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The ICD was approved by the International Conference for the Tenth Revision
of the ICD in 1989 and adopted by the ��UG�:RUOG�+HDOWK�$VVHPEO\�LQ������
In the same resolution the article (3) endorsed the need for the establishment of
an updating process within the WHQ�\HDU�UHYLVLRQ�F\FOH. (The resolution can be
found at hyperlink: WHA ICD Resolution (WHA 43.24) ) The revision
process which has almost always occurred within 10 year cycles beginning
1900, has nevertheless purposefully been deferred for a 20 year interval to be
ready by 2010 or thereafter in order to enable a wider implementation of the
ICD.
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Given the preparations to issue an ,&'����E\����� we need to compile the
work starting now and therefore WHO has initiated a systematic effort for the
ICD Revision process to respond to the QHHGV�RI�PHPEHU�VWDWHV�DQG�XVHUV�
and NHHS�XS�ZLWK�QHZ�VFLHQWLILF�NQRZOHGJH. This will be a major evidence-
based review process that will address the VWUXFWXUDO�FKDQJHV and QHZ�GLVHDVHHQWLWLHV and end up in a final product of XVHU�IULHQGO\�DQG�VFLHQWLILF ICD-11.

WHO has planned to embark in a large-scale revision activity for the ICD that
will require resources which will be raised by the WHO Network.  The
revision process will involve PXOWLSOH�SDUWLHV�DQG�SURIHVVLRQDOV�and consider
the use of classifications at KRVSLWDOV��SULPDU\�FDUH and other health care
settings such as UHKDELOLWDWLRQ�DQG�ORQJ�WHUP�FDUH. Once the problems and
proposed solutions are obtained from different sources, we plan to synthesize
them in DQ�HYLGHQFH�EDVHG�SURSRVDO�ZLWK�WUDQVSDUHQW�UXOHV�DQG�NQRZOHGJHVKDULQJ�WRROV. The development will be made in a ZHOO�GHILQHG�GDWDEDVHXVLQJ�,7�WHFKQRORJ\�DQG�,QWHUQHW���Various H[SHUW�JURXSV will be consulted
and relevant sections of the classification will be field-tested using ILHOG�WULDOV�
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We plan to UHYHDO�WKH�IXOO�UHYLVLRQEXVLQHVV�SODQ�DQG�WLPHWDEOH�LQ�WKH�����$QQXDO�0HHWLQJ in Reykjavik
and complete the work by 2011.

)RU�LQIRUPDWLRQ�
Dr. Bedirhan Üstün, team coordinator
Classification, Assessment and
Terminology
World Health Organization
Phone: +41.22.791.4885
e-mail: ustunb@who.int

(GLWRULDO
$V�IDPLOLHV�RIWHQ�GR��WKH�:+2�)DPLO\RI�,QWHUQDWLRQDO�&ODVVLILFDWLRQV��:+2�),&��FRQVLVWV�RI�PHPEHUV�RI�YDULRXVDJHV�IURP�QHZ�ERUQ�DQG�\RXQJFKLOGUHQ�XS�WR�YHU\�ROG�PHPEHUV��7KH,&'�LV�WKH�YHU\�ROG�PHPEHU�RI�WKHIDPLO\�ZKHUHDV�WKH�,&)�LV�D�\RXQJVWHUDQG�VRPH�QHZ�PHPEHUV�DUH�DV�ZHOO��,WPHDQV�WKDW�WKH�UHODWHG�DFWLYLWLHV�DUHDOVR�YDU\LQJ�D�ORW��)RU�WKH�\RXQJHURQHV�VXFK�DV�,&)��,&(&,�DQG�,62����IRFXVLQJ�DW�LPSOHPHQWDWLRQ�LV�PRVWLPSRUWDQW��)RU�WKH�DGXOW�DQG�ROG�,&'�LWLV�D�PDWWHU�RI�KRZ�WR�NHHS�LW�KHDOWK\DQG�XSGDWHG��DQG�KRZ�WR�LPSURYHWUDLQLQJ�LQ�XVLQJ�WKH�,&'��7KH�IURQWSDJH�RI�WKLV�QHZVOHWWHU�VKRZV�WKHYLVLRQ�RQ�WKH�FRQWLQXRXV�,&'�UHYLVLRQSURFHVV�
)RU�,&)�WKH�GHJUHH�RI�LPSOHPHQWDWLRQYDULHV�RYHU�WKH�ZRUOG��6HYHUDOFRXQWULHV�RU�ODQJXDJH�JURXSV�DUH�VWLOOLQ�WKH�SURFHVV�RI�WUDQVODWLRQ�ZKLFK�LVDQ�LPSRUWDQW�FRQGLWLRQ�IRULPSOHPHQWDWLRQ��7KRVH�FRXQWULHV�ZKLFKKDYH�WKHLU�RZQ�ODQJXDJH�YHUVLRQDYDLODEOH�VWDUWHG�WR�XVH�DQG�LPSOHPHQWWKH�,&)�ULJKW�DIWHU�LWV�UHOHDVH��$�JRRGH[DPSOH�LV�1RUWK�$PHULFD��VHH�WKHFRQWULEXWLRQ�IURP�3DXO�3ODFHN�RQ�WKH,&)�1$&&�PHHWLQJ�ODVW�-XQH��SDSHUVDYDLODEOH�IURP�WKH�ZHEVLWH�
www.icfconference.com/presentations.
shtml���,Q�VHYHUDO�FRXQWULHV�WUDLQLQJSURJUDPV�LQ�DSSO\LQJ�WKH�,&)�KDYHEHHQ�GHYHORSHG��ZH�NQRZ�DERXWWUDLQLQJ�SURJUDPPHV�LQ�$XVWUDOLD�)UDQFH��,WDO\�DQG�WKH�86$��6HH�WKH,WDOLDQ�FRQWULEXWLRQ�IURP�0DWLOGH/HRQDUGL�LQ�WKLV�QXPEHU��7KH�:+2�

),&�,PSOHPHQWDWLRQ�&RPPLWWHH�VWDUWHGWR�GHYHORS�DQ�,&)�LPSOHPHQWDWLRQ�SODQEDVHG�RQ�D�6:27�DQDO\VLV��$W�WKH�QH[WDQQXDO�PHHWLQJ�LQ�5H\NMDYLN�2FWREHU�����ZH�KRSH�WR�PDNH�SURJUHVV�LQ�WKLVZRUN�DQG�LGHQWLI\�VKRUW�WHUP�DFWLYLWLHVYHUVXV�PLG�DQG�ORQJ�WHUP�DFWLYLWLHV�IRUWKH�LPSOHPHQWDWLRQ�RI�WKH�,&)�
:H�VHH�RWKHU�,&)�GHYHORSPHQWV�DVZHOO��VXFK�DV�
- WKH�,&)�&KLOGUHQ�	�<RXWK�DYDLODEOHRQ�WKH�:+2�ZHEVLWH�IRU�ILHOG�WHVWLQJ�

www3.who.int/icf/onlinebrowser/icf.
cfm�

- UXQQLQJ�,&)�SURMHFWV�LQ�*HUPDQ\OLVWHG�DW�WKH�',0',�ZHEVLWH�
www.dimdi.de/en/klassi/ICF/ICF_Pr
ojekte.html�

