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The International Classification of Health Interventions (ICHI) is currently being
developed. Once finalised it will join the ICD and ICF as a WHO-FIC reference
classification. An overview of the structure, purpose and development of ICHI
was presented in the October 2011 issue of this newsletter. Here we focus on the
development of a public health classification capability within ICHI.
Breadth of ICHI
ICHI spans the breadth of the health system, encompassing medicine, surgery,
diagnostics, primary care, allied health and rehabilitation, assistance with
functioning, nursing, traditional medicine and public health. The inclusion of
public health within ICHI will assist in raising the visibility of public health as an
important component of health systems, and will provide a basis for the
collection of consistent and comparable information on population-level
prevention and health promotion activities.
The purpose of ICHI is to provide a framework for comparison of health
interventions at local, national and international level, but also to have sufficient
detail to enable its use as a classification in its own right. While it will not contain
the detail of some national classifications, ICHI will assist countries to align their
national classifications, and it will serve as a basis for the development of data
tools for international comparisons of the provision and effectiveness of health
interventions.
Three axes to conceptualize interventions
Within ICHI, interventions are conceptualised as being composed of three
dimensions, represented by the three axes: Target, Action and Means. Each axis
consists of a list of categories organised under headings. Considerable work has
been done to develop draft axes, particularly in the areas relating to medical and
surgical interventions. Ongoing revision of the axes will occur in an iterative
fashion as lists of interventions are developed across the content areas spanned by
ICHI.
As it is intended that members of the WHO family of classifications should be
used together in the collection of health information, ICHI will not duplicate
content present in other classifications. ICHI describes ‘What is done to what
target, and how’; information on ‘who’, ‘why’ and ‘where’ may be captured
using other classifications alongside ICHI.
What public health interventions should be in ICHI?
Public health activities are often described, funded and reported on at the level of
the program. A program may comprise a number of linked and complementary
interventions, some of which are delivered at the individual level and others at the
group or population level. ICHI will provide a comprehensive list of public health
interventions that users can select from to describe a given public health program.
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Editorial
“A new spring, a new sound” is a typical Dutch expression
and this newsletter is an example of it. We tried again to
provide our readers with new information in order to
stimulate their work on or with members of the WHO
Family of International Classifications.
The WHO-FIC Network meeting 2011 in Cape Town
supplied a lot of interesting and new information of which
several parts are worthwhile to summarize in this
newsletter, such as: contributions regarding public health
and functioning interventions in the International
Classification of Health Interventions (ICHI, the third
reference classification of the family, under development).

Regarding some other members of the family we do not
have substantial information for the time being. Due to
unresolved issues WHO prefers to take a rain check for a
future publication on the International Classification of
Traditional Medicine (ICTM). Also, the development of the
ICPS (International Classification of Personal Safety)
development has been put on hold by WHO.

During the meeting two new WHO-FIC centres have been
designated: the Japanese centre and the South African
centre. See the pictures showing the proud members of both
centres (this page), as well as a group photo of all network
meeting participants (page 9). In this issue we include a
very short overview of papers/posters presented during the
meetings, but we refer to the WHO website for the full series
of documents and posters and the final meeting report:
http://apps.who.int/classifications/network/meeting2011/en/.

Enjoy reading and let us know your news!
For information:
Marijke de Kleijn-de Vrankrijker, WHO-FIC Collaborating
Centre in the Netherlands, e-mail: marijke.de.kleijn@rivm.nl

Regarding the ICF a next step was taken in the area of
updating by the Functioning and Disability Reference
Group (FDRG) and the Update and Revision Committee
(URC). A short summary of the working method and the
progress of work is provided by the URC co-chair.
Of course we include a list of new ICF references. We
wonder how to proceed because of the growing length of the
list. A possibility could be to announce the update of the list
and refer to our website (www.rivm.nl/who-fic) instead of
including the full list of new references in the newsletter.
Two Dutch contributions inform the readers about research
on the relationship between the components of the ICF and
about ideas on personal factors in The Netherlands.

Public Health Interventions in ICHI (cont.)
In determining which interventions should be regarded as
public health interventions for the purposes of ICHI, two
boundary areas need consideration:
• the boundary between public health and clinical practice;
• the boundary between public health and non-health
activities.
Public health and clinical practice
An example of the first boundary would be a campaign to
provide oral rehydration therapy for children with diarrhea.
Such a program involves delivering many individual
interventions, which can be classified using ICHI. But
organising the program is a public health intervention and
should be coded in its own right. As a general guide, a
public health intervention may be identified and classified
using ICHI if there are overarching activities in the nature of
planning, coordination and targeting that go beyond the
normal business of managing individual health services and
infrastructure.

