin health
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occupations, including medicine, surgery, diagnostics,
primary care, allied health and rehabilitation, assistance
with functioning, nursing, traditional medicine and public
health. It will provide an international base for health
policies to promote efficient provision of health services
(eg, activity based funding).

Structure of ICHI

In 2006, work began to develop ICHI, led by the WHO-FIC
Family Devel opment Committee. ICHI will give acommon
framework to describe and compare the provision and
effectiveness of health interventions, provide a classification
of appropriate scope and detail to which countries may align
their more finely grained national classifications, and make
available a classification that can be used without adaptation
in countries which do not wish to develop their own
classification or use another country’s coding system.

The following definition has been developed: A health
intervention is an activity performed for, with or on behalf
of aperson or a population whose purpose isto improve,
assess or modify health, functioning or health conditions.
‘Why' ahedth intervention is performed, ‘Who' performs
the intervention, and ‘Where' it is performed are all
important, but can be classified using other classifications:
e.g., Why isclassified using the ICD or the ICF. Thereisno
need to duplicate this content in ICHI.

The framework for ICHI is a categorical structure, a
minimal set of domain constraintsto represent a hedthcare
terminology in a precise domain with a precise goa. The
structure is based on three axes, Target, Action and Means.
Each Action hasa Target and aMeans. The Target axis
includes anatomy and functioning domains. The latter are
taken from ICF domains for body function, activities and
participation, and environmental factors. Actionsinclude
diagnostic, therapeutic, managing, informing, assisting and
preventing groupings. Means include surgical approach,
imaging techniques and methods. All axes remain under
review and will continue to be modified as ICHI content is
put in place.

A content model has been developed to ensure that al
concepts used in describing an intervention are
systematically described. Thisincludes concepts not
included in the axes, such as devices and medicines, and
provides linksto other appropriate term sets.

ICHI Content Development

Once the structure was in place, content of the three ICHI
axes was developed. In 2010, several volunteers used the
axes as developed at that time to map arange of
interventions from various existing classificationsto the
ICHI structure. A review of this material was considered at
the 2010 WHO-FIC meeting, and arange of modifications
to the axes were agreed. It was also agreed that ICHI would
be developed at alevel of granularity similar to ICD-9-CM
Volume 3.

Because ICD-9-CM Volume 3isfredy available, it offered
agood base for development of ICHI content. It was
recognized that substantial updating would be required. At
the 2010 WHO-FIC meeting, a sample chapter (heart
interventions) was presented mapped against the ICHI axes,
and it was agreed that this approach looked promising.

Alpha ver sion development

In June 2011, 15 participants from nine WHO-FIC
collaborating centres (representing five WHO regions) spent
two weeks in Sydney to use all the ICD-9-CM content to
develop the base for an aphaversion of ICHI. Severa
sessions were held during the period for presentation of the
material and for discussion of issuesthat had arisen. Many
improvements were made to the draft axes as aresult.

Editorial rules used in the content construction process were
documented. Examplesinclude: choosing anatomy rather
than function asthe Target when the intervention is
medical, surgical or diagnostic; where an intervention
includes severa actions, the main action or thefirst one
mentioned should be selected; actions undertaken as part of
amore comprehensive action should not be separately
coded.

ICHI coding exemplified
Three examplesillustrate the ICHI method and coding
structure:

Cryotherapy of cornedal lesion: ABELD AA 01
Target ABE Cornea
Action LD Resattachment
Means AA  Open approach

Reconstruction of intracranial vessel: AEA LF AA
Target AEA Intracranid artery
Action LF Reconstruction
Means AA Open approach

Mobilization of spinee FKC HH AH
Target FKC Mohbility of bone functions
Action HH Manual therapy
Means AH Externa

Initial discussionswere also held in Sydney on the inclusion
of functioning interventions and public health interventions
in ICHI. A further meeting on functioning interventions was
heldin Italy in September 2011. It was agreed that the
functioning content of ICD-9-CM Volume 3 needs
substantial expansion and updating to be suitable for ICHI,
and further work on interventions for rehabilitation and
mental health interventions has been commissioned.

FutureWork

The Cape Town WHO-FIC meeting in 2011 will review the
apha content that has been developed, along with the
updated axes and editorial rules, and discuss outstanding
issues. It is planned that an aphaversion be available as
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soon as possible. Use of an iCAT platform (devel oped for
the ICD-11 revision) for ICHI is being examined, so that
there will be arobust platform for input from awide range
of experts.

A limiting factor in ICHI development is the availability of
resources. Work to date, including content development, has
been done by WHO-FIC collaborating centreson a
voluntary basis. This approach should be sufficient to
receive input on the alpha version to produce a beta version.
Field testing will require specific commitment of resources.
The retirement of ICD-9-CM Volume 3 may assist in
identifying resources as affected countries seek replacement
classifications. Moves towards an international casemix
grouper, which would depend on ICD-11 and ICHI, provide
astrong business case for finalisation of ICHI.

ICHI development to date demonstrates the strength of the
capacity provided for classfication development by WHO-
FIC callaborating centres, and conversely the limited
resources that are available to these centres for activities that
are not directly linked to national agendas. Great thanks are
due to the many volunteers who have assisted to date and
additional interest is always welcome.

For information:

Richard Madden

University of Sydney, Australia

e-mail: richard.madden@sydney.edu.au

World Health Organization
World report on disability

Thefirst ever World report on disability, produced jointly
by WHO and the World Bank, suggests that more than a
billion people in the world today experience disability.

About 15% of the world®population lives with some form
of disahility, of whom 2-4% experience significant
difficultiesin functioning. The global disability prevalence
is higher than previous WHO estimates, which date from
the 1970s and suggested a figure of around 10%. This
global estimate for disability is on the rise due to population
ageing and the rapid spread of chronic diseases, aswdll as
improvements in the methodol ogies used to measure
disability.

Disability associated with unfavor able outcomes

People with disahilities have generally poorer health, lower
education achievements, fewer economic opportunities and
higher rates of poverty than people without disabilities. This
islargely due to the lack of services available to them and
the many obstacles they face in their everyday lives. The
report provides the best available evidence about how to
overcome barriers to health care, rehabilitation, education,
employment, and support services, and to create the

environments which will enable people with disabilitiesto
flourish.

Nine recommendations

The report ends with a concrete set of nine recommended
actions for governments and their partners.

1: Enable access to al mainstream systems and services.
2: Invest in programmes and services for people with
disabilities.

3: Adopt anationa disability strategy and plan of action.
4: Involve people with disabilities.

5: Improve human resource capacity.

6: Provide adequate funding and improve affordability.

7: Increase public awareness and understanding about
disability.

8: Improve the availability and quality of data on disability.
9: Strengthen and support research on disability.

This pioneering World

report on disability will

make a significant

contribution to

implementation of the

Convention on the Rights 4 v
of Personswith

Disabilities. At the

intersection of public

health, human rights and
development, thereport is

Set to become a"must

have" resource for policy-

makers, service

providers, professionals,

and advocates for people

with disabilities and their families.

WORLD REPORT
ON DISABILITY

——
—— S

Thereport can be found at:
http://www.who.int/disabilities’'world_report/2011/en/index.
html.

For infor mation:

Coen van Gool

WHO-FIC Collaborating Centre in the Netherlands.
e-mail: coen.van.gool @rivm.nl

Washington Group on Disability Statistics
Update on thework

Since 2001, the Washington Group on Disability Statistics
(WG) has devel oped, tested and adopted a short question set
of disability questions for use on national Censuses (WG-
SS; see page 6 and 7, short set questions are underlined).
The questions reflect advances in the measurement of
disability and use the World Health Organization’s
International Classification of Functioning, Disability, and
Health (ICF) as a conceptual framework.
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PREAMBLE

WG (Short Set questionsare UNDERL INED)

Bl —Mark 2

Interviewer read: "The next questions ask about difficulties you may have doing
certain activities because of aHEALTH PROBLEM.”

Interviewer read: "Now | am going to ask you some [further] questions about
[your/his/her] general mental and physical health. These questions deal with
[your/hig/her] ability to do different daily activities, as well aswith how [you have/he
has/she has]

VISION

VIS _ 1 Do you wear glasses?

VIS 2 Do you have difficulty seeing [if VIS 1 = YES. even when wearing your
|asses] ?

Optional Vision Questions
VIS_3 Do you have difficulty clearly seeing someone’s face acrossaroom[If VIS 1
= YES even when wearing [your/higher] glasses]?
VIS_4 Do you have difficulty clearly seeing the picture on acoin [If VIS 1= YES
even when wearing [your/his/her] glasses]?

[Note: Countries may choose to replace “ the picture of a coin” with an equivalent
item]

VIS 1 Do you wear glasses?

VIS _2 Do you have difficulty seeing [if VIS 1 = YES: even when wearing your
glasses]?

HEARING

HEAR_1 Do you use a hearing aid?

HEAR_2 Do you have difficulty hearing, [if HEAR 1= YES even whenusing a
hearing aid(s)]?

Optional Hearing Questions
(WG only)

HEAR_3 How often do you use your hearing aid(s)?

HEAR_4 Do you have difficulty hearing what is said in a conversation with one
other person in aquiet room [if HEAR_1 = YES even when using your hearing
aid(9)]?

HEAR_5 Do you have difficulty hearing what is said in a conversation with one
other person in anoisier room [if HEAR 1 = YES: even when using your hearing
ad(s)]?

HEAR_1 Do you use a hearing aid?

HEAR_2 Do you have difficulty hearing, [if HEAR_1 = YES. even whenusing a
hearing aid(s)]?

HEAR_3 Do you have difficulty hearing what is said in a conversation with one
other person in aquiet room [if HEAR_1 = YES even when using your hearing
ad(s)]?