- DFWLYLWLHV�E\�5,�FRQFHUQLQJ�³,&)�3ROLF\�DQG�/HJLVODWLRQ´��DQ�LQWHULPUHSRUW�KDV�EHHQ�SUHVHQWHG�DW�WKH�5,��WK�ZRUOG�FRQJUHVV�������-XQH�����LQ�2VOR��1RUZD\��
- ZRUN�RQ�WKH�XVH�RI�WKH�,&)�IRUSRSXODWLRQ�EDVHG�VXUYH\V��VHH�IRUH[DPSOH�WKH�FRQWULEXWLRQ�E\�1HQDG.RVWDQMVHN�DERXW�DQ�(6&$3ZRUNVKRS�LQ�WKLV�QHZVOHWWHU��
- JURZLQJ�LQWHUHVW�IRU�WKH�,&)�LQ�WKH6RFLDO�6HFXULW\��VHH�(80$66FRQJUHVV��
- D SODQQHG�(XURSHDQ�SLORW�VWXG\�RQWKH�XVH�RI�,&3&�DQG�,&)�WRJHWKHU�IRU�PRUH�LQIRUPDWLRQ�DVN�PDULMNH�GH�NOHLMQ#ULYP�QO��%XW�DUH�ZH�GRLQJ�HQRXJK�ZLWK�WKH�,&)LQ�3XEOLF�+HDOWK"�6HH�WKH�FRQWULEXWLRQSUHSDUHG�E\�(OV�1LHXZHQKXLMVHQ�
9HUVLRQ�����RI�WKH�,&(&,��RQH�RI�WKH\RXQJHVW�PHPEHUV�RI�WKH�IDPLO\��LVUHOHDVHG�DW�D�UHFHQW�PHHWLQJ�LQ�9LHQQDDQG�ZDLWV�IRU�EURDGHU�LPSOHPHQWDWLRQDV�ZHOO���6HH�D�VKRUW�DQQRXQFHPHQW�LQWKLV�QHZVOHWWHU��$�ILUVW�GLVFXVVLRQ�RQLPSOHPHQWDWLRQ�WRRN�SODFH�DV�ZHOO�LQ9LHQQD�
,62������WHFKQLFDO�DLGV��LV�DQDGROHVFHQW�FODVVLILFDWLRQ�EXW�D�QHZPHPEHU�LQ�WKH�:+2�),&��:H�VHH�LWVLPSOHPHQWDWLRQ�JURZLQJ��HYHQ�WKH�XVHRI�WKH�,62�����WRJHWKHU�ZLWK�WKH�,&)�VHH�WKH�FRQWULEXWLRQ�IURP�0DUFLD6FKHUHU�LQ�WKLV�QHZVOHWWHU�
,QWHUHVW�LQ�WKH�DUHD�RI�KHDOWKLQWHUYHQWLRQV�FODVVLILFDWLRQV�LV�JURZLQJDV�ZHOO��VHH�WKH�DWWHPSW�LQ�WKH

1HWKHUODQGV�WR�VWDUW�D�UHYLVLRQ�SURFHVVRI�WKH�H[LVWLQJ�QDWLRQDO�SURFHGXUHFODVVLILFDWLRQ��DOVR�E\�OLQNLQJ�LW�ZLWK:+2�,&+,�DFWLYLWLHV��7KLV�VXEMHFW�ZLOOEH�RQH�RI�WKH�LWHPV�LQ��WKH�\HDUO\FRQIHUHQFH�RI�WKH�'XWFK�&HQWUH�RQFODVVILFDWLRQ�DQG�WHUPLQRORJ\�RQ2FWREHU���������

International
Organizations

,&(&,
The smiles on the faces of the ICECI
Coordination and Maintenance Group
(CMG) in the photo on page 3 are in
response to the release of version 1.2
of the International Classification of
External Causes of Injury (ICECI). At
a recent meeting in Vienna, the Group
gave its approval to the first formal
release of the ICECI since it was
admitted to the WHO Family of
International Classifications (WHO-
FIC) as a Related Classification.

Among the improvements included in
Version 1.2 is an index. The
introduction has also been extensively
revised, and provides a detailed guide
to what the ICECI is and how it can be
used.

Getting the ICECI to this stage has
been a long and sometimes uncertain
process, and many people have
contributed to this international
collaborative venture. The Co-
ordination and Maintenance Group
takes this opportunity to thank anyone
that has been involved.

The ICECI was mentioned in several
papers and posters at the recent 7th
World Conference on Injury
Prevention and Safety Promotion, and
related meetings. This early adoption is
a good sign, especially as it has
occurred despite the fact that the
decision was taken not to publicise the
system widely while it was still in
development.

mailto:marijke.de.kleijn@rivm.nl
http://www.dimdi.de/en/klassi/ICF/ICF_Projekte.html
http://www.dimdi.de/en/klassi/ICF/ICF_Projekte.html
http://www3.who.int/icf/onlinebrowser/icf.cfm
http://www3.who.int/icf/onlinebrowser/icf.cfm
http://www.icfconference.com/presentations.shtml
http://www.icfconference.com/presentations.shtml
mailto:ustunb@who.int
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The ICECI was originally designed for
data collection in settings such as
hospital emergency departments. It has
also been found useful for other
purposes. For example, it has been
used as a reference classification
during revision of another
classification, to record risk-factor
exposure of children in a cohort study,
as the basis for special-purpose
classifications and in a growing
number of other ways.

It is now time to bring the ICECI to the
attention of the injury prevention
community and to encourage peers and
colleagues to try it out, to find
innovative applications, and to
contribute to its further development.

Version 1.2 of the ICECI is now
available for download at
www.iceci.org� Comments and
questions about the ICECI can be
submitted via the website, or directed
to members of the ICECI-CMG. James
Harrison is the member responsible for
coordinating updates and revisions. He
can be contacted at Tel: +61 8 8201
7602; E-mail:
james.harrison@flinders.edu.au.

The ICECI code for toy balloon is
C3.6.02.60. Fortunately the balloons
used to celebrate the release of ICECI
1.2 caused no injury.

)RU�LQIRUPDWLRQ�
Marijke de Kleijn, coordinator ICECI-
CMG
e-mail: marijke.de.kleijn@rivm.nl

Asia and Pacific

(6&$3
%HVW�4XHVWLRQV�IRU�'LVDELOLW\�6WDWLVWLFV
To learn about disability in a
household survey or census, what
question would you ask?