We regret for not being able to provide new information on
the ICD-11 (ICD-11 new release and Alpha evaluation) and
the work on functioning properties in the ICD. We hope to
be able to publish news on these topics in our next
newsletter (autumn 2012).

Where a public health intervention is characterised by the
organised mass delivery of individual interventions (e.g. an
immunisation campaign), a coding rule will direct users of
the classification to record the appropriate ICHI public
health intervention code, plus an additional ICHI code
describing the individual intervention(s) delivered, as well
as any relevant codes from other WHO-FIC classifications
(e.g. ICD, ATC).
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Means: Products and technology

Public health and non-health activities
The second boundary arises as an issue when interventions
involve activities undertaken outside the health system, but
which clearly affect, or protect, population health. Examples
include domestic waste removal, sewage treatment, or
developing air quality standards. In many contexts such
activities are regarded as part of the background
infrastructure of society; in others, they are clearly public
health interventions.

Title: Enactment of laws or regulations concerning safe
food management practices
Target: Products or substances for personal consumption
Action: Food safety control
Means: Legal services, systems and policies
Title: Education concerning physical activity, delivered
through the media
Target: Physical activity
Action: Education
Means: Media services, systems and policies

It will be important for ICHI to provide for the coding of
these activities, so that users can record them as public
health interventions where appropriate. Coding rules will be
drafted to provide some guidance on this, suggesting that
consideration be given to whether the intervention is
undertaken by people in health occupations, and whether its
primary purpose is to improve population health.

Expansion and refinement of public health content within
ICHI will draw on other existing lists of interventions, case
studies, and input from professionals in the public health
field. As this work progresses there will be further review of
the axes, adding and modifying categories to better cater for
the classification of public health interventions. Editorial
rules will be drafted to ensure a consistent approach to the
development of interventions within ICHI, and coding rules
will be written to provide guidance to users.

Current work on public health components of ICHI
Work is now underway to assemble a comprehensive list of
public health interventions. The WHO-CHOICE project,
which lists key health interventions for 21 diseases and risk
factors, has been used as a starting point. Each intervention
is assigned an appropriate Target, Action and Means, and
given a descriptive title.
- Targets for public health interventions in ICHI are of three
types: health behaviours (e.g. Hygiene, Physical activity),
environmental factors (based on ICF Environmental
Factors, e.g. Air quality, Flora and fauna), and
population/population subgroup (used for campaign type
interventions).
- Actions for coding public health interventions are mostly
grouped under the heading ‘Preventing actions’ (e.g.
Environmental standards and surveillance, Population
screening, Vector control).
- Means for public health interventions are grouped under
the heading ‘Methods’ and align with relevant ICF e-codes.
They can be thought of as institutions or instrumentalities of
society through which public health interventions are
implemented (e.g. Economic services, systems and policies,
Health services, systems and policies).

Next steps
A progress report on the development of public health
content within ICHI was presented at the WHO-FIC
meeting held in Cape Town in October 2011. It is planned
that an alpha version of ICHI will be presented at the WHOFIC network meeting in October 2012. Also, we are
actively seeking input from public health practitioners and
researchers, to assist in the development of public health
content in ICHI, and field-testing of the alpha version.
Nicola Fortune
For information:
Richard Madden, University of Sydney, Australia
e-mail: richard.madden@sydney.edu.au

International Organizations

Examples of population health interventions in ICHI
Title: Immunisation campaign
Target: Population
Action: Population immunisation
Means: Health services, systems and policies
(A coding rule would specify that this code should be
accompanied by the relevant ICHI individual intervention
code, ICD code and ATC code).

World Confederation for Physical Therapy
WCPT world conference 2011 report
The World Confederation for Physical Therapy (WCPT) is
the sole international voice for physical therapy,
representing more than 350,000 professionals worldwide in
physical therapy and related domains through its 106
member organisations. The confederation has been in
official relations with the World Health Organization since
1955. At its 2003 General Meeting WCPT endorsed the
International Classification of Functioning, Disability and
Health (ICF) and at each of its congresses since has
included ICF workshops, keynote addresses, platform
presentations and networking sessions in the programme.

Title: Tobacco taxation
Target: Tobacco use
Action: Personal risk reduction
Means: Economic services, systems and policies
Title: Provision of improved water supply
Target: Utilities services, systems and policies
Action: Provision of water
3
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that would represent nursing practice and support informed
decision-making for clinicians, managers, researchers and
policy-makers.