HEAR_4 Do you have difficulty hearing what is said in a conversation with one
other person in anoisier room [if HEAR_1 = YES even when using your hearing
aid(9)]?

MOBILITY

MOB 1 Do you have difficulty walking or climbing steps?
M OB_2 Do you use any equipment or receive help for getting around?
MOB_3 Do you use any of the following?

A. Cane or walking stick?

B. Walker?

C. Crutches?

D. Wheelchair?

E. Artificial limb (leg/foot)?

F. Someone's assistance?

G. Other (please specify: )

1. Yes2. No [For each A-G]
MOB_4 Do you have difficulty walking 100 meters on level ground, that would be
about the length of one football field or one city block [without the use of your aid]?

NOTE: Allow national equivalents for 100 metres.
MOB_5 Do you have difficulty walking half akm on level ground, that would be the
length of five football fields or five city blocks [without the use of your aid]?

NOTE: Allow national equivalents for 500 metres.

M OB_6 Do you have difficulty walking up or down 12 steps?

MOB_7 Do you have difficulty walking 100 meters on level ground, that would be
about the length of one football field or one city block, when using your aid?

MOB_8 Do you have difficulty walking half akm on level ground, that would be the
length of five football fields or five city blocks, when using your aid?

M OB_1 Do you have difficulty walking or climbing steps?
M OB_2 Do you use any equipment or receive help for getting around?
M OB_3 Do you use any of the following?

A. Cane or walking stick?

B. Walker?

C. Crutches?

D. Wheelchair?

E. Artificial limb (leg/foot)?

F. Someone's assistance?

G. Other (please specify: )

1. Yes2. No [For each A-G]
MOB_4 Do you have difficulty walking 100 meters on level ground, that would be
about the length of one football field or one city block [without the use of your aid]?

NOTE: Allow national equivalents for 100 metres.
MOB_5 Do you have difficulty walking half akm on level ground, that would be the
length of five football fields or five city blocks [without the use of your aid]?

NOTE: Allow national equivalents for 500 metres.
M OB_6 Do you have difficulty walking up or down 12 steps?
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COMMUNICATION

COM _1 Using your usual (customary) language, do you have difficulty
communicating, for example understanding or being understood?
COM _2 Do you use sign language?

NOTE: Communication questions were not originally included in the BI-M1 set.
This domain has been adopted for inclusion by the Budapest Initiative Task Force
members at the 3-5 November 2010 meeting. This section may be omitted, at
country’s discretion.

COM _1 Using your usua (customary) language, do you have difficulty
communicating, for example understanding or being understood?

COGNITION

COG 1 Do you have difficulty remembering or concentrating?
Optional Cognition Questions
COG_2 Do you have difficulty remembering, concentrating, or both?
COG_3 How often do you have difficulty remembering?
COG_4 Do you have difficulty remembering a few things, alot of things, or aimost
everything?

COG_1 Do you have difficulty remembering or concentrating?

SELF-CARE

SC_SS Do you have difficulty with self care, such as washing all over or dressing?

UPPER BODY

UB_1 Do you have difficulty raising a 2 liter bottle of water or soda from waist to
eyelevel?

UB_2 Do you have difficulty using your hands and fingers, such as picking up small
objects, for example, a button or pencil, or opening or closing containers or bottles?

NOTE: Upper Body questions were not originaly included in the BI-M1 set. This
domain has been adopted for inclusion by the Budapest I nitiative Task Force
members at the 3-5 November 2010 meeting. This section may be omitted, at
country’s discretion.

UB_1 Do you have difficulty raising a 2 liter bottle of water or soda from waist to
eyelevel?

UB_2 Do you have difficulty using your hands and fingers, such as picking up small
objects, for example, a button or pencil, or opening or closing containers or bottles?

AFFECT (ANXIETY

AND DEPRESSION)

NOTE: Proxy respondents may be omitted from this section at country’ s discretion.

Interviewer: If respondent asks whether they are to answer about their emotional
states after taking mood-regulating medications, say: “Please answer according to
whatever medication you were taking.”

ANX_1 How often do you feel worried, nervous or anxious?

ANX_2 Do you take medication for these feelings?

ANX_3 Thinking about the last time you felt worried, nervous or anxious, how
would you describe the level of these feelings?

DEP_1 How often do you feel depressed?
DEP_2 Do you take medication for depression?

DEP_3 Thinking about the last time you felt depressed, how depressed did you feel?

ANX_1 How often do you feel worried, nervous or anxious?
ANX_2 Do you take medication for these feelings?

ANX_3 Thinking about the last time you felt worried, nervous or anxious, how
would you describe the level of these fedlings?

DEP_1 How often do you feel depressed?
DEP_2 Do you take medication for depression?

DEP_3 Thinking about the last time you felt depressed, how depressed did you feel?

PAIN

NOTE: Proxy respondents may be omitted from this section at country’s discretion.

Interviewer: If respondent asks whether they are to answer about their pain when
taking their medications, say: “Please answer according to whatever medication
you were taking.”

PAIN_1 In the past 3 months, how often did you have pain?

PAIN_2 Thinking about the last time you had pain, how much pain did you have?

PAIN_1 In the past 3 months, how often did you have pain?
PAIN_2 Thinking about the last time you had pain, how much pain did you have?

FATI

GUE

NOTE: Proxy respondents may be omitted from this section at country’s discretion.
TIRED_1 In the past 3 months, how often did you feel very tired or exhausted?

TIRED_2 Thinking about the last time you felt very tired or exhausted, how long did
it last?

TIRED_3 Thinking about the last time you felt this way, how would you describe

the level of tiredness?

TIRED_1 In the past 3 months, how often did you feel very tired or exhausted?
TIRED_2 Thinking about the last time you felt very tired or exhausted, how long did
it last?

TIRED_3 Thinking about the last time you felt this way, how would you describe
the level of tiredness?
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In 2010 the WG finalized efforts to develop an extended set
of disability questionsto be used as components of

popul ation surveys, as supplements to surveys, or asthe
core of adisability survey (WG-ES, see page 6 and 7).
Development of this extended set of questions began with a
review of existing question sets already in usein other
surveys (national or research) with the goal of expanding
upon the six WG short set domains (vision, hearing,
cognition, mobility, self care, and communication) to
include additional functional domains (upper body
functioning, affect, pain, and fatigue) and more information
per domain (for example, functioning with and without
assistance).

WG Extended Set testing

In collaboration with the United Nations Economic and
Social Commission for Asiaand the Pecific (UNESCAP),
the extended question set was cognitively and field tested in
six UNESCAP countries (Cambodia, Kazakhstan,
Maldives, Mongolia, the Philippines and Sri Lanka) with
additional cognitive testing in Canada, the United States and
South Africa. Further cognitive testing was also carried out
by the Granada Group consisting of France, Germany, Italy,
Portugal, Spain, Switzerland and the US.

Budapest I nitiative questionnaire

The Budapest Initiative (BI), ajoint effort of WHO,
UNECE, Eurostat and a number of interested countries, has
developed a short form questionnaire to provide the basis
for comparable standardized information on population
health focusing on hedth state. The questionnaire, the
Budapest Initiative—Mark 2 (BI-M2), can be used to
produce internationally comparable estimates of the
measurement of health state (see page 6 and 7). The BI-M2
isasubset of the WG Extended Set, and testing of these
questions coincided with the WG-ES testing.

Based on the results of the cognitive and filed testing from
both the UNESCAP region and the Granada Group, the Bl
recently shared the BI-M2 with Eurostat as a possible
guestion set for the 2014 version of the European Health
Interview Survey (EHIS). Thiswould facilitate both
international comparability on the individual domains and
the computation of summary measures of health state.
Developmental work and testing is continuing; particularly
to develop questions for domains (e.g., learning) that are not
included in the WG/BI sets.

Results of the UNESCAP cognitive and field tests are
available online at:
http://mww.unescap.org/stat/disability/analysis/

For infor mation:

Jennifer H. Madans

National Center for Hedlth Statistics, USA
Washington Group on Disability Statistics
e-mail: IMadans@cdc.gov
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I nter national Classification of Diseases
(ICD)

Towardsanew ICD in 2015

The Australian Institute of Health and Welfare (AIHW), in
itsrole asthe Australian Collaborating Centre for the
WHO' s Family of International Classifications, hosted
“Towards ICD-11 for Austraia’ to announce the World
Health Organization® (WHO) development process for the
International Classification of Diseases.

The ICD isbeing revised to reflect the advances in health
sciences and better fit the users’ needsincludingitsusein
computerized records and health information systems. The
ICD revision will pass through alpha and beta stages. Alpha
stage referstoinitial authoring with the scientific experts.
Beta stage refersto collaborative authoring by the interested
partiesand field testing.

|CD Revision Timelines;

May 2011 Open ICD-11 Alpha Browser to the
public for viewing

September 2011 Open ICD-11 Alpha Browser to the
public for commenting

May 2012 Open ICD-11 Betato the public —
commenting, field trials and trand ations

May 2015 Present ICD-11 at the World Health

Assembly

|CD-11 alphainformation

The Alphadraft is updated daily as the work progresses and
isintended to show the new features and content to
stakeholders early in the process. A caveat isclearly
displayed on all pages of the Alpha draft, reminding

stakehol ders that the alpha draft isincomplete, should not be
used for coding at thistime, and has not yet been approved
by the Topic Advisory Groups (TAGS), the Revision
Steering Group (RSG) or WHO. The apha-draft can be
viewed online at: http://www.who.int/classificationg/icd11/

|CD-11 betainformation

WHO will engage with interested stakehol ders to participate
inthe ICD revision process. Individuals will be able to:

* Make comments

» Make proposals to change ICD categories

* Participateinfield trids

e Assistintrandating

New |CD-11 Features

ICD-10 does not accurately reflect all advancesin heath
sciences. ICD-10 was released in 1990 and has since been
adapted by many countries. However, much has changed in
the past twenty years in the medicine and health-care
industry is not incorporated to a satisfactory level. In
addition, with the advent of computerization in health care
delivery and records ICD did not serve this purpose.
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Information Technology readiness

Many countries are transitioning to represent the medical
recordsin computerized settings. ICD is planned to be ready
for use in eectronic health records systems. For this purpose
ICD isbeing linked to SNOMED CT and other standard
terminologies. In addition, ICD mortality information is
gathered through vital registration, verbal autopsy and other
applications. Using information technology which require
standard identifiers ICD will serve new applications for
mortality reporting.