D�� ³'R�\RX�KDYH�D�SHUVRQ�LQ�WKHKRXVHKROG�ZKR�LV�EOLQG��GHDI�RUSK\VLFDOO\�RU�PHQWDOO\�GLVDEOHG"´
and/orE�� ³'R�\RX�RU�DQ\RQH�LQ�WKHKRXVHKROG�QHHG�VRPH�KHOS�ZLWKFDUU\LQJ�RXW�DFWLYLWLHV�VXFK�DV��L� VHOI�FDUH��H�J��GRLQJ�HYHU\GD\DFWLYLWLHV�VXFK�DV�HDWLQJ�VKRZHULQJ��GUHVVLQJ�RU�WRLOHWLQJ���LL�� ERG\�PRYHPHQW��H�J��JHWWLQJ�RXWRI�EHG��PRYLQJ�DURXQG�DW�KRPH�RUDW�SODFHV�DZD\�IURP�KRPH���LLL�� FRPPXQLFDWLRQ��H�J�XQGHUVWDQGLQJ�RU�EHLQJXQGHUVWRRG�E\�RWKHUV�´
These two examples of disability
census questions represent the

spectrum of disability measurement
approaches which were presented
during the 1st UNESCAP Workshop on
improvement of disability statistics and
measurement in Bangkok, Thailand
from 22-28 May 2004. The workshop
was the starting point of a two-year
project which aims to improve the
quality and comparability of statistics
on disability in selected UNESCAP
countries by strengthening their skills
in the use of the International
Classification of Functioning,
Disability and Health (ICF) and other
international guidelines and principles
in the field of disability statistics.

The workshop was attended by 44
participants from 20 countries.
Participants included national focal
points for disability statistics from
National Statistical Offices (NSOs)
and representatives from Ministries of
Health and Social Affairs as well as
NGO representatives. The training and
facilitation was provide by
representatives from UNESCAP,
WHO, the Australian Bureau of
Statistics (ABS) and the WHO-FIC
Collaborating Centre based at the
Australian Institute for Health and
Welfare (AIHW).

The main focus of the workshop was
to familiarize participants with the ICF
and other international standards and
principles as well as initiating the
design of national collection tools,
implementation policies, and training
materials.

Due to a balanced mixture of
conceptual and practical presentations
and real-life exercises followed by
discussions participants realised the
utility and feasibility of using the ICF
framework and identified the major
shortcomings of using the traditional,
impairment-based approach in
disability statistics. There was a strong
consensus on adopting the ICF
framework in the collection of
disability data to better respond to
ever-evolving data requirements by the
policy communities. In particular, the
need for incorporating ICF domains
from the Activity & Participation list
and the Environmental Factors was
emphasised.

,QWHUQDWLRQDO�&ODVVLILFDWLRQ�RI�([WHUQDO�&DXVHV�RI�,QMXU\��,&(&,�

Back row: Ian Scott, Susan MacKenzie, Malinda Steenkamp, Birthe Frimodt-Moller, Yvette Holder,
Anneke Bloemhoff; Middle: Lois Fingerhut; Front: James Harrison, Saakje Mulder (Lee Annest,
André L’Hours, Bertrand Thélot, Julie Gilchrist, Marijke de Kleijn were not able to join the party).

mailto:marijke.de.kleijn@rivm.nl
mailto:james.harrison@flinders.edu.au
http://www.iceci.org/
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During the second half of the
workshop participants developed
action plans for introducing ICF as a
common framework for disability
statistics in their countries. For the
development of the plan participants
carried out a series of tasks, such as
situation analysis, objective setting,
selection of data collection vehicles,
identification of user groups and
outlining a consultation and
implementation strategy.

The workshop ended with the
presentation of the country action plans
and endorsement of a work agenda,
which included, among other activities,
the development of a draft training
manual and country level consultations
on the action plans. Both activities are
part of the preparations for the 2nd

workshop, which will take place in
Bangkok from 27-29 September 2004.

)RU�LQIRUPDWLRQ�
Nenad Kostanjsek
Department of Measurement and Health
Information Systems (MHI)
World Health Organization
Phone: +41.22.791.3242
e-mail: kostanjsekn@who.int

Europe

;9WK�&RQJUHVV�RI�(80$66����±����-XQH������LQ�/LOOH��)UDQFH
EUMASS is the European Union of
Medicine in Assurance and Social
Security. The Union hold their
congresses every two years.
In this year the ICF belonged to the
main topics. It was dealt in both a
plenary session and a seminar.
In the plenary session Michael
Schuntermann (Germany) talked about
the implementation of the ICF in
Germany. He summarized that the bio-
psycho-social model of the ICF has
already found wide acceptance in
Germany. Particularly the introduction
of contextual factors is welcomed.
Several rehabilitation facilities have
used the model and the chapters of the
revision version Beta-2 as guidelines
for documenting their interviews with
rehabilitation patients. Their

experiences are encouraging.
However, it has already been
recognized that coding with the ICF
will be difficult and time-consuming.
Thus, the practicability of the ICF
should be improved. Training in the
use of the ICF will be absolutely
essential. It is welcomed that the ICF
provides a common vocabulary for
both people with disability, and
professionals in the fields of
rehabilitation and disability. This is
particularly important because in
Germany we have a rather complicated
social system. In contrast to the
ICIDH, the ICF, in general, contains
neutral terms only. Many of our
physicians in rehabilitation complain
about that. Obviously they also need to
be able to express the signs and
symptoms of restrictions of
functioning in negative terms and in
this respect they feel that the ICIDH
was more helpful.
While both the concept of Activities
and the concept of Participation are
clearly understood from the point of
view of content some of us have severe
problems with the operationalization of
both concepts via qualifiers. From a
theoretical point of view we regret that
the concept of Activity is not theory
driven, and that the concept of
Participation is not operationalized
independently from the concept of
Activity. This problem has been
realized worldwide. In Germany we try
to assign the Participation concept to
the legal sphere using the human rights
approach and to assign the activity
concept to the intervention sphere
using the intervention approach on
individual level. By now, however, we
don’t know who to incorporate the
third approach to disability, the
subjective experience approach, in this
way of looking at things. In Germany,
the ICIDH or ICF respectively has
been taken in account in the following
areas:
1 The new German Social Code No.

IX (SGB IX) from 2001 –
Rehabilitation and Participation of
People with Disabilities – is based
on the ICF.

2 All guidelines and general
recommendations within the

context of rehabilitation have been
adjusted to the ICF.

3 The ICF plays an important role in
the training for the medical field
“Physical Medicine and
Rehabilitation” and is also included
in the curricula of the medical
specializations “Social medicine”,
and “Rehabilitation”.

4 The German research program
“Rehabilitation Sciences” includes
some projects dealing with the ICF.

5 The model of consequences of
diseases (ICIDH) is part of the
rehab quality insurance program of
the German Pension Insurance from
1994. Since April 1, 2004, the
institutes of the German Health
Insurance have applied the ICF in
their rehab application form.