In June 2011 the world of physical therapy met in
Amsterdam for the 16th WCPT congress, and again the ICF
was well represented in the programme. Included were:
1. A focused symposium entitled Concept to practice:
Moving physical therapy forward using the ICF. Alan Jette
from the United States of America was joined by Soraya
Maart (South Africa), Reuben Escorpizo (Switzerland) and
Jiro Okochi (Japan). Following an introduction to the ICF
examples of its use to identify environmental barriers to
participation among people with disability, in vocational
rehabilitation and to develop an assessment instrument for
use in geriatrics. Recent efforts and concrete applications of
the ICF in physical therapy practice and research were
discussed.

ICN background
ICN is a federation of 135 national nurses associations,
representing millions of nurses worldwide. Founded in
1899, ICN is the world’s first and widest reaching
international organization for health professionals. ICN
works to ensure quality nursing care for all, sound health
policies globally, the advancement of nursing knowledge,
and the presence worldwide of a respected nursing
profession and a competent and satisfied nursing workforce.
ICN eHealth Programme
In 2011, ICN established an eHealth Programme
(http://www.icn.ch/pillarsprograms/ehealth/), encompassing
the ICNP Programme and the Telenursing Network. This
Programme aims to transform nursing and improve health
through visionary application of information and
communication technologies. ICN integrates eHealth
strategies and techniques in its own programmes and
projects and also externally among its partners, in both
nursing and interdisciplinary organisations. The eHealth
Programme has three foci: a technology focus that provides
tools and techniques to help meet the eHealth and
information needs of nurses, other healthcare workers and
patients; a professional focus that pomotes best eHealth
practice and policy; and a business focus involving
collaboration with all stakeholders.

2. A networking session to facilitate connections between
physical therapists with an interest the recent ICF activities
at WHO and ICF use in physical therapy. The session was
attended by 30 physical therapists from around the world
who discussed the relationship of ICF to clinical
terminologies and implementation of the ICF in practice.
3. A one day education session entitled Principles to
practice: ICF tools from the World Health Organization.
The session was organised by Janice Miller from Canada
and included Catherine Sykes (UK) and Jennifer Jelsma
(South Africa) all of whom have worked on WHO
classifications for many years. They were joined by Brona
McDowell and Claire Kerr (UK) who have used the
classification in their research with children with Cerebral
Palsy. The session showcased the ICF checklist and WHODAS, the ICF eLearning tool and the ICF update platform
as well as illustrating ICF use in a range of applications.

As all aspects of eHealth, eg, telehealth and mHealth,
continue to proliferate, electronic documentation of
healthcare and interoperability of health data has to be a
goal for all providers and citizens. Standard terminologies
representing healthcare domains are important for the
accuracy of electronic documentation. The attainment of
access to care and quality of care can be evaluated using
data-based information from standard terminology
applications, to the benefit of care recipients, providers, and
healthcare systems.

4. Scientific presentations, both platform and posters, on a
multitude of ICF related topics. All abstracts and some
presentations can be accessed at:
http://www.wcpt.org/posters_and_ppts.
The range of topics covered in these sessions illustrates the
widespread acceptance of the ICF as a valuable tool for
physical therapists to describe the outcomes of their
practice.

ICNP – Terminology
ICNP 2011 was released in May 2011, and marked the
policy decision to release an updated version every two
years. The year would be used as a descriptor, replacing the
Version 1.0 (2005) and Version 2.0 (2009) nomenclature.
Version 1.0 was the first release to use web ontology
language (OWL) in Protégé software environment. The
terminology continues to increase in size, in part with new
primitive concepts added to the 7-axis model, and in part
due to advancements in the development of pre-coordinated
statements representing nursing diagnoses, interventions,
and outcomes. Figure 1 shows the concepts in ICNP over
time. Figure 2 shows the numbers of diagnoses and
outcomes, interventions, and primitive concepts within their
respective axes in Version 2011.

For information:
Catherine Sykes, World Confederation for Physical Therapy
(WCPT), e-mail: csykes@wcpt.org