Content M odéel

To enable computerization reason for ICD Content Moddl is
a structured framework, representing the ICD knowledgein
astandard way, allowing computerization. Each ICD entity,
for example adisease is defined by “parameters’ that
represent different dimensions of the entity such as
synonyms, signs, symptoms and other features.

1. ICD Entity Title

2. Classification Properties

3. Textua Definitions

4. Terms

5. Body System/Structure Description
6. Temporal Properties

7. Severity of Subtypes Properties

8. Manifestation Properties

9. Causa Properties

10. Functioning Properties

11. Specific Condition Properties

12. Treatment Properties

13. Diagnodtic Criteria

Each parameter isthen filled in by standard value sets.
Definitions

All ICD entitieswill have definitions or key descriptions of
the meaning of the category in human readable termsto
guide users. Short or limited definitions (100 words or less)
will appear in the print version of the ICD-11, while
detailed definitions will appear in the online version.
Definitions will be compatible with the content model and
diagnostic criteria.

Topic Advisory Groups
Topic Advisory Groups are
content expertsin agiven
ICD domain. They serve as
the advisory body for specific
issueswhich are key topicsin
the update and revision
process. They function
similar to an Editorial Board
of ascientificjourna to plan
the peer review process and
advise WHO in all steps
leading to the revision of
topic sectionsof ICD inline
with the overall revision
process.

International
Classification of
Diseases

Eleventn Revinsan

[—
@
2
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Input from all Stakeholders

WHO aimsto engage all experts and stakeholdersin
making comments, making proposals and taking part in
field trids. The Content Model gives expertsthe
opportunity to make structured input, allowing users to
directly participate in the revision process. Expert and
stakehol der input will of course be subjected to ascientific
peer review process guided by Topic Advisory Groups
(TAGS).

Internet Based Platform

Using a“Collaborative Authoring Tool” known asiCAT,
interested stakeholders can participate in the revision
process using an internet-based platform. iCAT is open
year-round to allow usersto browse continuously updated
information.

Field Trialsfor Use-Cases

Two types of field trialswill be carried out during the Beta
phase: inter-rater reliability tests and bridge-coding tests.
Inter-rater reliability teststhe information on acase (live or
medical record) and will be coded by two different people
to see whether they concur on the same code. Bridge-coding
tests will check the information on a case (live or medical
record) and will be coded in ICD-10 and ICD-11to see
whether both systems yield the same codes.

Multi-lingual representations

TheICD asan international standard has to be multilingual.
The previous ICD was developed in English first and then
trand ated manually. Thisis caled Multilingual
representation, not a Trandation. The aim isto represent
equivaent concepts rather than word-by-word trand ation.
Building from experiencein previous ICD trandationsin
multiple languages and using the ICD-11 Content Model
with standard terminologies, ICD-11 will have
computerized assistance for its devel opment in multiple
languages with human experts verifying concept
equivalence.

The priority will be on 6 Officia United Nations
Languages: English, French, Spanish, Russian, Chinese and
Arabic plus German and Portuguese. Other languages will
be at the request of WHO Caollaborating Centersin different
language aress.

|CD-11 Browser

The ICD-11 Browser allows the public to browse and
search all 1ICD-11 entities, including all aspects of the
content model. Users can search and browse the foundation
layer or various linearizations. The Browser will be openin
September for commenting by the public.

For information:

Sara Cottler, WHO Geneva
e-mail: cottlers@who.int
Bedirhan Ustiin, WHO Geneva
e-mail: ustunb@who.int
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FIC around the World

Japan

Decline of Functioningin Elderly Personstwo
Months after the Great Earthquakein Japan

A great earthquake of magnitude 9.0 attacked the north-
eastern part of Japan on March 11, 2011, followed by a
strong tsunami and the meltdown of Fukushima Daiichi
Nuclear Plant. Thistriple disaster has caused great damages
to theloca communities, including 15,733 people dead,
4,462 missing (as of August 27, 2011) and at least 83,951
evacuated to temporary shelters.In addition, functioning of
the survived people was found to have declined
considerably. For example, amonth after the disaster we
conducted an on-site check-up of functioning in 102 healthy
elderly (65 years or more) personsin Sendai City, who were
staying in temporary shelters during day. It reveded a
remarkable decline in mobility and/or self-care, which was
observed in 64 persons (62.7%). Among the individual
activities, gait declinedin47.1 ; standing up from the
floor (necessary for living in traditional Japanese houses and
particularly in the temporary shelters) in 35.3%; climbing
up and down steps in 24.5%; and self-carein 15.7%. These
results were reported to the WHO-FIC FDRG meeting in
Sydney, June 2011. The present study was planned to look
at the situation after two months and look for the causative
factors.

M ethods and Participants

The place of study was the township of Minami-Sanriku,
one of the most severely damaged communities, with a
population of 16,817, which suffered 551 people dead and
437 missing after the disaster. The participants were 141
elderly persons (52 males and 89 females) with no previous
problemsin activities, who were staying in 35 temporary
shelters of the town during the day (total number of
accommodated persons were 2,935).

Instruments

Semi-constructed interviews on 60+/-2 days after the
earthquake were held by public health nurses using
‘Checklist for Disuse Deconditioning’. This checklist is
based on ICF and consists of eight questions on the states of
major activities before and after the disaster. Its purposeis
to identify the declining of functioning (mainly activities) in
ashort time. The additiona information such as pre-existing
chronic disease, new disease/trauma, the time-course of
appearance of decline of activities etc. were aso collected.
The results were analyzed statistically, including alogistic
correlation analysis.

Results
Declinein Mobility and Self-care: In total, mobility and/or
self-care declined in 59 persons (41.8%). Gait (a450)

declined in 36.9% (gait donein 12.1%), self-care (a510-
560) in 17.7% (alone in 9.9%), climbing up and down steps
(ad551) in 16.3% (adlone in 0.7%), standing up from the
floor (a4104) in 12.1% (alonein no one).

One of the merits of * Checklist for Disuse Deconditioning’
isto ask questions not only on the ‘ qualitative’ aspects
(grades of independence) of the activities, but also
‘quantitative’ ones (frequency, duration etc. of the
activities). One of the ‘quantitative’ questionsis about the
bodily motion during daytime, which had considerably
decreased in 67 persons (47.5%) compared with ‘ before the
disaster’. For example, 104 persons (73.8%) were in thetop
rank (‘Moving much aso outside home') before the
earthquake, but after it only 54 remained so. Out of the
initial 104, 23 moved down to the second rank (‘Moving
much in the home’), 24 to the third (* Sitting almost
aways'), and three even to the last but one (‘ Lying down
sometimes’). No one was in the lowest (fifth) rank (‘Lying
down amost whole day’) before, but after the disaster one
person moved down there from the third rank.

Logistic Regression Analysis showed that the factors
influencing the decline of mobility and/or self-care were, in
the order of strength of influence, 1) the reduction in bodily
motion during daytime (Odds Ratio (OR): 23.25 and 95%
Confidence Interva (Cl): 7.89-87.62), 2) disease/trauma
after the earthquake (OR: 12.90 and 95%Cl: 1.98-112.32),
and 3) bodily motion at present (OR: 4.40 and 95% Cl:
2.00-11.03). All three were highly significant.

Conclusion

The above results strongly suggest that the declinein
mobility and self-care in the essentialy healthy elderly
population after the disaster is mostly dueto ‘ Disuse
Deconditioning’ (Disuse Syndrome), caused by the inactive
lifestyle forced by drastic changes in environmental factors.
The prevention and early detection of the declinein
functioning and early intervention to it must be incorporated
to the hedlth palicy at the time of disasters.

Y ayoi OkawaMD, National Ingtitute for Longevity
Sciences, Japan

Kayo TakimuraMD, Ministry of Health, Labour and
Welfare, Japan

For infor mation:

Emiko Oikawa

Ministry of Hedlth, Labour and Welfare, Japan

e-mail: oikawa-emiko@mhlw.go.jp

North America and The Netherlands
ICF-CY Improvement Suggestions

At the Oregon Institute on Developmenta Disability, we
use the ICF-CY for development of a profile to help
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teachers and therapists compose the annual educational plan
(known as an |EPin the US) for students who use
augmentative and alternative communication (AAC); that
is, students who communicate by means other than
conventional speech. The ICF-CY is particularly well suited
for this group because AAC specidists aready use a
participation model. Additionally, unlike other systems for
describing communication function, the ICF-CY separates
speech function from communication function. Y et, there
are no existing educational planning toolsfor this
population that utilize a participation mode.

While the ICF-CY is an excellent compendium of
descriptors for health, education and socia services that has
the capability to change the way the world thinks about
disability, we recognize that it isawork in progress that will
no doubt undergo repeated revisions and finetuning asit is
embraced by practitioners and researchers worldwide.

From the perspective of our research on communication
disorders (funded by a generous grant from the Institute for
Education Sciences, US Department of Education), we have
found that the communication portions of the ICF-CY
would benefit from some el aboration and reorganization.
Aswe gleaned items for our profile, we found
communication items that are either missing, redundant or
in need of rewording. We generated the following notations
which we offered to Y vonne Heerkens of the Dutch
Ingtitute of Allied Health Care, our Dutch counterpart, for
their review (review notesin italics).