In the ICF-seminar (titled: Quality
process and help instruments helping
to take a decision) eight papers were
given. Donald F. McAnaney (Ireland)
talked about the feasibility of using the
ICF as a frame of reference for
establishing the prevalence and impact
of disability in Ireland. Seija Talo
(Finland) dealt with the
biopsychosocial ICF model
compromising between medical and
social definition of disability. Elisabeth
Nüchtern (Germany) informed about
ICF in German Statutory Health
Insurance. Sonja Calais van Stokkom
(Sweden) reported on the Promotion
and Application of ICF in Sweden:
Actors – Problems – Factors of
Success. Marijke W. de Kleijn – de
Vrankrijker (Netherlands) talked about
the use and implementation of the ICF
from a Dutch perspective (at national,
regional and international level).
Catherine Barral (France) discussed
the ICF in France: education, uses and
network of French speaking European
countries. Finally, M-C Rufin (France)
and G Bruls (France) with colleagues
from Belgium and The Netherlands
gave two presentation on the
application of the ICF in social
insurance, and on the ICF and
evaluation of work disability in social
insurance. What are they about? What
is their relationship? What is the use of
ICF in disability evaluation?

The papers (except the last two ones)
are available in internet www.vdr.de

http://www.vdr.de/
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via “Rehabilitation”, “Tagungen”,
“wissenschaftliche Tagungen”.
In the discussion it was strongly
recommended to establish a working
group under EUMASS’s aegis to
develop an ICF core checklist for
social insurance. Colleagues who are
interested in this work should feel free
to contact, see e-mail address. It is
planned to present the results at the
next EUMASS congress 2006 in
Dublin.

)RU�LQIRUPDWLRQ�
Dr. Michael F. Schuntermann
Federation of German Pension Insurance
Institutes (VDR), Dept. of Rehabilitation
Sciences
Eysseneckstr. 55, D-60322 Frankfurt am
Main, Germany
E-mail: michael.schuntermann@vdr.de

FIC around the
World

,WDO\
,&)�WUDLQLQJ
The “ICF in Italy project”, launched at
the closing conference of the Year of
People with Disability last year in
Rome by the Italian Ministry of
Welfare, is now entering in its active
phase. Training was planned as the
first crucial activity for ICF
implementation at national level in the
frame of ICF pilot project in the labour
sector. Also for this the Disability
Italian Network, the scientific
association that works on ICF
development, implementation and
liaison with WHO,  has been preparing
the WHO-DIN ICF training course.
During the past months DIN experts
developed the ICF basic and advanced
course to answer the pressing needs
that are coming from the labour sector
as well as from rehabilitation,
statistics, education sectors etc.
Professor Jerome Bickenbach is DIN's
consultant for the preparation of the
training for trainer part, designated by

WHO to collaborate with DIN, and
participated to the first ICF training in
Italy. The course, also given to the
Italian Ministry of Welfare for the
"ICF in Italy Project: pilot project ICF
and labour sector" is available in 2
languages.

The Disability Italian Network (DIN)
organized the first national training
course in May 2004. The WHO-DIN
ICF training is divided in two courses
(ICF Basic and ICF Advanced Course)
and a distance learning methodology.

1. %DVLF�&RXUVH is an eight hours
course on:  brief history of disability
and of classifications, ICF basic
principles, ICF structures and
background, differences between
classifying, measuring, assessing,
impact on national legislation and
application in different settings,
presentation of ICF tool box, core sets
and WHO DAS, ICF children. The
ICF "revolution" in health and
disability sector, the ICF in Italy
project, ICF in the world, perspectives,
projects and contacts. 

2.$GYDQFHG�&RXUVH: 3 days courses + 3
months DL  (distance learning)+ 1 day
evaluation and exam. This course is
structured as follows (in brief):
- 3 days
- day 1. ICF structure, chapters,

domains etc., how to code, how to
use the different qualifiers, when to
use them, difficulties and faq.

- day 2. ICF checklist: how to use it,
coding case vignettes. Use of
checklist in different settings
(rehabilitation, administration,
statistics etc.) 

- day 3. WHO DAS: description and
use of WHO DAS, how to assess,
video cases of interviews with actors,
coding, exercises of coding case
vignettes, of back coding and from
codes rewrite case histories.

3 'LVWDQFH�OHDUQLQJ�PHWKRGRORJ\.
Each pupil is assigned a user ID and a
password when completing the
advanced course. DIN has a specific
access for training on its website   DIN
teachers have a section with question
and answer with pupils about home
works, problems, issues, etc. Each
pupil will have to code ten pre-

assigned cases, prepared and tested by
DIN,  to write 3 cases with coding, to
do 5 complete case coding with ICF
checklists as well as assessment with
WHO DAS 2 in real cases that each
participant sees in his/her work.
Final day: each tutor is doing an
evaluation of homework done by
pupils15 days before the final
evaluation. The last day is also to have
forum discussion of the application
of ICF in each participant's setting,
difficulties, group discussion etc. Then
there is the final exam on the whole
course and the release of a DIN ICF
certificate.

All cases recorded with ICF checklist
are collected by DIN's databank. All
training participants become members
of the ICF interested group that is
growing in Italy and that is coordinated
by DIN. DIN reports Italian activities
to WHO and liaises with members of
the scientific international community.

DIN will update the interested readers
on its experience with the training that
is quickly developing since its first
course in Rome.

Disability Italian Network website:
www.icfinitaly.it
See for ICF in Italy project:
www.welfare.gov.it/icf

)RU�LQIRUPDWLRQ corresponding author:
Dr. Matilde Leonardi, neurologist
/paediatrician, Coordinator, International
Scientific Research and Disability Project,
Scientific Coordinator and WHO liaison
ICF In Italy project, Scientific Direction
Italian National Neurological Institute C.
Besta, Via Celoria 11, 20133 Milan, Italy,
Tel: +39 02 2394 511/ 498, Fax: +39 02
2363973
E-mail: leonardi@istituto-besta.it

1HWKHUODQGV
+HDOWK�LQWHUYHQWLRQV�LQ�WKH1HWKHUODQGV
A national classification on health
interventions (ICPM-Dutch Extension)
is already in use since 1989. It has 4
ICPM-chapters, extended with a 5th

and 6th digit:
- Procedures for medical diagnosis
- Surgical procedures

mailto:leonardi@istituto-besta.it
http://www.icfinitaly.it/
mailto:michael.schuntermann@vdr.de
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- Other therapeutic procedures and
- Ancillary procedures
A 6th update will be implemented on
January 1, 2005. The update is
developed by an editorial committee,
since 1989 consisting of a few experts
from the main national users of the
classification (CBV-corporation,
Prismant and Dutch Association for
Medical Records Administration) and
chaired by the undersigned. The
changes are based on comments of
individual users of different
information systems.
The editorial committee recommends a
revision of the classification after this
update. Later developed Dutch
procedure classifications for several
specialist groups (radiologists,
radiotherapists, medical microbiology
and immunology) and allied health
professions have often a multi-axial
structure. The recently developed
procedure classifications in France is
based on such a multi-axial structure
for the description of surgical
procedures, proposed in the CEN/ENV
1828, and stakeholders in Germany are
also interested in a revision of their
ICPM-based procedure classification
into such a structure.
The revison process has to cope with
two constraints:
- The content of each ICPM-DE code

should be mapped to a code in the
new structure by a 1:1 mapping;

- The multi-axial structure should
facilitate statistical analyses,
especially the aggregation to the new
International Classification of Health
Interventions (ICHI) of WHO should
be possible.