International Council of Nurses
ICN eHealth Programme and the ICNP
The International Council of Nurses (ICN) began
developing the International Classification for Nursing
Practice (ICNP) in 1989. The visionary goal then was to
have a unifying terminology for nursing as electronic health
records were gradually becoming a reality. The use of a
standard terminology for nursing documentation was seen
as an excellent way to generate meaningful, reusable data
4
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statements from these catalogues are now on C-Space. The
Community Nursing [5] and Nursing Outcome Indicators
[6] catalogues are available from ICN in-print (narrative
content plus pre-coordinated statements) and on C-Space
(pre-coordinated statements).
ICNP and Related Terminologies
ICNP is a related member of the WHO Family of
International Classifications, supporting aim of harmonizing
ICNP with other WHO-FIC terminologies A recent study
examined to what extent the ICF and ICNP could be
mapped to facilitate unambiguous communication across
health settings and professionals [7]. Less than half of 946
ICF concepts (46%) were able to be mapped to ICNP
primitive concepts. ICF concepts were more granular than
ICNP concepts in the areas of human functioning and body
structures. A mapping exercise between ICNP nursing
interventions and ICHI was completed recently. 278 ICNP
interventions were mapped with the ICHI codes (target,
action and means) with most interventions having
equivalence with ICHI means or actions or both; fewer
equivalences between interventions and targets were found.
The findings of these studies warrant further research, with
the suggestion that clinically relevant subsets for
documentation of care could use multiple terminologies to
give users the necessary breadth and depth of options for
describing diagnoses, interventions and outcomes. Using
this same reasoning, it could be useful to use ICD concepts
in clinically relevant subsets so that, for example, medical
diagnoses such as diabetes or pancreatitis could be included
in the array of options provided to nurses for their
documentation.

Figure 1. Frequency of ICNP Concepts by Release

Figure 2. Version 2011 Concepts and Axes

ICNP and ISO
The continued development of ICNP reflects ISO standards
for nursing diagnoses, interventions and outcomes as well as
ISO standards for terminologies such as context-free codes,
non-redundancy and non-ambiguity. Quality improvement
processes are in place using both machine and manual
analyses [1], and procedures for style consistency, version
management, and mapping have been developed to support
terminology maintenance and development. The processes
and procedures are reviewed at least annually by the ICNP
team for relevance and accuracy.

The harmonization agreement between ICN and the
IHTSDO is the basis for mapping of ICNP and SNOMEDCT. A pilot study using 239 ICNP diagnostic codes, or
problems found that 222 (92%) were identified as
semantically equivalent to concepts for SNOMED-CT. The
work continues, with ICNP experts mapping all of the ICNP
diagnostic codes (669) with SNOMED-CT. Given that the
use of SNOMED-CT in electronic health records is
increasing, the mapping of ICNP is important in that
nursing-related data from those systems can be extracted
and re-used for comparison of nursing decision-making and
nurse sensitive patient outcomes analysis within and across
countries worldwide.

C-Space and ICNP
The C-Space platform (http://icnp.clinicaltemplates.org/)
supports ICNP development, dissemination and translations.
The ICNP browser is available for research or education
purposes, and shows the primitive concepts in the 7 axes as
well as the diagnoses/outcomes (DC) and interventions (IC).
ICNP can be downloaded in different formats, depending on
the user’s needs, eg, an entities (concepts) table, ICNP
subsets, or the ClaML representation. Fourteen translations
of ICNP are also available on C-Space.

Key messages
This article described the International Council of Nurses
and the ICN eHealth Programme, with an emphasis on the
International Classification for Nursing Practice. The ICNP
terminology was designed to represent nursing practice to
include nursing diagnosis, intervention and outcome
concepts. ICNP continues to increase in size, with continued
development of clinically relevant subsets and mapping
with other terminologies. The ongoing work with ICF, ICHI
and SNOMED-CT, and the potential for augmenting ICNP
Catalogues with concepts from other WHO FIC

The development of ICNP catalogues or subsets in
collaboration with expert nurses for selected topics is the
primary means by which new concepts and pre-coordinated
diagnosis and intervention statements are added to ICNP
[2]. ICNP catalogues are clinically relevant subsets
developed by subject matter experts in collaboration with
ICNP experts. Additional experts validate each catalogue’s
content prior to final release. Two early catalogues were on
Adherence [3] and Palliative Care [4]; the pre-coordinated
5
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terminologies, holds great promise for implementation of
interoperable systems worldwide.

Current activities
The activities of IFHIMA currently are very numerous. Our
initiatives continue to be in the areas of HIM education,
advancing the Electronic Health Record, promoting Data
Quality and Data Management, and working on the Needs
of Developing Countries. To that end we are working on
publishing on the web site a comprehensive list of HIM
education opportunities worldwide. This master list is being
compiled by Yukiko Yokobori of the Japan Hospital
Association. Also, development is underway for two new
education modules for our web site—one in Privacy and
Confidentiality and one for the development of the
Electronic Health Record.

References:
[1] T Y Kim, A Coenen, N Hardiker. A quality improvement
model for healthcare terminologies. Journal of Biomedical
Informatics 43, pp. 1036-1043, 2010.
[2] A Coenen, T Y Kim. Development of terminology subsets
using ICNP. International Journal of Medical Informatics 79, pp.
530-538, 2010.
[3] International Council of Nurses. Partnering with Individuals
and Families to Promote Adherence to Treatment. Geneva:
International Council of Nurses. 2008.
[4] International Council of Nurses. Palliative Care for Dignified
Dying. Geneva: International Council of Nurses. 2009.
[5] International Council of Nurses. Nursing Outcome Indicators.
Geneva: International Council of Nurses. 2011.
[6] International Council of Nurses. Community Nursing.
Geneva: International Council of Nurses. 2011.
[7] T Y Kim, A Coenen. Toward harmonizing WHO International
Classifications: a nursing perspective. Informatics for Health &
Social Care 36, pp.35-49, 2011.