Redundancies:

i. d300's (communication) and b167 (mental functions of
language)
In the Dutch derived version for speech therapists we
have elaborated b167. Subclasses are available for
pragmatic functions, semantic functions and form
functions (phonol ogy, syntaxis, morphology) for both the
reception of written and the reception of spoken
language. According to our understanding these
functions can be separated from the activities described
in d3 communication.

i. Play addressed to varying degrees by both d880 (more
detailed) and d9200
Thereis an overlap, probably caused by the fact that
play was already in the ICF under the heading
recreation and leisure, but for children play is much
mor e that just recreation and leisure. Reading the two
classesit seems that d9200 is more about playing
together certain games; while engagement in play, d880,
is about playing with materials and objects like playing
with a doll or a dinky toy. Especially the use of the term
‘game’ in both classesis confusing.

lii. b163 (p.56) basic cognitive functions has for inclusions
“representation, knowing and reasoning” which are
either addressed in other codes or not defined adequately:
a representation=using symbols d3351, d3352, p.147; |
agree that the inclusions are not defined properly, but |
don’t think that representation is the same as producing
signs etc.

b. “knowing” is not defined;

c. theterm “reasoning” is addressed as problem solving
d175 p. 138, Idem, | don't think that reasoning isthe
same as problem solving, although it can be a part of
problem solving.

iv. reading: b16701, d166, d140, d325; writing: d345,
d145, d170, b16711. See pp. 137, 145-147, and 136-137.
Seei (redundancies), i (missing) and v (needing
reworking)

Missing:

i. Codesfor pragmatic aspects of language. Pragmatics
refersto a set of skillsfor the use of language that must
be present for competent communication. Suggestion:
remove either item b1672 Integrative Functions of
Language or item d355 Discussion; replace with
delineation of multiple pragmatic aspects of language.
As indicated we have included the pragmatic, semantic
and form functions under b167.

ii. Testtaking (or does d8202 include this?)
Test taking in a school situation d8202, in a vocational
training situation d8252 and in higher education d8302.
iii. Comprehension of single words
| agree; learning to comprehend singlewordsis
probably in d133; but comprehension as such might be
included in b167.
iv. Syntax and semantics are not well addressed for either
language acquisition or use of language.
As indicated we have included the pragmatic, semantic
and form functions under b167.

Needsreworking:
i. d455 Moving around (p.157) and d450 walking should

not be separated. Walking is a differentiated form of
d460.
Thereisindeed a problemin the whole block d450-d469;
there are different ways to go from one place to the other
or to move around: such aswalking, running, crawling,
climbing, swimming, skating, skiing, diving, riding.
There are three categories with respect the use of
(assigtive) products:

for some of the activities an assistive product can be
used when there are limitations in performing the activity
(such as a walking stick when thereisa problemin

11 Newsd etter on the WHO-FIC, Volume 9, Number 2, 2011



balance during walking), but still the activity itself can
be done; the products are additional

activities that can only be done using a certain
product (these are not assistive products), e.g. skiing and
skating (although there are e.g. adapted skies) but also
for bicycding and driving you need a bicycle or a car;
the products are inherent to the activity

There are alternative activities which can be done as

a subdtitute for activities that are severely limited; e.g.

when walking is severely limited people can use a

wheelchair to go from one place to the other; they have a

limitation in walking, but not in riding a wheelchair.

These differences must be taken into account when

rearranging chapter d4.

i. Cognitive development would be better organized
using Piagetian model.

Attention items should be together in the learning and
applying knowledge. b140 items should go with d160
items.

We agree thereis an overlap between b1400 and d161
and between b1402 and d160.
iv. B 156 items (Perceptual Function) should beinb 200's
Sensory functions, not b100’s Mental functions.
As we under stood perception is a function of the brain
and not of the senses, although the difference might not
be all that clear. Perception is about the inter pretation of
the stimuli; a patient with a stroke might have problems
in recognizing a face without having impairmentsin
visual functions.
v. Syntax, currently d 1331 and d 1332 in Learning and
applying knowledge, should be in either Mental
functions (b 167) or in Communication (d 300’s).
The decision to make basic learning a separate block has
introduced several problems like the one that is
mentioned, but al so between reading and learning to
read and writing and learning to write (as indicated
earlier). Learning ismore a ‘phase’ (better be included
using a qualifier) than a different class. Thereisa
specific problem when learning isin the activity
classification but what is learned isin the classification
of functions: e.g. mental functions of language (b167)
and acquiring language (d133).

Use of the words acquiring and lear ning is confusing.
The definition of some of the “acquiring” items includes
the term “learning.”
| agree.

Sections on communication, d 300’s, needs more
parallel structure between “receiving” and “producing”
items. For example, “receiving” hasitems for simple and

VI.

Vii.

12

complex messages, but we don’'t have any such
delineation in “producing” items.
We think that the differentiation between simple and
complex is‘too smple’. We propose to replace thisby a
distinction between the literal (explicit) meaning and the
figurative (implicit) meaning of messages both in
producing and under standing of messages.

viii.We recommend a compl ete reworking the
communication section, so that it reflects current models
of language form, content and use.
We agree, but including b167.

Conclusion

It is notable that the two groups of researchers have
independently found many similar opportunities for
elaboration and revision within several sections of the ICF-
CY to make them more useful for practitionersin thefield
communication disorders. This coincidence of suggested
revisions across two languages and cultures pointsto the
benefit of recruiting practitioners worldwide for the ICF-CY
revision process. The above notations are mainly
suggestions for specific items. Aswe worked with the ICF-
CY, wefdt that the entire tool would be much easier to use
for al agesand levels of functioning if it reflected a
developmental sequence across al domains of human
functioning. We hope that thiswill be aprimary goal in the
revision processfor ICF 2.

For infor mation:

SandraA. M. Steiner, MA, CCC-SLP
Oregon Ingtitute on Developmental Disability
Oregon Health & Science University, USA
e-mail: steinesa@ohsu.edu

Yvonne Heerkens, Chair of ISO/TC 173/SC 2
Dutch National Institute of Allied Health Care
e-mail: woittiez.heerkens@planet.nl

Thailand

L essons L earned From I mplementation of 1CD-10
in Thailand

Implementation of ICD-10in Thailand

Thailand has been using the International Classification of
Diseases and Related Health Problems— ICD since the year
1950 [1]. We used ICD-7, and later ICD-8, for mortality
coding and dtatistics before ICD usage for morbidity coding
and statistics began in 1963. 1CD-9 was used during 1980-
1993 before implementation of ICD-10 in 1994.

Training of clinical coders

Despite the Ministry of Public Health announcement of
ICD-10 implementation in 1994, formal ICD-10 training for
clinica codersdid not start until 1997. First ICD-10 training
for trainers workshop was conducted under guidance of the
Australian ICD Collaborating Centre with Sue Walker asa
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main teacher. Now we have abasic ICD training workshop
and an advanced ICD training workshop. ICD-10 training in
Thailand created huge amounts of ICD-10 clinical coders
within 15 years. Until now, more than 20,000 clinical
coders were trained. Unfortunately, training demands never
decrease, due to high turnover rate and deficiency of clinica
codersin hospitals.

Creating of awareness and asking for co-operations
from medical doctors

Medical doctors play amajor role as creator of input
sourcesfor ICD coding. So we needed to give medical
doctors the most important key knowledge, being how to
write good diagnosis summary and death certificate. The
guideline on how to write good diagnosis summary and
death certificate was created in 1998. The Ministry of
Public Health published and distributed the guidelineto dl
medical doctorsin Thailand in 1999.

Development of coding quality improvement system
ICD coding quality has been monitored by the Ministry of
Public Health since 1999 after discovery of ahigh
percentage of ill-defined cause of death in Thailand
mortality statistics [2]. We found two major coding quality
problems: incorrect codes and missing of co-
morbidity/complication codes. So we started coding quality
improvement system in 1999. The system included medical
records and death certificate audit, re-training medical
doctors and clinical coders when needed, and certified
coders program. This methods improved outcome of ICD
coding quality significantly [3].

Furthermore, we established a certified coders programin
2006, which will assess each coder’ s competency and
certify him/her based on level of achievement. We use
recommendations from the WHO-FIC Education
Committee [4] to classify coders as entry level, intermediate
level and expert level. For entry level we do not certify, but
for intermediate and expert level the coder must pass coding
examination before getting the certificate. During 2006-
2010, six intermediate level examinations were conducted;
around 400 coders out of 1,000 coders passed the exam and
got the certificate issued by the Ministry of Public Health.
We plan to conduct first expert level certification in 2012.

ICD-10-Thai Modification in 2000

Modification of ICD-10 in Thailand happened after the ICD
office discovered that some medica doctorsin Thailand
added more termina digits to ICD-codes to makeit “more
specific”’. Because ICD-10 did not include codes of
common diseasesin Thailand (for example: necrotizing
fasciitis, green pit viper poison snake bhite, Dengue shock
syndrome etc.) and doctors demands increased very fast, the
Ministry of Public Health, in co-operation with medical
schools, medical associations and other stakeholders, started
an ICD-10-Thai Modification in 2000. After pilot testing for
four years, the Ministry of Public Health adopted ICD-10-

TM to be used in morbidity coding in Thailand from 2005
onward [5].

L essons lear ned from implementation of ICD-10
Looking back into the past, we could identify four key
success factors for ICD-10 implementation:

1. Manage the process of change of all key-implementation
elements.

Resistence to change occurred every time wetried to
introduce a new way of working, including ICD-10
implementation. Before the first ICD-10 training course, we
had to convince the Ministry administrators about the
importance of ICD-10 coding in mortality and mortality
statistics, about the need for mass training of clinical coders,
and about the role of medical doctorsin relation to code
quality. In addition, we had to change the way clinical
codersdid ICD coding from browsing alist of diagnosis-
codes, to standard volume 3 and volume 1 based coding.
We had to change the way the doctors wrote diagnosis
summaries and death certificates, and we had to implement
the new medical record and coding audit systeminto
hospitals. All these devel opments need good change
management.