This ICHI is a WHO-FIC network
proposal of a statistical classification
for international use and for use in
countries which do not currently have
such a classification and might wish to
use one. It is a short classification
including some 2000 health
interventions based on ICD-10-AM,
the Australian modification of ICD-10.
For correspondence on ICHI:
ICHI@who.int.

)RU�LQIRUPDWLRQ�
Dr Willem M. Hirs, WHO-FIC
Collaborating Centre in the Netherlands,
willem.hirs@rivm.nl

, EHOLHYH�LW¶V�JRLQJ�EHWWHU�ZLWK�«
A conference about describing health
states

Last year, on Friday 2 May 2003, the
WHO-FIC Collaborating Centre in the
Netherlands organized a conference
entitled: “How are you doing?”
This question aimed at the
serviceability of international
classifications in ICT-applications,
medical records, information systems,
surveys and policy papers containing
information on health states.
This autumn, on Friday 8 October
2004, the Centre will convene again a
conference about serviceability.
Because of the positive but nuanced
answers on ‘how are you doing’, the
title this time is: “I believe it’s going
better with …”. Meaning not only
international classifications but for
instance also reimbursement wordings,
formal language or free text.

How to describe health states at best,
might be a matter of belief. There are
‘thomistic classifiers’, ‘moderate
calculators’, ‘orthodox terminologists’
and ‘free word processors’. Four
keynote-speakers are invited to rough
out a coherent health information
supply, each one from his or her own
perspective, in this provoked by the
speaker of the Collaborating Centre.
Belief systems are competitive: they
propagate their own typical quality and
they denounce other beliefs. One has
the floor in the first session of the day.
The floor will discuss the issue with a
forum of these speakers in the last
session of the day. There are two
parallel sessions in between for the
exchange of experiences with the
different systems at different fields of
application, such as health care,
education, social security and labour.
Which data are relevant for
patients/clients, professionals and
policy makers? On the one hand every
application is dedicated to its own
purpose and result, on the other hand
the serviceability of the thus available
data for other purposes has to be
served. How to combine data from
different sources? There are a few
appealing examples on which the
forum members may react from their
own perspective.

The results of the conference will be
reported in Dutch on the website,
www.rivm.nl/who-fic/conferentie.htm,
and in the next newsletter in English.
A subscription form can be found on
the website.

)RU�LQIRUPDWLRQ�
Dr Willem M. Hirs, WHO-FIC
Collaborating Centre in the Netherlands,
willem.hirs@rivm.nl

1RUWK�$PHULFD
Overview of June 1-4 ICF meeting in
Halifax

More than 100 persons registered for
the annual North American
Collaborating Center (NACC) meeting
on the International Classification
of Functioning, Disability and Health
(ICF) on June 2-4, 2004 in
Halifax, Nova Scotia, Canada.  The
meeting was preceded by a one-day
pre-conference tutorial, which was
attended by 65 persons.  The tutorial
addressed understanding the ICF in the
terminology spectrum for human
function and disability.  The WHO
Collaborating Center for the Family of
International Classifications (WHO
FIC) for North America is housed at
the National Center for Health
Statistics (NCHS), CDC, and works
collaboratively with the Canadian
Institute for Health Information
(CIHI) and Statistics Canada.  The
NACC Meetings on ICF are held in the
U.S. and Canada on alternate years; in
addition to information exchange,
the principal objective of this year's
meeting was to develop a North
American Research Agenda for ICF.

Planning committee members were
Paul Placek and Marjorie Greenberg of
NCHS, Diane Caulfeild and Kathey
Cauley of CIHI, and Alex Ruggieri of
Mayo Clinics.  Sponsors of the
meeting and tutorial were NCHS,
CIHI, Statistics Canada, Social
Development Canada and the Center
for International Rehabilitation
Research Information and
Exchange (U. of Buffalo).  Participants
were  primarily from the U.S.

mailto:willem.hirs@rivm.nl
http://www.rivm.nl/who-fic/conferentie.htm
mailto:willem.hirs@rivm.nl
mailto:ICHI@who.int
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and Canada but also included
representatives of the Australian,
Dutch, French, Japanese and Nordic
Collaborating Centers as well as other
attendees from Australia, Brazil,
Guinea, Japan, Nigeria, South Africa
and the United Kingdom.

Nenad Kostanjsek, of the
Classification, Assessment and
Terminology (CAT) Team at WHO,
made presentations in both the tutorial
and full meeting. Dr. Richard Madden,
Head of the Australian Centre, and Dr.
Rune Simeonsson, co-chair of the
Team developing the ICF for Children
and Youth, also made plenary
presentations.  Dr. Lee Kirby,
Dalhousie University, served as a local
host and provided a tour of the
Mobility Clinic at the University,
which he directs.  Dr. John Rietschlin,
Manager of Knowledge Development,
Office for Disability Issues, Canadian
Department of Social Development,
participated on a reactor panel the
last day of the meeting.  About 50
papers presented in plenary and
concurrent sessions, as well as poster
sessions, covered how ICF can inform
work on functioning, disability and
health in a variety of arenas.  These
include clinical practice, quality of care
and outcomes research, reimbursement
and resource allocation, eligibility for
disability programs, public health
practice, population health statistics,
community development and
education of health professionals.
Other issues addressed were mapping
existing assessment tools to ICF,
operationalizing ICF as a
classification, and updating and
enhancing ICF based on empirical
studies.

The papers presented in Halifax, as
well as past conferences and
studies, will form the basis of a
comprehensive North American
Research Agenda for ICF.  The
purposes of this research agenda are to
develop a science base for ICF
implementation, identify areas for ICF
improvement and expansion, engage
the research community in ICF
applications and identify research for
future funding by public and private

organizations.  The major crosscutting
themes identified at the conference
were:
1) The Life Cycle of ICF, including

development and enhancement;
2) Applications across the full range of

settings, including reliability and
validity studies;

3) Convergence and integration with
other terminologies, instruments
and frameworks; and

4) Education and Training, including
raising awareness about functioning
and disability.