IFHIMA executive board
Our work on the Executive Board of IFHIMA this year is
outstanding. The IFHIMA Europe group, with the good
work of Past President Lorraine Nicholson, is making great
strides on many fronts, including the AHAIP true European
Innovation Partnership focusing on enabling ageing EU
citizens to lead healthy, active and independent lives.
Lorraine, with the assistance of Carol Lewis of the US, has
also worked on streamlining the guidelines for countries
wishing to establish an HIM association. Additionally, we
will be participating in EHealth Week in Copenhagen in
May of 2012.

For information:
Claudia C. Bartz, International Council of Nurses
e-mail: cbartz@uwm.edu

International Federation of Health
Information Management Associations
(IFHIMA)

Other directors and board members have been equally as
busy—all their activities are too numerous to mention in
this report, but the web site contains detail on the activities
of our executive board in the Western Pacific, Africa and
the Eastern Mediterranean, The Americas, and South East
Asia. You’ll find their names and emails on this letterhead.
A big thank you goes out to Angelika, Lorraine, Joon,
Marci, Stuart, Yukiko, Sallyanne and Darley.

Update on IFHIMA activities
Greetings to all of you in the WHO-FIC community who
are reading this message!! As the current President of
IFHIMA, I am happy to provide an update of the activities
of IFHIMA, the International Federation of Health
Information Management Associations. We are currently 14
months out from the next IFHIMA Congress, the 17th
Congress, scheduled in Montreal, Canada on May 13-15,
2013.

Our membership Chairman is Darley Petersen from
Denmark. She has worked extensively with AHIMA in the
US to refine and facilitate the membership processing.
Certificates are now presented to all individual members,
something that is important to our members in developing
countries. The entire membership process has been
updated, including timing of dues invoices for countries and
members.

Plans are very much underway with significant information
already on the IFHIMA web site, www.ifhima.org. We
hope many of you are making plans to attend, and to
contribute papers or posters.

IFHIMA Newsletter
The Global News is our excellent newsletter that is
produced by the President-Elect of IFHIMA, Angelika
Haendel from Germany. All of you have access to this
newsletter from our web site. Just click on the tab for
Global News. This comprehensive and informative
newsletter contains articles, and information from our
members. The most current issue is March of 2012;
however, previous issues are on the web site awaiting your
review.

IFHIMA congress details
Registration for the 17th Congress is already open. If you
go to our web site, there is a link that will send you right to
the Canadian site for the latest information on the Congress.
Watch for the deadlines for the abstract submission, and
scholarship opportunities. Also, you can go directly to the
Congress web site at www.ifhimacongress2013.com.
Please plan on arriving in Montreal by Friday May 10,
2013, as there will be some pre-meetings on Saturday, as
well as the General Assembly on Sunday. The official
opening of the Congress will be on Monday the 13th of
May, 2013.

Three members of the Executive Board of IFHIMA—Marci
MacDonald, Joon Hong, and I attended the WHO-FIC
6
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English-speaking countries (e.g., Sweden, France, Hungary,
Italy and Mexico) use only those parts of the MMDS that
are language independent, and have developed their own
equivalents of the language-dependent components. This
limits the usefulness of computer programs for improving
international comparability. Therefore, the importance of
developing a single coding system that can be used
internationally is apparent. In this context several countries
have been working on the Iris project

Education and Implementation Committee meeting in
Washington, DC in the US in March. Three IFHIMA
members have sat on this workgroup for the past 7 years or
so and provided valuable input from the HIM profession to
the Committee, especially in mortality/morbidity coding.
IFHIMA is a virtual organization, made strong by the
member countries and individual members. The web site
reveals the contact person in each country and is a very
good resource for anyone desiring more information about
the organization. Our web master, Julie Wolter in the US
keeps our web site very current.