2. Co-operation with all stakeholdes organizationsin the
country.

Since the implementation processes affects al doctors,
clinical coders, hospitals and some organizations - both
public and private sectors - a network must be formed. The
Minigtry of Public Health did great on networking with
medical schools, medical association, the World Health
Organization-Thailand office, re-imbursement agencies.
The sense of belonging established in the network will also
facilitate future updating and maintenance works of the ICD
in Thailand.

3. Creation of new leadersin all levels.

ICD-10 leaders were created since the first ICD-10 training
for trainersin Thailand. This group of trainers became
resource persons and lecturers, some were retired but most
of them are actively co-operating with the Thai Health
Coding Center. Most of the certified coders help the center
on answering coding questions in the website via web-board
or web-forum. These leaders have good attitudes on the
importance of ICD in the health information system and can
promote future activities on implementation of ICD to
outsiders or new-comers.

4. Keep going.

Just keep putting efforts on implementation! Thiswork in
Thailand and we hope it will work in other countries as
well.

Surprisingly, changes in hardware and software technology
had little impact on successful implementation of ICD-10in
Thailand during the past 15 years. This may due to the fact
that we could not use the computer to do the ICD-coding
instead of human coders aswell as we could not use the
computer to do good diagnosis summary instead of medical
doctors. However, if software devel opers can produce
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programs that could perfectly do the mentioned tasks
correctly, then we may use the program in implementation
of ICD inthefuture.
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Australia

Using the | CF to under stand sexuality and
Cerebral Palsy

In my doctoral thesis entitled Making Sense of Sex with
People with Cerebra Palsy | explored how people with
Cerebral Palsy congtruct their own sexuality and the
salience of the socio-sexua schemawhich areinvolved in
this process. The study aimed to address three questions; 1)
the relative salience of public, interactiona and private
sexua schemain the construction of sexudity for people
with Cerebral Palsy, 2) how people with Cerebral Palsy
construct sexua participation and particularly sexual
spontaneity, and 3) how people with Cerebrd Palsy describe
their sexuality. This project utilized a hermeneutic
phenomenological approach to explore these questions. For
this research, seven in-depth, semi-structured interviews
were conducted with five men and two women with
moderate to severe Cerebral Palsy. In doing so, my
dissertation aimed to build on research to fill the gap
between how sexuality and disability is constructed external
to theindividual and how the individual constructs their
own sexuality.

Within my dissertation, participant dataindicated that how
people with Cerebral Palsy perceive sexua experiences with
others (interactional) isthe most influential factor in the

construction of their sexuality. In hindsight, the Activities
and Participation component of the ICF may have supported
the hermeneutic phenomenological approach used within
my thesis. As such, the results could have been
systematically described and interpreted in terms of
participants perceptions of their performance and capacity
in each of the nine domains (i.e., learning and applying
sexua knowledge, sexual communication, domestic life,
self care, etc.).

In addition, my thesisindicated that public influences were
the second most important factor in the construction of
sexuality by people with Cerebral Palsy. In this respect
contextua factors, particularly environmental, could have
been useful in interpreting participants perspectives on the
influence of society on their sexuality. Namely, participant
assessments of their performance as a sexual member of
their society and their sexual capacity to execute actions
(e.g., sexual intercourse) and tasks (e.g., pleasing one’s
sexua partner) may have been a better indication of societal
influence on their constructions of sexuality.

Finally, the results of my research indicated that private
influences were the least influential factor inthe
construction of sexuality within people with Cerebral Pa sy.
In retrospect, the persond factors as described by the ICF
may have proved handy in deciphering the influence of an
individual’slife and living (i.e., gender, race, age,
upbringing, coping styles, social background, past and
current experiences, etc) on their sexuality. For example,
private influences may play a more important role than
indicated within my thesisif they had been explored and
interpreted with the ICF in mind. While participation,
environment and individual experiences were addressed
within the discussion of my dissertation the formalized and
systematic construction of the ICF may have provided a
stronger foundation upon which the results of my research
and their interpretations could have been based.
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Tinashe M Dune, PhD

Australian ICF, Disability and Rehabilitation Research Program,
Faculty of Health Sciences, University of Sydney, Australia
e-mail: tinashe.dune@sydney.edu.au

ICF References

2957 Abbott A, Hedlund R, Tyni-lenne R. Patient®
experience post-limbar fusion regarding back problems,
recovery and expectations in terms of the international
classification of functioning, disability and health Disability
and Rehabilitation, 2010 online

2884 Achar SG, Rajakumar N, Shivanna M B.
Ethno/medico/botanical knowledge of Khare/vokkaliga
community in Uttara Kannada districht of Karnataka, India
Journal of Complementary and Interactive Medicine, 2010 7(26)

Newsd etter on the WHO-FIC, Volume 9, Number 2, 2011



2864 Adolfsson M, Granlund M, Bjérk-Akesson E,
Ibragimova N, Pless M. Exploring changes over timein
habilitation professi onal SGer ceptions and applications of the
International Classification of functioning, Disability and Health,
version for Children and Youth (ICF-CY) Journal of rehabilitation
medicine, 2010 42(7) 670-678

2906 Adolfsson M, Malmqvist J, PlessM, Granuld M.
Identifying child functioning from an ICF-CY per spective:
Everyday life situations explored in measures of participation
Disability and Rehabilitation, 2010 online

2982 Alderman N, Wood RL, Williams C. The development of
the st andrew®-swansea neurobehavioural outcome scale;
Validity and reliability of a new measure of neurobehavioural
disability and social handicap Brain Injury, 2010 25(1) 83-100

2844 Altman B, Black K, Loeb M, Madans J, Maitland A et
all. Final report of the UN Development Account project
Improvement of Disability Measurement and Satisticsin Support
of Biwako Millennium Framewordk and Regional Census
Programma United Nations ESCAP,

2960 Amann K, Stracke R, Vétrup C, Kuefner R, Roeb-
RienasW. Towards a Consent on Developing an |CF-Core Set
Alcohol and Drug Dependence - A Pilot Study with 20 Experts on
Addiction Suchttherapie, 2010 articlein press

2898 Ander son P, Madden. Design and quality of ICF-
compatible data items for national disability support services
Disabil Rehabil, 2010 online

2968 Andreas S, Bruett AL, HarriesHedder K, et al.
characteristicsin Functioning, Activities and Participation Bases
on the ICF in Patienst with Substance-Abuse Related Disorders
Suchttherapie, 2010 article in press

2892 Avila CC, Cabello M, Cieza A, Vieta E, Ayuso-M ateos
JL. Functioning and disability in bipolar disorders. A systematic
review of literature using the ICF as a reference Bipolar
Disorders, 2010 12(5) 473-482

2933 Ayis S, Arden N, Doherty M, Pollard B, Johnston M,
Dieppe P. Applying the impairment, activity limitation, and
participation restriction constructs of the |CF model to
osteoarthritis and low back pain trials: A reanalysis Journal of
Rheumatology, 2010 37(9) 1923-1931

2847 Baird Kanaan S. Classifying and Reporting Functional
Satus NCVHS, 1-17

2913 Bershadsky J, Kane RL. Place of residence affects routine
dental carein theintellectually and developmentally disabled
adult population on medicaid Health Services Research, 2010 45
1376-1389.

2944 Bjork-Akesson E, Wilder J, Granlund M, PlessM,
Simeonsson R et al. The International Classification of
Functioning, Disability and Health and the version for children
and youth as atool in child rehabilitation/early childhood
intervention - feasibility and usefulness as a common language

and frame of reference for pract Disability and Rehabilitation,
2010 online

2873 Boldt C, Grill E, Bartholomeyczik S, Brach M et all.
Combined application of the International Classification of
Functioning, Disability and Health and the NANDA-I nternational
Taxonomy |1 Journal of Advanced Nursing, 2010 66(8) 1885-1898

2918 Borg J, Larsson S, Ostergren PO, Eide AH. The Friction
Model - A dynamic model of functioning, disability and contextual
factors and its conceptual and practical applicability Disability
and Rehabilitation, 2010 32 (21) 1790-1797

2837 Brouwer S. Disability in chronic low back pain.
Psychometric properties of dI- and workrelated instruments
Rijksuniversiteit Groningen, 2010 4

2981 Buntinx WHE, Schalock RL. Models of disability, quality
of life, and individualized supports: Implications for professional
practice in intellectual disability Journal of Policy and Practicein
Intellectual Disabilities, 2010 7(4) 283-294

2872 Calmels P, Genty M, WirotiusJM, Fayolle-Minon |, Le-
Quang B, Yelnik A. Criteriafor the use of physical medicine and
rehabilitation in the management of cancer patients Oncologie,
2010 online 1-7

2879 Carlson JF, Benson N, Oakland T,. Implications of the
international classification of functioning, disability and health
(icf) for test development and use School Psychology I nternaional,
2010 31(4) 353-371

2956 Cerniauskaite M, QuintasR, Boldt C, Raggi A, Cieza A
et al. Systematic literature review on ICF from 2001 to 2009: its
use, implementation and operationalisation Disability and
Rehabilitation, 2010 online

2919 Chen M, Yang C., He D, Zhang S, Jiang B. Soft tissue
reduction during open treatment of intracapsular condylar
fracture of the temporomandibular joint: our institution®
experience. Journal of oral and maxillofacial surgery : official
journal of the American Association of Oral and Maxillofacia
Surgeons, 2010 68(9) 2189-2195

2920 Cheun WY, Pond GR, Hedegrave RJ, Enright K,
Potanina L, Siu LL. The contents and readability of informed
consent forms for oncology clinical trials. American journal of
clinical oncology, 2010 33(4) 387-3952