Participants in the Halifax meeting
were asked to rank the highest priority
topics, which will help guide
implementation of the research agenda.
The conference website
www.icfconference.com has
PowerPoint presentations from the
conference, and will eventually have
registration materials for the 11th
Annual ICF Conference to be held
June 13-17, 2005 at the Mayo Clinics
in Rochester, Minnesota.

Authors of papers presented in Halifax
are being invited to submit full papers
by fall 2004 for possible publication in
2005 as Volume 3 in "Disability and
Health:  ICF - Setting a Research
Agenda."   Persons may check monthly
messages at the Monthly NACC
Clearinghouse on ICF at the website
for more information on the Halifax
and Rochester conferences.

For information:

Paul J. Placek, Ph.D., Senior Statistician,
CPHDSS
Office of the Center Director, National
Center for Health Statistics, CDC
3311 Toledo Road - Metro IV - Suite 2414,
Hyattsville, MD 20782, tel 301-458-4437,
fax 301-458-4022, e-mail:
PJP2@CDC.GOV
http://www.cdc.gov/nchs/about/otheract/ic
d9/icfhome.htm

86$
7KH�,&)�DQG�3XEOLF�+HDOWK��DUH�ZHGRLQJ�HQRXJK"
The depth and breadth of presentations
at the 2004 North American
Collaborating Centre  (NACC)
conference on the International
Classification of Functioning,
Disability, and Health (ICF)
demonstrated overwhelming support
for, and growing interest in, the
application and utilization of the ICF
within a variety of healthcare fields.
Many of the presentations
communicated ways in which the
utilization of the ICF can have positive
implications for their respective areas
including administration, assistive
technology, clinical practice, uniform
research data collection, community
participation, and the identification of
unmet needs among special
populations.  Even though the ICF has
gained major international attention,
the ICF applications within the realm
of public health, however, appear to be
limited.

The purpose of this brief paper is to
serve as a catalyst to a discussion
concerning the various ways in which
the ICF may prove beneficial to the
discipline of public health, particularly
in regards to research, education, and
service.  It is not the intent of this
paper to provide a review of the
literature of public health applications,
but rather to stimulate a dialogue
amongst those currently using the ICF
and potential new users as to the
prospective benefits offered by the
conceptual framework of the ICF for
the field of public health.
Lollar (2002) provided an eloquent
presentation of the emerging
opportunities of the ICF for public
health and disability.  Because of the
rapidly increasing numbers of
individuals with disabilities and the
health-related disparities between
individuals with and without
disabilities there is a growing need to
bring disability issues to the forefront
of public health research, education
and service. Identifying certain
problems and discussing the potential

http://www.cdc.gov/nchs/about/otheract/icd9/icfhome.htm
http://www.cdc.gov/nchs/about/otheract/icd9/icfhome.htm
mailto:PJP2@CDC.GOV
http://www.icfconference.com/
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utility in these areas may help to gain
more interest and support for the ICF
within the public health domain.

5HVHDUFK
The problems in public health research
can be captured in three points:
- an inconsistent use of the term

disability;
- the lack of a uniform,

comprehensive approach to the
investigation of complex issues
surrounding chronic conditions and
disabilities; and

- the relatively narrow focus on the
disease process itself grounded on
the International Classification of
Disease (ICD).

One major benefit, as we know from
work done at the international level, is
the collection of uniform, consistent,
and standardized data.  A uniform
framework as provided by the ICF,
will also allow for comparison of data
collected over time between and within
communities, counties, and states.
Uniform data collections lend
themselves to a variety of analyses, the
results of which would enhance policy
regarding public health on both a
macro (global) and micro (community)
level.  A more detailed discussion of
this subject matter can be found in the
special issue of Disability and
Rehabilitation on the ICF (June 2003).

Another benefit of the ICF in public
health research is that the ICF offers a
uniform framework similar to the
ecological model currently promoted
in health behavior change and health
education research (Bartholomew,
2002). Certain psychological, social,
and environmental determinants of
behavior change can be linked with the
ICF domains and the ICF codes. This
research is critical to: increase the
implementation of the ecological
model for all people, including people
with disabilities; evaluate the impact of
intervention programs on participation
for every-one; and to discover new
variables which have not yet been
included in the ICF. The findings of
public health research may then, in
turn, contribute to the future revision
of the ICF by testing relationships
between variables and identifying the

most critical factors influencing
behavior change.

(GXFDWLRQ
There are two primary issues in health
education:
- the education of students in public

health and
- health behavior change and health

education provided by public health
professionals.

A close examination of the first issue
reveals that, in general, schools of
public health lack a uniform,
operational definition of the term
“disability.”  This may contribute to
some schools seemingly placing
limited emphasis on the public health
needs of individuals with disabilities,
and not stressing that disability is a
phenomenon that concerns every one.
Health disparities are often taught in
terms of gender, race, and socio-
economic status, but rarely in terms of
individuals who have or do not have a
disability. For example, the U.S.
Department of Health and Human
Services (2000) stated that disparities
have been found in higher health care
costs, lower rates of societal
participation, and higher rates of
chronic (secondary) health conditions
such as diabetes, depression, and
obesity.

A new development among several
universities worldwide is the creation
of interdisciplinary disability studies
programs. The role of public health
appears to be under-emphasized or not
recognized in these programs.  The
ICF may serve as the overarching
framework to study disability from the
perspective of architecture,
engineering, information technology,
law, rehabilitation, literature, medicine,
etc.  A common language will allow
for disciplines to better communicate
and collaborate in particular in terms of
functioning (at the body level, activity
level, and the participation level) and
the role of the environment for
individuals with disabilities.

In regards to health behavior change
and health education provided by
public health professionals, the ICF
can be a useful tool in the
identification of variables and factors

influencing outcomes, which is
necessary to measure progress in
health indicators such as: physical
activities, obesity, tobacco use,
substance abuse, mental health, injury
prevention, etc.  In fact, the ICF fits
well the Intervention Mapping concept
for designing theory and evidence-
based health promotion programs
(Bartholomew et al, 2002).

Applying the ICF framework in public
health education can also benefit the
need to provide health educational
materials in clinics and other locations
available and accessible for individuals
with visual impairments or blindness,
hearing impairments or deafness, as
well as for those who have learning
disabilities or cognitive impairments.
For instance, are AIDS prevention
materials available in large print and
Braille, are websites with essential
health promotion education fully
accessible (i.e. Bobby approved are
sign language interpreters available
when violence is discussed in the
community, and are educational films
and videos available with captions?)

This integrated health education may
be a step towards the elimination of
stigma, often experienced by people
with disabilities.