Iris system
The Iris system is an ACS developed through international
collaboration and that can be easily adapted to any
language. Iris is fully compatible with the WHO rules and
guidelines for mortality coding. To ensure international
comparability, Iris has been developed in close cooperation
with the Mortality Reference Group and the developers of
the pioneering US ACS system MMDS. Iris offers an
intuitive interface based on the international death
certificate form. Causes of death can be entered either as
ICD codes for the conditions mentioned on the certificate,
or as free text. Iris applies the ICD rules to select an
underlying cause. If the data are entered as free text, Iris
assigns an ICD code to the expressions by matching them to
a dictionary of diagnostic terms. Powerful tools for text
standardization are available, which greatly increases the
efficiency of the text matching. Further, Iris provides
detailed explanations on how the system arrived at the
multiple and underlying cause codes.
Over the last few years there has been a growing interest in
Iris and Iris has now been implemented in Catalonia, the
Czech Republic, France, Israel, Germany, Luxembourg,
Norway and Sweden. Many other countries are in the
process of implementing Iris, for example Austria,
Belgium, Brazil, Canada, England and Wales, Finland,
Hungary, Ireland, Italy, Morocco, Netherland, Poland,
Slovenia, South Africa, Spain and Switzerland.

Best regards,
Margaret
For information:
Margaret Skurka, Indiana University Northwest, USA
e-mail: mskurk@iun.edu

IRIS
An international system for automated cause of
death coding
Mortality data are widely used in medical research, for
monitoring of public health and for planning and evaluation
of health interventions. These data are comprehensive,
available from a wide range of countries, collected on an
ongoing basis and cover long periods of time. This is why
the International Classification of diseases (ICD), published
and maintained by the World Health Organisation (WHO),
stipulates standards for data collection, coding,
classification, statistical concepts and tabulation.
ICD and automated coding
The ICD is now used by more than 100 countries. However,
several studies have shown that comparing mortality data
over time and between regions and countries offers many
challenges. The complexity of mortality coding has led to
the use of computers to apply the ICD instructions for the
selection of the underlying cause of death. The main
advantages are 1) rules and guidelines are fully specified in
the program and 2) the program will apply these rules
systematically without variation through time. Moreover, if
countries use the same software, the data comparability will
be greatly increased. Also, the introduction of an
international Automated Coding System (ACS) for
mortality often leads to a critical evaluation of local coding
practices, which further contributes to improvement of
mortality data quality and comparability.

Current status
Iris is developed and maintained by a core group including
the five pioneer countries France, Germany, Hungary, Italy
and Sweden. The core group members share the work
between them, including implementation of ICD updates.
Several improvements are under development and a new
version will be available by summer 2012. Other new
projects aim at adapting Iris to special uses, for example to
register deaths at the local level and to register data
collected by verbal autopsy questionnaires. However, Iris is
already available in a stable version, which can be
downloaded from the Iris website
(http://www.cepidc.inserm.fr/inserm/html/IRIS/iris_project.
htm). To avoid differences resulting from local adaptations,
and thereby compromising international comparability of
mortality data coded by Iris, the source code is not open.
The core group is currently investigating the possibility to
set up a more permanent structure for maintenance and
development of Iris in the future, although the details are
not yet finalized.

Need for single coding
Several countries are using the US system for mortality
coding called the Medical Mortality Data System (MMDS).
But because an important part of the MMDS depends on the
language used for causes of death certification, most non7
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analysis of a disability policy… You will find also several
other sections such as key-texts revisited, book reviews,
announcements of scientific events related to disability,
summaries of recently defended doctoral dissertations. At
http://www.elsevier.com/wps/find/journaleditorialboard.cws
_home/714030/editorialboard a list of members of the
editorial board can be viewed. You can also have a look at
the top ten cited articles:
http://www.elsevier.com/wps/find/journaldescription.cws_h
ome/714030/description#description

European support for IRIS
In 2009, Eurostat financed an 18 months project that
allowed the core group to organize meetings and training
courses for other European users. This created an active
community of European users, now joined by several nonEuropean countries. Feedback from the users’ group is
important in developing the Iris system further, both as
concerns interface and functionalities. Especially, advice
from the users’ group has been essential in implementing
ICD-10 updates, and it will have an important role to play in
adapting Iris to ICD-11. The Iris core group looks forward
to developing the Iris system further in close cooperation
with international users.

As members of WHO-FIC collaborating centres, you will
find familiar topics and authors such as:
-The relevance of the International Classification of
Functioning, Disability and Health (ICF) to mental
disorders and their treatment. Geoffrey M. Reed William
Spaulding D. Lynn F. Bufka (Vol.3, n°4, Sept.-Dec. 2009)
-United Nations Convention on the Rights of Persons with
Disabilities. Moving towards substituted or supported
decision-making? Article 12 of the Convention on the
Rights of Persons with Disabilities. Nandini Devi, Jerome
Bickenbach, Gerold Stucki (Vol.5, n°4, Sept.-Dec.2011)