2942 Chiappedi M, Bgjor M. Corpus callosum agenesis and
rehabilitative treatment Ital J Pediatr, 2010 36(1) 64

2899 Cieza A, Gebhardt C, Kirchberger I, Stucki G.
Validation of the comprehensive IFC Core Set for rheumatoid
arthritis: The perspective of physicians Journal of Rehabilitation
Medicine, 2010 42(8) 780-788

2949 Clarck BC, Taylor JL, Hoffman RL, Dearth DJ, Thomas
JS. Cast immohilization increases long-interval intracortical
inhibition Muscle Nerve, 2010 43(3) 363-372

Newsd etter on the WHO-FIC, Volume 9, Number 2, 2011



2988 Conclave M, Fuaro G, SalaM, Martinuzzi A, Russo E et
al. The ICF and Labour Policies Project: Thefirst Italian nation-
wide experience of ICF implementation in the labour sector
Disability and Rehabilitation, 2010 31(s1) S-16-S21

2916 Continisio, Gl, Continisio P, Esposito V, Licciardi F et al.

Use of ICF in the care of children and adolescents with mental
retardation Quaderni ACP 17 (1) pp. 8-13., 2010 17(1) 8-13

2888 Dempsey L, Skarakis-Doyle EE. Developmental language
impairment through the lens of the ICF: An integrated account of
children@functioning Journal of Communication Disorders, 2010
43(5) 424-437

2980 Emck C, Bosscher RJ.. Aninstrument for psychomotor
diagnosis and indications for psychomotor therapy in child
psychiatry Body, Movement and Dance in Psychotherapy, 2010
5(3) 244-256

2860 Erdmann PG, Lindeman E, Cats EA, Berg LH van den.
Functioning of patients with mulyifocal motor neuropathe Journal
of the Peripheral Nervous System, 2010 15(2) 113-119

2972 Escorpizo R, Davis K, Stumbo T. Mapping of a standard
documentation template to the ICF core sets for arthritisand low
back pain Physiotherapy Research International, 2010 15(4) 222-
231

2971 Escorpizo R, Finger ME, Glaessel A, Cieza A. An
International Expert Survey on Functioning in Vocational
Rerhabilitation Using the International Classification of
functioning, Disability and Health Journal of Occupational
Rehabilitation, 2010 articlein press

2870 Ewert T. Report of the 8th national |CF user in conference
held on March 10, 2010 in Leipzig Rehabalitation, 2010 49(4)
256-258

2887 Fernandez-L opez JA, Fernandez-Fidalgo M, Cieza A.
Quality of life, health and well-being conceptualizations from the
per spective of the International Classification of Functioning,
Disability and Health (ICF) Revista Espanola de Salud Publica,
2010 84(2) 169-184

2927 Fischer W, Blanco J, Butt M, Hund M, Boldt C.
Performance oriented payment system for rehabilitation
Neurologie und Rehabilitation, 2010 16(3) 113-130

2969 Fisher M1, Howell D. The power of empowerment: An CF-
based model to improve self-efficacy and upper extremity function
of survivors of breast cancer Rehabilitation Oncology, 2010 28(3)
19-25

2984 Fougeyrollas P. La funabule, lefil et la toile.
Transformations reciproques du sens du handicap Les Presse de
[©niversite Laval, 2010

2987 Francescutti C, FratturaL, Troianao R, Gongolo F,
Martinuzzi A et al. Towards a common disability assessment
framework: theretical and methodological issuesfor providing

public services and benefits using |CF Disability and
Rehabilitation, 2009 31(sl) S8-S15

2991 Francescutti C, Fusaro G, Leonardi M, Martinuzzi A et
al. Italian I CF training programs: Describing and promoting
human functioning and research Disability and Rehabilitation,
2009 31(sl) $A46-49

2986 Francescutti C, Martinuzzi A, Leonardi M et al. Eight
years of ICF in Italy: Principles, results and futurer perspectives
Disability and Rehabilitation, 2009 31(s1) $4-S7

2936 Gebhardt C, Kirchberger I, Stucki G, Cieza A.
Validation of the comprehensive |CF Core Set for rheumatoid
arthritis: the perspective of physicians. Journal of rehabilitation
medicine ; officia journal of the UEM S European Board of
Physical and Rehabilitation Medicine, 2010 42(8) 780-788

2840 Geertzen JHB, Es CG van, Dijkstra PU. Sexuality and
amputations. a systematic literature review Disabil Rehabil, 2009
31(7) 522-527

2967 Giannattasio A, Officioso A, Continiso G, Griso G,
Storace C et al. Psychosocial issuesin children and adolescents
with HIV infection evaluated with a world healthorgani zation age-
specific descriptor system Journal of Developmental & Behaviora
Pediatrics, 2010 article in press

2974 Giardini A, Ferrari P, Majani G, MariaNegri E, Ross S,
Magnani C, Preti P. International classification of functioning,
disability and health (ICF) and quality of life in cancer patientsin
aterminal condition Giornale Itdiano di Medicinadel Lavoro ed
Ergonomia, 2010 32(3 suppl. B) B29-B36

2962 Gradinger F, Cieza A, Stucki A, Michd F, Bently A,
Oksenberg A, Roger sAE et al. Classification of Functioning,
Disability and Health (ICF) Core Setsfor personswith deep
disorders: Results of the consensus processintegrating evidence
from preparatory studies Sleep Medicine, 2010 articlein press

2897 Gradinger F, Glaessdl A, Bentley A, Stucki A. Content
comparison of 115 health status measuresin sleep medicine using
the International Classification of Functioning, Disability and
Health (ICF) as a reference Sleep Med Rev, 2010 online

2905 Gradinger F, Glaessel A, Bentley A, Stucki A.
International Classification of Functioning, Disability and Health
(ICF) asareference Reviews, 2010 online

2983 Greenberg M S. Annual Report of the WHO Collaborating
Center for the Family of International Classifications for North
America, October 2009 - September 2010 , 2010 1-55

2861 Grill E, Mittrach r, Mueller M, Mutschler W,

Schwar zkopf SR. Systematic review of measurement instruments
and concepts used for functioning outcome in multiple trauma
Unfallchirurg, 2010 113(6) 448-455

2976 Grotkamp S, CibisW, BehrensJ, Bucher PO, Destjen
W, Nyffeler 1D, et al.. Personal contextual factors of the ICF

Newsd etter on the WHO-FIC, Volume 9, Number 2, 2011



draft fromthe working group "1CF" of specialty group Il of the
geman society for social medicine and prevention
Gesundheitswesen, 2010 72(12) 908-916

2833 Grotzbach H. Defining therapy goals: Paternalistic or
cooperative? L.O.G.O.S. Interdisziplinair, 2010 18(2) 119-126

2854 Grygielska J, M oskalewicz B. A multidisciplinary
approach towards chronic rheumatic diseases Reumatologia,
2010 48(2) 73-80

2894 Gutenbrunner C, Bender T, Cantista P, KaraguelleZ. A
proposal for a worldwide definition of health resort medicine,
balneology, medical hydrology and climatology International
Journal of Biometeorology, 2010 54(5) 495-507

2891 Hagedll P, Nilsson MH, Westergren A, Carlsson G.
Uncovering indicators of the international classification of
functioning, disability and health from the 39-item parkinson®
disease questionnaire Parkinson®Disease, 2010 art. no. 9874673

2953 Heerkens Y, Claus E, Hagedoren E, Jonker H, Muylkens
J et al. Functioneringsgerichte aanspraak op hulpmiddelen: de
client centraal Revalidata, 2010 158(32) 16-20

2866 Heerkens Y, Claus E, Hagedoren E, Jonker H, Muylkens
J, Bougie Th, Ravenshberg D van, Vreeswijk P.. Verdag van het
Project Opstellen Richtlijnen voor Functiegerichte Aanspraak
hulpmiddelen. RiFA. Fase 1 opstellen van een basisrichtlijn CG
Raad, 2010

2912 Heerkens Y, Postema K, Linde H van der, Bougie Th. A
protocol to assist orthopaedic shoe technicians to provide patients
with proper footwear Revalidata, 2010 157(32) 59

2875 Hirono N. Caring for patients with Alzheimer disease Brain
and Nerve, 2010 62(7) 797-802

2939 Hollenweger J. MHADIES®matrix to analyse the
funtioning of education systems Disability and Rehabilitation,
2010 online

2965 Jelsma J, Scott D. Impact of using the |CF framework asan
assessment tool for studentsin paediatric physiohterapy: a
preliminary study Physiotherapy, 2010 article in press

2881 Jette AM.. Invited commentary on the ICF and physical
therapist practice Physical Therapy, 2010 90(7) 1064-1065

2841 KarsC, Hofman M, Geertzen JHB, Pepping GJ, Dekker

R. Participation in sports by lower limb amputees in the Province
of Drenthe, The Netherlands Prosthet Orthot Int, 2009 33(4) 356-

367

2935 Khan F, Amatya B, Ng L. Use of the International
Classification of Functioning, Disability and Health to describe
patient-reported disability: a comparison of Guillain Barré
syndrome with multiple sclerosisin a community cohort. Journal
of rehabilitation medicine; 2010 42(8) 708-714

17

2886 Kirchberger I, Sinnott A, Charlifue S, Kovindha A,
Luethi H, Campbel R, Zwecker M, Scheuringer M, Cieza A.
Functioning and disability in spinal cord injury fromthe
consumer perspective: An inernational qualitative study using
focus groups and the ICF Spinal Cord, 2010 48(8) 603-613

2961 Klein J, Bucholz A, Lindenmeyer J, Rist F. Predictors of
Functioning at Entry and Discharge of Alcohol Rehabilitation
Treatment Suchttherapie, 2010 article in press