6HUYLFH
Again, one of the primary problems
faced by public health services,
particularly at the community level, is
the lack of uniform communication
and the often-narrow focus on the
disease process and the medical
approach.  One may ask whether this is
due, in part, to a general unawareness
of a functioning-related classification
addressing the complex issues of
people with chronic conditions and
disabilities.  The application of the ICF
can benefit in particular the
availability, accessibility and
affordability of community-based
services for people with disabilities.
For instance, the provision of services
for women with cognitive impairments
in reproductive health education, breast
and cervical cancer screening, the
availability and accessibility of fitness
centers for people with mobility
impairments, and the creation of public
health prevention programs of
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domestic violence for people with
cognitive impairments, etc.

Furthermore, the ICF application is not
only useful for secondary and tertiary
prevention, but also for primary
prevention. For instance, a person may
be more motivated to engage in regular
exercise when he or she realizes that
the immediate benefits are in terms of
functioning, rather than in terms of
cardio-vascular disease prevention.
Using the ICF codes, regular rigorous
exercise can enhance physical
tolerance and stamina (ICF b4550),
duration of walking (ICF d450) and
social participation such as recreation
and leisure (ICF d920).
One example towards the promotion of
the health and wellness of persons with
disabilities is an integrated program of
policy, practice and research presented
on the web by the North Carolina
Office on Disability and Health
(http://www.fpg.unc.edu/~ncodh).

6XPPDU\
The author suggests that the ICF offers
many different applications for public
health research, education, and service.
Public health can set the stage to use
ICF variables and factors that influence
the health and well-being of all people.
The challenge, however, will be to
demonstrate and convince the public
health community that the ICF can
contribute to data collection, enhancing
communication, and above all to the
participation of individuals with
disabilities in the society. As Hurst
(2003) stated, it is the hope of the
future that the ICF will remove stigma,
change people’s thinking, and
influence the rights and equal
opportunities for people with
disabilities. Let us continue to discuss
the value of the ICF in public health.

5HIHUHQFHV
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Disability: Emerging Opportunities. Public
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7KH�,&)�DQG�WKH�&DSDELOLW\$SSURDFK
The capability approach has been
applied extensively to issues related to
poverty and gender inequality.
Similarly, the capability approach has
potential to contribute to the
understanding of disability and the life
situations experienced by persons with
disabilities as another frequently
marginalized segment of the
population. The capability approach
holds several common aspects with the
ICF framework. For example, both
describe functioning and disability as
the dynamic interaction of the
individual with/without an impairment
or health condition in his/her
environmental context. And both
recognize the role of personal and
environmental factors in the
functioning and disability process.
Since the capability approach shares
several common elements with the ICF
conceptual framework, there is
potential to use the ICF framework and
even the ICF classification with the
capability approach. In fact, the ICF

provides a mechanism to identify and
to develop interventions that facilitate
the development of capabilities among
persons with impairments who may
experience disability in the context of
their environment.

Developed by Nobel Laureate Amartya
Sen, the capability approach focuses
on the life a person leads - what he/she
can or cannot do and what he/she can
or cannot be. Two primary
components, functionings and
capabilities, are integral to this
approach. Similar to ICF activities
(execution of tasks or actions),
functionings are a person’s set of
achieved doings and beings, or what
he/she manages to do or be.
Functionings differ from capabilities,
which are a person’s potential to
achieve certain functionings, or all the
various combinations of what he/she
can do or be. Essentially, these two
components are differentiated between
achieved functionings (what the person
is actually doing as a result of choice
or constrained choice) and potential
functionings (what the person is able to
do within his/her environmental
context but might not necessarily be
doing).

Consequently, how environmental
factors affect a person’s activities
and/or participation is an important
inclusion in both the ICF and in the
capability approach, which specifically
considers how the environment affects
a person’s functionings and/or
capabilities. Moreover, personal
factors such as choice are considered
influences on personal functionings in
the capability approach. Although not
specifically mentioned in the ICF,
choice (or lack thereof) is inherently
included in the determination of what a
person actually does along with his/her
ability and specific environmental
circumstances.

Well-being is generally considered not
only what a person achieves, but also
the options from which he/she has had
the opportunity to choose. By
integrating opportunity or advantage
into the capability approach, it
provides a more accurate depiction of a
person’s well-being. For example, a
question based on functionings would

mailto:elsrn@umich.edu
http://www.fpg.unc.edu/~ncodh
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ask people only if they are working.
Even if both responded no that they are
not working, we do not learn about
their specific circumstances
influencing why they are not working.
However, a question based on
capabilities would ask about their
potential to work. Here we might learn
that Person A with a sensory
impairment is able to work but has
chosen to stay home with her two
children whereas Person B with a
mobility impairment is not able to
work due to the lack of assistance in
his workplace. For both persons, their
functionings are identical (not
working) but their capabilities differ
along with their life situations.

The capability approach emphasizes
the need to move beyond functionings
to assessing the fundamental
capabilities of persons, what persons
are really able to be or do, and
moreover what environmental factors
affect their capabilities. Capabilities
represent the life potential or
opportunities that exist for any person.
In this sense, capabilities are more
comparable to the ICF concept of
participation since both terms describe
a person’s involvement in a life
situation or their lived experience.
Examining both capabilities and
functionings together results in an
improved understanding of the
person’s situation.

This can be accomplished by using the
ICF classification’s detailed list of
activities and participation to identify a
person’s list of actual and potential
functionings. Additionally, the ICF
qualifiers facilitate the assessment of a
person’s capacity and performance,
which would provide additional
information on how a person’s
functioning changes in his/her
environment. Finally, the ICF section
on the environment provides helpful
information on a range of
environmental factors that may
influence a person’s potential and
achieved functionings. Ultimately,
using the ICF classification scheme
together with the capability theoretical
framework will facilitate greater use of
both and will contribute to improved

understanding of disability and persons
experiencing disability.

Two papers using the ICF in
promoting the capability approach to
disability are available.  Both papers
were prepared and presented by
Patricia Welch Saleeby.

$SSO\LQJ�WKH�&DSDELOLWLHV�$SSURDFK�WR'LVDELOLW\��3RYHUW\��DQG�*HQGHU
presented and prepared for the
conference “Promoting Women’s
Capabilities: Examining Nussbaum’s
Capabilities Approach,” Cambridge
University, UK. Full paper available at
http://www.stedmunds.cam.ac.uk/vhi/n
ussbaum/papers/welch.pdf.