Gérard Pavillon, on behalf of Lars Age Johansson and Stefanie
Weber
For information:
Gérard Pavillon, INSERM, France
e-mail: Gerard.Pavillon@inserm.fr

ALTER

Submissions
You are invited to submit manuscripts on line at:
http://ees.elsevier.com/alter/ or submit other pieces that
would fit in one of the above mentioned rubrics, at:
alter@elsevier.com. Would you be working within a
network on a specific topic, you may then wish to
coordinate a special issue of 5 articles as Guest Editor. Do
not hesitate to submit your project at: alter@elsevier.com.
Here are some examples of special issues:
-Disability and birth at stake. Vol. 5, n°1 (Jan.-March 2011)
http://www.sciencedirect.com/science/journal/18750672/5/1
-Amartya Sen’s capability approach to re-think disability
policies: the case of the Tuscany region (Italy) Vol. 5, n° 3
(Sept.-Dec.2011).
http://www.sciencedirect.com/science/journal/18750672/5/3
-Current Trends and Development in Global Disability
Research. Vol.2, n°1, (Jan.-March 2008).
http://www.sciencedirect.com/science/journal/18750672/2/1

European Journal of Disability Research - Revue
européenne de recherche sur le handicap
Since December 2007, ALTER-European Journal of
Disability Research provides social scientists, academics,
postdoctoral and doctoral students a new opportunity to
publish works in the field of disability, in two languages,
English or French. ALTER is a, peer-reviewed scientific
quarterly, published by Elsevier, supported by the French
Federative institute for disability research (INSERM) and
sponsored by ALTER-International society for the history
of disability. Located in Paris, the Journal is international in
its readership and subscribers, the regions of the world
where disability issues are examined and its crossdisciplinary editorial board whose members belong to the
international scientific and academic network on disability.
ALTER appeals to researchers, academics, students, policy
makers, field professionals and all parties concerned with
disability.

Annual conference: NEW!!
Aiming at connecting disability stakeholders and
researchers to current knowledge on disability issues,
ALTER- European Society for Disability Research,
stemming from ALTER’s Editorial Board, organizes July
5th and 6th in Paris, its first annual conference, linked with
the annual Editorial Board meeting. If you wish to receive
the conference program and registration form, let us know
at: alter@elsevier.com.

Scope of the journal: A cross-cutting and crossdisciplinary approach of disability
ALTER aims to account for the broad picture of current
cutting-edge international research on disability. In domains
as varied as education, health, policies and politics,
economy, employment, sports, sexuality, etc., disability
raises compelling issues that research investigates.
ALTER publishes in-depth articles in all humanities and
social sciences disciplines (sociology, psychology,
anthropology, legal, political or gender studies,
demography, history, epistemology...). Each issue contains
five original articles (9 000 words each) which can be a
theoretical approach, a field research or related to the lived
experience of disability, an experimentation or a
methodological proposal, a report on a work in progress, an

Subscription
We would be pleased to count you, and your institution,
among the subscribers to ALTER-European Journal of
Disability Research. Revue européenne de recherche sur le
handicap. Subscribe on line at: http://www.elseviermasson.fr/medecine-de-reeducation/alter-revue/851/.
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Or, you can benefit from the special subscription price of 95
Euros (including 4 issues and membership to ALTERInternational society for the history of disability). Contact:
Jean- Christophe COFFIN at jeanchristophe.coffin@orange.fr , or 173 Rue Saint-Maur,
75011, Paris.

Knowledge representation on disability: world to win
A cursory analysis of the usage of the concept of disability
in two reports provided by UNESCO and UNICEF suggests
that there is no shared conceptual understanding between
WHO-FIC and other UN agencies and therefore little
chance for a common knowledge representation to evolve.
The representation of knowledge around “disability” is very
heterogeneous and often conceptually incompatible. The
organisations are aware of this situation and perceive the
lack of a common framework to link data to information
and to knowledge as a major problem. Ways to overcome
this problem include collectively creating concept maps.
This can visualise the different conceptualisations and
initiate a process of collective reasoning to create more
consistent knowledge based across a broader area of
application. The paper (D005) by Judith Hollenweger is
entitled: Bridging the gap between WHO-FIC and other
Families of the United Nations: the example of UNESCO
and UNICEF.

For information:
Catherine Barral, ALTER Associate editor, Ecole des Hautes

Etudes en Santé Publique, Paris
e-mail: Catherine.barral@ehesp.fr

Overview of WHO-FIC Network Meeting
29 October – 5 November 2011
The 2011 annual meeting of the WHO Network of
Collaborating Centres for the Family of International
Classifications in Cape Town, South Africa, was hosted by
the Medical Research Council of South Africa. Meeting
venue was the Southern Sun Cape Sun hotel.