2842 Kohler F, Cieza A, Stucki G, Geertzen JHB, Burger H,
Dillon MP et all. Developing Core Sets for persons following
amputation based on the International Classificaion of
Functioning, Disability and Health as a way to specify functioning
Prosthet Orthot Int, 2009 33(2) 117-129

2985 K ostanjsek N. Implementation of ICF and ICF-CYin Italy
Disability and Rehabilitation, 2009 31(s1) S1-S3

2964 Kubincova A, Taka P, Legath L. Principles of
rehabilitation management in occupational pneumopathies from
the ICF point of view Rehabilitace a Fyzikalni Lekarstvi, 2010
17(3) 101-106

2922 Kuhlow H, Fransen J, Ewert T, Stucki G, Forster A,
Langenegger T, Beat M. Factors explaining limitationsin
activities and restrictionsin participation in rheumatoid arthritis
European Journal of Physical and Rehabilitation
MedicinEuropean Journal of Physical and Rehabilitation Medicin,
2010 46(2) 169-178

2843 Lakke E, Soer R, Takken T, Reneman MF. Risk and
prognostic factors for non specific muscoloskeletal pain: A
synthesis of evidence from systematic reviews classified into ICF
dimensions Pain, 2009 147 153-164

2856 L angeveld SA van, Post MW, Asbeck FW van, Horst P
ter, LeendersJ, PostmaK, Rijken H, Lindeman E. Contents of
physical therapy, occupational therapy, and sport therapy
sessions for patientswith a spinal cord injury in three Dutch
rehabilitation centres Disability and Rehabilitation (early online),
2010 online 1-11

2908 Lee AM . Using the ICF-CY to organise characteristics of
children@functioning Disability and Rehabilitation, 2010 online

2874 Lee AM. Using the ICF-CY to organise characteristics of
children®functioning Chapel Hill School of Education, 2010

2836 L dieveld O. Physical Activity and Physical Firnessin
Juvenile Idiopathic Arthritis Rijksuniversiteit Groningen, 2010 11

2938 Leonardi M, Chatterji S, Ayuso-Mateos JX, Hollenweger
J et al. Integrating research into policy planning: MHADIE
policy recommendations Disability and Rehabilitation, 2010
online

2990 Leonardi M, Meucci P, Albanes F, Invernizzi V €t al.
The White Book on disability in Italy: an ICF-based Italian Survey
Disability and Rehabilitation, 2010 31(s1) S40-$45

Newsd etter on the WHO-FIC, Volume 9, Number 2, 2011



2950 Leonardi M, Raggi A, Ajovalasit D, Bussone G, D'amico
D. Functioning and disability in migraine Disability and
Rehabilitation, 2010 online

2940 Leonardi M. Mesuring health and disability: supporting
policy development. The European MHADIE project Disability
and Rehabilitation, 2010 online

2932 Levo H, Stephens D, Poe D, Kentala E, Pyykké |. Use of
ICF in assessing the effects of Meniere®disorder on life Annals
of Otology, Rhinology and Laryngology, 2010 119(9) 583-589

2924 Liptak GS., Kennedy JA, Dosa NP. Youth with spina
bifida and transitions; Health and social participationin a
nationally represented sample Journal of Pediatric, 2010 157 (4)
584-588

2895 L ogerstedt DS, Snyder-Mackler L, Ritter RC, Axe M J,
Altman RD, Chu C, Delitto A et all. Knee pain and mobility
impairments. meniscal and articular cartilage lesions The Journa
of orthopaedic and sports physical therapy, 2010 40(6) A1-A35

2951 Magas S, Post Mw. A comparative review of contemoprary
participation measures@sychometric properties and content
coverage Arch Phys Med Rehabil, 2010 91(9 suppl) S17-28

2945 Mar coni B, Filippi GM, Koch G, Giacobbe V, Pecchioli
C,VersaceV et al. Long-term Effects on Cortical Excitability
and Motor Recovery Induced by Repeated Muscle Vibration in
Chronic Sroke Patients Neurorehabil Neural Repair, 2010 online

2890 M cCormack J, Mcleod S, Harrioson LJ, McAllister L.
Theimpact of speech impairment in early childhood: Investigating
parents and speech-language pathologists' per spectives using the
ICF-CY Journal of Communication Disorders, 2010 43(5) 378-
396

2853 M cDougall J, Wright V, Rosenbaum P. The ICF modd of
functioning and disability: Incorporating quality of life and humen
development Developmental Neurohabilitation, 2010 13(3) 204-
11

2852 M cDougall J, Wright V. The ICF-CY and Goal
Attasinment Scalling: Benefits of their combined use for pediatric
practice Disability and Rehabilitation, 2009 31(16) 1362-1372

2970 McElroy TA, DavisA, Hunt C, Dadul J, Stanba T,
Larson C. Navigating a way forward: Using focused ethnogrphy
and community readiness to study disability issuesin Ladakh,
India Disability and Rehabilitation, 2010 33(1) 17-27

2928 Ménoni V, Noél L, Leforestier JF, Dimet J, Doz F,
Chatellier G, Tréluyer J.M, Chappuy H. The readability of
information and consent formsin clinical research in France
PLoS ONE, 2010 5(5) 1-5

2838 Meulenbelt H. Skin problems of the stump in lower limb
amputees Rijksuniversiteit Groningen, 2010 115

2904 Mishra A, Rangasayee R. Development of | CF based

meauring tool for inclusive education set UPS Asia Pacific
Disability Rehabilitation Journal, 2010 21(2) 57-69

2849 Mont D, Loeb M. A functional approach to assessing the
impact of health interventions on people with disabilities , 2010

2914 M organte F, Dattola V, Crupi D, Russo M, Rizzo V,
Ghilardi MF, et al. Iscentral fatigue in multiple sclerosisa
disorder of movement preparation? Journal of Neurology, 2010
articlein press 1-10

2941 M organte F, Dattola V, Crupi D, Russo M, Rizzo V et al.
Iscentral fatigue in multiple sclerosis a disorder of moverment
preparation? JNeurol, 2010 online

2921 M sall, M .E.. Developing preschool surveillance tools for
adaptive functioning: Lessonsfor neuro-oncology European
Journal of Paediatric Neurology, 2010 14(5) 368-379

2973 Muijzer A, Groothoff JW Boer WEL de, Geertzen JHB,
Brouwer S. The assessment of effortsto return to work in the
European Union European Journa of Public Health, 2010 20(6)
689-694

2966 Napel H ten, Mens T van. Einddlijk over op de ICD-10.
NTMA, 2010 141(37) 4-11

2883 Neubert S, Sabariego C, Sier/Jarmer M, Cieza A.
Development of an ICF/based patient education program Patient
Education and Coundeling, 2010 online

2930 Noonan VK, Kopec JA, Noreau L, Singer J, Masse L C,
Zhang H, Dvorak MF. Comparing the validity of five
participation instrumentsin persons with spinal conditions.
Journal of rehabilitation medicine: official journal of the UEMS
European Board of Physical and Rehabilitation Medicine, 2010
42(8) 752-757

2834 Nurnberg W, Vieluf D. |CF-based rehabilitation of
chronic atopic diseases Allergologi, 2010 33(6) 271-278

2943 O'Dnovan M A, Good A. Towards comparability of data:
using the ICF to map the conrtasting definitions of disability in
Irish surveys and census, 2000-2006 Disability and
Rehabilitation, 2010 online

2958 Paalman L, M oelder J, Seifert C, Bodenstaff A, Kuijer-
Siebelink W. Het koppelen van de Taksatieschaal Arbeid aan de
ICF-CY Ergotherapie, 2010 7 18-21

2937 Palmcrantz SM, Holmgqvist LW, Sommerfeld DK.
Development, validity and reliability of a postal questionnaire
assessing health states relevant to young persons with stroke in
Sweden Disability and Rehabilitation, 2010 online

2869 Pfeifer K, Sudeck G, Brueggemann S, Huber G. DGRW-
update: Exercisetherapy in medical rehabilitaion effects, quality,
per spectives Rehabalitation, 2010 49(4) 224-236

2848 Pijnakker P. Homeopathie en ICF , 2008 1-42

Newsd etter on the WHO-FIC, Volume 9, Number 2, 2011



2900 Post MW, Visser-Melly JM, SchepersV, Dussen L van
der, Kap A, Priesterbach AR, Zee CH van der. Reproducibility
of three self-report participations measures. The |CF Measure of
Participation and Activities Screener, the Participation Scale, and
the Utrecht Scale for Evalutation of Rehabilitation-Participation
Journal of Rehabilitation Medicine, 2010 42(8) 725-757

2859 Post MWM, Kirchberger |, Scheuringer M, Wollaar s
MM, Gey S. Outcome parametersin spinal cord injury research:
A systematic review using the International Classification of
Functioning, Disability and Health (ICF) as a reference Spinal
Cord, 2010 48(7) 522-528

2959 Ptyushkin P, Vidmar G, Burger H, Marincek C. Use of
the International Classification of Functioning, disability and
health (ICF) in patients with traumatic brain injury Brain injury,
2010 24 (13-14) 1519-1527

2896 Racca V, Spezzaferri R, Modica M, M azzini P Jonsdottir
J,MariaR de, Ferratini M. Functioning and disability in
ischaemic heart disease Disabil Rehabil, 2010 online

2948 Raggi A, Leonardi M, Ajovalagit D, CardlaF, Soliveri P
et al. Functioning and disability in Parkinson®disease Disability
and Rehabilitation, 2010 online

2952 Raggi A, Leonardi M, Cabello M, Bickenbach JE.
Application of ICF in clinical settings across Europe Disability
and Rehabilitation, 2010 online

2889 Ramkumar V, Rangasayee R. Sudying tinnitusin the ICF
framework International Journal of Audiology, 2010 49(9) 645-
650