'LVDELOLW\��3RYHUW\��DQG�'HYHORSPHQW�$Q�$SSOLFDWLRQ�RI�WKH�&DSDELOLW\$SSURDFK�LQ�1HSDO presented and
prepared for the conference, From
Sustainable Development to
Sustainable Freedom, University of
Pavia, Italy. Full paper available at
http://cfs.unipv.it/sen/index.html

)RU�LQIRUPDWLRQ�
Patricia Welch Saleeby, School of Social
Work and Program in Occupational
Therapy, Washington University in St.
Louis, MO, e-mail: welchp@wustl.edu

(QKDQFLQJ�$VVLVWLYH�7HFKQRORJ\6HOHFWLRQ�DQG�8VH��&RQQHFWLQJ�WKH,&)�DQG�,62����
People with physical, sensory, and
cognitive disabilities may experience
challenges in any combination of areas
of the WHO’s ICF domains of
Activities and Participation.  Using
examples of assistive technologies (a
key environmental factor) from the
International Organization for
Standardization’s LQWHUQDWLRQDOVWDQGDUG�,62�������as well as findings
from the relevant literature and the
author’s research and experiences,
each category within Activities and
Participation has a wide assortment of
devices and other supports to assist the
individual with a limitation in that
area.  With few exceptions, little of this
overlaying of classifications has been
done2, which is unfortunate because a
common language and structure within

which to convey a shared
understanding would be of tremendous
benefit to the international community
of assistive technology researchers,
practitioners, and users.  Adding to this
need is a means of assessing the ICF
components in the context of
individuals’ assistive technology and
other support needs. While there are
many candidate measures for this, the
example is provided in Table 1 of the
capacity of the Matching Person &
Technology (MPT) assessments3 to
accomplish this for the field of
rehabilitation and consumers with
cognitive, physical and sensory
disabilities (see next page).The MPT
process is both a personal and
collaborative (user and provider
working together) assessment and the
paper-and-pencil measures can also be
used as interview guides. A range of
assessments are offered from a quick
screen, to specialized evaluations
(which can be completed in
approximately 15 minutes) to a
comprehensive assessment (which can
be completed in 45 minutes by
someone trained and experienced in
using the forms).  The MPT process is
validated for use by persons with
disabilities (ages 15 and up) and it is
applicable across a variety of users and
settings.  The measures have been
determined to have good reliability and
validity and they have been used in
many research studies within the U.S.
and Canada as well as Europe4. The
results of these and other studies show
that persons with disabilities report
more benefit from and satisfaction with
technology as a result of participating
in a person-centered process aimed to
match them with the most appropriate
technologies for their use.  The benefit
of the MPT assessments to
professionals is that it offers them a
guide into which assessment
components to incorporate into their
evaluation procedures and to ensure
that consumer preferences as well as
environmental barriers are addressed
prior to the selection of a particular AT
and frustration is experienced with a
poor match of person and technology.
An effort to depict how this can be
achieved is depicted in Table 1.

mailto:welchp@wustl.edu
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Table1:  Matching Person & Technology Assessments as Indicators of Consumer Support Needs and Preferences in ICF
Domains of Activities and Participation

,&)�$FWLYLWLHV�DQG�3DUWLFLSDWLRQ 6XSSRUW�([DPSOHV�IURP�,62�������������DQG2WKHU 037�0HDVXUH

LEARNING AND APPLYING KNOWLEDGE:
learning, applying the knowledge that is learned, thinking,
solving problems, and making decisions.

Note taking services, PDA’s and laptop
computers, audio recording devices, computer
software, electronic calculators

SOTU, ETPA

GENERAL TASKS AND DEMANDS: carrying out
single or multiple tasks, organizing routines and handling
stress.

Personal assistance, service animals, timers,
memory aids

ATDPA Sections B and C

COMMUNICATION:  communicating by language, signs
and symbols, including receiving and producing messages,
carrying on conversations, and using communication
devices and techniques.

Sign language interpreters, electronic and
manual communication devices, computer input
and output devices, telephones and
modifications telephone, radio and TV
adaptations, signaling and alerting devices

Initial Worksheet, History of Support
Use, ATDPA Section B

MOBILITY:  changing body position or location or by
transferring from one place to another, by carrying,
moving or manipulating objects, by walking, running or
climbing, and by using various forms of transportation.

Manual and power wheelchairs, canes and
walkers, transfer boards, vehicle modifications,
lifts, relief maps

ATDPA Sections A and B

SELF-CARE:  caring for oneself, washing and drying
oneself, caring for one's body and body parts, dressing,
eating and drinking, and looking after one's health.

Modified eating utensils, non-slip mats,  robotic
devices, buttonhooks liquid soap dispensers,
electric toothbrushes

ATDPA Sections A and B

DOMESTIC LIFE:  acquiring a place to live, food,
clothing and other necessities, household cleaning and
repairing, caring for personal and other household objects,
and assisting others.

Bottle and can openers, tilt tables, modified
lighting, support bars and rails

ATDPA Sections A and B

INTERPERSONAL INTERACTIONS AND
RELATIONSHIPS:  basic and complex interactions with
people (strangers, friends, relatives, family members and
lovers) in a contextually and socially appropriate manner.

Manual and electronic communication devices,
life skills coach , sexual aids

ATDPA Sections B and C

MAJOR LIFE AREAS:  tasks and actions required to
engage in education, work and employment and to conduct
economic transactions.

Remote control devices, customized
workstations, structural modifications

ATDPA Sections A and B

COMMUNITY, SOCIAL AND CIVIC LIFE:  actions and
tasks required to engage in organized social life outside the
family, in community, social and civic areas of life.   

Signaling and alerting devices, noise reduction
devices, adapted recreational and leisure
devices

ATDPA Sections A and B

Source:  Institute for Matching Person & Technology, Inc.

As the number of assistive technology
options increase, individualized
interventions for individuals with
cognitive disabilities will be easier to
accomplish.   The key to successful
and optimal use of these products will
be an appropriate and comprehensive
assessment of consumer needs and
preferences and the identification of
additional accommodations and
supports.

5HIHUHQFHV
1 Technical aids for persons with

disabilities: Classification and
terminology, ISO/FDIS 9999, ISO 2002

2 Kleijn - de Vrankrijker, M.W. de  (2002,
14-19 October).  Classification of
technical aids for persons with
disabilities: Neighbour or member of the

family?  Meeting of Heads of WHO
Collaborating Centres for the
Classification of Diseases. Brisbane,
Queensland, Australia. Retrieved 20
April 2004 from
http://www.aihw.gov.au/international/wh
o_hoc/ hoc_02_papers/brisbane91.doc

3 Scherer, M.J.  (2004). Matching person
& technology process and accompanying
assessment instruments, revised edition.
Webster, NY: Institute for Matching
Person & Technology.
[http://members.aol.com/IMPT97/MPT.h
tml].

4 Scherer, M.J. & Craddock, G.  (2002).
Matching Person & Technology (MPT)
assessment process (reliability and
validity).  Technology & Disability,
Special Issue: The Assessment of

Assistive Technology Outcomes, Effects
and Costs, 14(3), 125-131.

)RU�LQIRUPDWLRQ�
Marcia J. Scherer, Ph.D., MPH
Director Institute for Matching Person and
Technology, 486 Lake Road Webster, NY
14580, USA.
phone/fax 716/671 – 3461
e-mail: IMPT97@aol.com

mailto:IMPT97@aol.com
http://www.aihw.gov.au/international/who_hoc/
http://www.aihw.gov.au/international/who_hoc/
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