2926 Ravesteyn NT van, Scholtes VA, Becher JG, Roorda LD,
Verschuren O, Dallmeijer AJ. Measuring mobility limitationsin
children with cerebral palsy: Content and construct validity of a
mobility questionnaire (MobQues) Developmental Medicine and
Child Neurology, 2010 52(10) 229-235

2977 Reinhardt JD, Mansmann U, Fellinghauer BAG, Strobl
R, Grill E, von EIm E, Stucki G. Functioning and disability in
people living with spinal cord injury in high- and low-resourced
countries: A comparative analysis of 14 countries International
Journal of Public Health, 2010 article in press

2907 Rereau S, Rousseaux M, Mazaux JM. Communication
impairment and activity limitation in stroke patients with severe
aphasia Disability and Rehabilitation, 2010 online

2876 Robinson KT, Butler J. Understanding the causal factors
of obesity using the International Classification of Functioning,
Disability and Health Disability and Rehabilitation, 2010 online

2909 Robinsons K T, Butler J. Uderstanding the causal factors
of obesity using the International Classification of Functioning,
Disability and Health Disability and Rehabilitation, 2010 online

2868 Rogers SN, Forgie S, LoweD, PreciousL, Haran S,
Tschiesner U. Development of the International Classification of

Functioning, Disability and Health as a brief head en neck cancer
patient questionnaire International Journal of Oral and
Maxillofacial Surgery, 2010 online

2934 Rushton PW, Miller WC, Morteson WB, Garden J.
Satisfaction with participation using a manual wheelchair among
individuals with spinal cord injury Spinal Cord, 2010 48(9) 691-
696

2863 Schab D, Bruene M, Jaspen E, Pajok FG, Bierhoff HW,
Juckel G. Theillnessand everyday living: closeinterplay of
psychopathological syndromes and psychosocial functioning in
chronic schizophrenia European Archives of Psychiatry and
Clinical Neuroscience, 2010 1-9

2955 Scherer M J, Craddock G, M ackeogh T. The relationship
of personal factors and subjective well-being to the use of
assistive technology devices Disability and Rehabilitation, 2010
online

2858 Scheuringer M, Kirchberger I, Boldt C, Eriks-Hoogland
I, Rauch A, Velstra IM, Cieza A. Identifaction of problemsin
individualswith spinal cord injury from the health professional
perspective using the ICF: A worldwide expert survey Spinal
Cord, 2010 48(7) 529-536

2954 Schiariti V, Fayed N, Cieza A, Klassen A, O'donnel M.
Conten comparison of health-related quality of life measurtes for
cerebral palsy bsed on the International classification of
Functioning Disability and Rehabilitation, 2010 online

2862 Schwar zkopf SR, Grill E, Dreinhoefer KE. Using the
international classification of functioneing, disability and health
(ICF) in trauma care Unfallchirurg, 2010 113(6) 441-447

2867 sDG. Openbare gezodheidszorg, zorgvragen, menselijk
functioneren, beleid sDG, 2002

2880 Shimoni M, Engel-Yeger B, Tirosh E. Participationin
leisure activities among boys with attention deficit hyperactivity
order Research in Development Disabilityes, 2010 online -

2850 Simmel S. Early rehabilitation after multiple trauma
Traumaund Berufskrankheit, 2010 1-5

2925 Smyth C, SummersJJ, Garry M. Differencesin motor
learning success are associated with differencesin M1 excitability
Human Movement Science, 2010 29(5) 618-630

2839 Soer R. Functional Capacity Evaluation. Measuremenrt
Qualities and Normative Values Rijksuniversiteit Groningen,
201011, 135

2989 Solipaca A, Battisti A, De PalmaE, Sicuro L. Revision of
Italian disability statistics according to the |CF conceptual and
semantic framework Disability and Rehabilitation, 2010 31(sl)
S22-S39

2865 Spanjer J. The Disability Assessment Sructured Interview.
Itsreliability and validity in work disability assessment , 2010

Newsd etter on the WHO-FIC, Volume 9, Number 2, 2011



2903 Spreyermann R, Luethi H, Michd F, Baumberge ME,
Wirz M, Maeder M. Long-term follow-up of patients with spinal
cord inury with a new | CF-based tool Spinal Cord, 2010 online

2877 Spreyermann R, Luethi H, Michd F, Baumberger ME,
Wirz M, Maeder M. Long-term follow-up of patients with spinal
cord injury with a new | CF-based tool Spinal Cord, 2010 online

2963 Stadhouder A, Buckens CFM, Holtdag HR, ner FC.
Are existing outcome instruments suitable for assessment of spinal
trauma patients? A review Journal of Neurosurgery: Spine, 2010
13(5) 638-647

2917 Stigmar K, Grahn B, Ekdahl C. Work ability experiences
and perceptions among physicians Disability and Rehabilitation,
2010 32 (21) 1780-1789

2878 Svestkova O, Pfeiffer J, Angerova Y, Sladkova P.
Organization of rehailitation with use of ICF (International
classification of functioning, disability and health WHO),
Assessment of degrees of disability according to qualifiers
Rehabilitace a Fyzikalni Lekarstvi, 2010 17(2) 43-50

2929 Swoboda W, Sieber CC. Geriatric rehabilitation -
Inpatient, day patient and outpatient Internist, 2010 articlein
press 1-7

2947 Swoboda W. Sieber CC. Geriatric rehabilitation:
Inpatient, day patient en outpatient Internist, 2010 51(10 1254-
1261

2882 Takahashi k, Maruyama A, Hirakoba K, Maeda M.
Etho S, Kawahira K, roithwell JC. Fatiguing intermittent lower
limb exercise influences corticospinal and corticocortical
excitability in the nonexercised upper limb Brain Stimulation,
2010 online

2975 Tangjang S, Namsa ND, Aran C, Litin A. An
ethnobotanical survey of medicinal plantsin the eastern
himalayan zone of Arunachal Pradesh, India J Ethnopharmacal,
2010 articlein press

2931 Taylor WJ, Mease PJ, Adebajo A, Nash PJ, Feletar M,
Gladman DD. Effect of psoriatic arthritis according to the
affected categories of the international classification of
functioning, disability and health Journal of Rheumatology, 2010
37(9) 1885-1891

2835 TholeK, ChalmersJ, Ettinger RL, Warren J. lowa
intermediate care facilities: An evaluation of care providerso©
attitudes toward oral hygiene care Specia Care in Dentistry, 2010
30 (3) 99-105

2851 Tsauo JY, Hung HC, Tsai HJ, Huang CS. Can | CF model
for patients with breastcancer-related lymphedema predict quality
of life? Supportive Carein Cancer, 2010 1-6

2979 Tschiesner U, Linseisen E, Becker S, Mast G, Rogers SN,
Walvekar RR, Berghaus A, Cieza A. Content validation of the
international classification of functioning, disability and health

core sets for head and neck cancer: A multicentre study Journal of
Otolaryngology - Head and Neck Surgery, 2010 39(6) 674-687

2915 Upadhyay, B, Singh, KP, Kumar, A. Ethno-veterinary
uses and informants consensus factor of medicinal plants of
Sariska region, Rajasthan, India Journal of Ethnopharmacology,
2010 articlein press

2885 Vacherot F, Attarian S, Eusebio A, Azulay JP.
Excitability of the lower-limb area of the motor cortexin
Parkinson® disease Neurophysiologie Clinique, 2010 40(4) 201-
208

2978 Vacherot F, Attarian S, Vaugoyeau M, Azulay J. A motor
cortex excitability and gait analysis on parkinsonian patients
Movement Disorders, 2010 25(16) 2747-2755

2893 Vesshy K, Kjellberg A. Participation in occupational
therapy research: A literature review British Journal of
Occupationl Therapy, 2010 73(7) 319-326

2855 Voet NBM . Effect of aerobic exercise training and cognitive
behavioural therapy on rduction of chronic fatuque in patients
with facioscapulohumeral dystrophy: Protocol of the FACTS 2-
FSHD trial Neurology, 2010 56

2871 Voorde P van de, Sabbe M, Tsonaka R, Rizopoulos D,
Calle P, Jeager A de, et al. Traumaof children in Flanders
(Belgium): a population-based cohort study using the
International Classificaion of Functioning-related outcome score
Journal of Pediatrics, 2010 online 1-9

2911 Wachelder EM, Moulaert VRM P, Heugten CM van,
Verbunr JA, Beckers SCA, Wade. Life after Survival, part 1:
Long-term daily functioning and quality of life of patients after an
out-of-hospital cardiac arrest Revaidata, 2010 157(32) 34-35

2910 Willems M, Berdenisvan Berlekom S, Asbeck F van,
Post M. The continuiing story: USER als uitkomstmeting van
Klinische revalidatie Revalidata, 2010 156(32) 6-9

2946 Y aruss JS. Assessing quality of life in stuttering treatment
outcomes research J Fluency Disord, 2010 35(3) 190-202

2857 Yaruss JS. Assessing quality of life in stuttering treatment
outcomes research Journal of Fluency Disorder, 2010 online

2923 Zee Cavan der, Priesterbach AR, Dussen L van der,
Kap A, SchepersVPM, Visser-Melly IMA, Post MWM.
Reproducibility of three self-report participation measures. The
ICF Measure of Participation and Activities Screener, the
Participation Scale, and the Utrecht Scale for Evaluation of
Rehabilitation-Participation. Journa of rehabilitation medicine,
2010 42 (8) 1885-1891

2901 Zhang H, Dvorak MF, Masse L C, Singer J, Noreau L,
Kopec J, Noonan VK. Comparing the validity of five
participation instrumentsin persons with spinal conditions
Journal of Rehabilitation Medicine, 2010 42(8) 724-734

Newsd etter on the WHO-FIC, Volume 9, Number 2, 2011