For information:
Coen van Gool, WHO-FIC Collaborating Centre in the
Netherlands, e-mail: coen.van.gool@rivm.nl

International Classification of Functioning,
Disability, and Health
Updating the ICF
Mandate of the World Health Organization (WHO) and the
WHO Family of International Classifications (WHO-FIC)
Network is the maintenance of international classifications
on health. This maintenance is principally done by updating.
The updating of a classification is a crucial process, which
determines the survival of the classification itself. Ensuring
that a classification is regularly updated to reflect the
necessities of its users is necessary so that the classification
is effectively used over the years. The Update and Revision
Committee (URC) supports the WHO-FIC network in this
task of updating. It coordinates the whole classifications
update process, from submission of update proposals by
reference groups and other sources to final approval of
proposed updates by the WHO-FIC Council.

Availability of all documents
All meeting documents are published on the website of the
2011 Annual Meeting of the WHO FIC Network, see
http://apps.who.int/classifications/network/meeting2011/en/.
Please see this website for the meeting summary reports to
overview the results. At the 2011 network meeting 22
papers and 58 posters were presented. Out of these 80
presentations, 19 were on ICD, 26 on ICF, 10 on ICHI, and
25 were on WHO-FIC related issues. Two presentations are
highlighted below.
COURAGE in EUROPE Project
There is a need to measure health, environment and social
networks of the ageing population and their impact on
quality of life and well-being to produce comparable data
throughout Europe. The COURAGE in EUROPE Project,
which is funded by the European Commission within the
Seventh Framework Programme, will develop and validate
cross-nationally measures of health and health-related
outcomes for an ageing population. The ICF theoretical
framework is defined as the background against which these
comparable data on determinants of health and disability in
ageing will be collected. The poster (D006p) by Matilde
Leonardi et al. is entitled: Understanding ageing and
determinants of health and disability in ageing to guide
public health policies: the COURAGE in EUROPE Project.

Two lines of work
The International Classification of Functioning, Disability
and Health (ICF) is one of the reference classifications of
the WHO-FIC. The update process of ICF is conducted
along two different lines of work: the realization of a
foundation ICF, i.e., the merging of the derived
classification ICF-CY into ICF, and the provision of annual
updates to ICF. The ICF update process started in 2010
when it was decided to run the merging of ICF-CY into
ICF. So far, the work has mainly focused on the realization
of the foundation ICF, by reviewing and, if necessary,
adapting ICF-CY items to ensure their suitability in order to
be incorporated into ICF. However, in addition to proposals
derived from ICF-CY, which are treated as update
9
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proposals, proposals related to ICF items have also been
considered.

Final approval
The URC Secretariat prepares a list of the proposals for
which a full consensus has been achieved during the voting
rounds and submits it to the URC for approval during the
WHO-FIC annual meeting. During the annual meeting, all
the controversial proposals are discussed face to face in
order to come up with a decision, which can be one of four
types: approved, approved with modification, rejected, and
withheld for further discussion. The decision of the URC is
then submitted to the WHO-FIC Council for ratification.
The approved update proposals are published on the WHO
website by the end of January of the year following the
ratification. The updated ICF database is also made
available to the Collaborating Centres who require it in
order to update their ICF-based information systems.
Since the beginning of the ICF update process, 37 update
proposals have been approved. Thirteen were approved in
2010 and 24 in 2011. At present (April 11, 2012), there are
still 177 items under evaluation (Ten newly added into the
IRG layer, 104 under review in the FDRG layer and 63
receiving further input in the Open Discussion layer).

Web-based update platform
The entire update process is managed through a web-based
platform, thus ensuring standardization of submission,
review, decision on, and implementation of update
proposals. This web-based tool allows contributors from
around the world to work collaboratively and makes the
process transparent as each contribution is visible to all
users. The platform is accessible to any person, who can
register and become a user, from the following link:
https://extranet.who.int/icfrevision/nr/loginICF.aspx
The update platform is structured in layers. During the
proposal review process, each proposal goes through the
different layers before reaching the final stage. Moving the
proposal from one layer to the next is done by the URC
Secretariat.
The four ICF update platform layers are the following:
1. Moderation Layer: it is a filter layer in which all
proposals are screened by the URC secretariat for
appropriateness.

Quality control
The updating of ICF is not an easy task. New or modified
items have to effectively add additional value to ICF while
preserving the style and harmonization of the classification.
Therefore, it has to be ensured that the rationale provided
for each update proposal is supported by evidence of the
underlying need, in terms of clinical or public health utility.
Moreover, definitions of new codes have to be written
clearly and unambiguously and examples should have a full
explanatory role ensuring cross-cultural relevance. The
knowledge on functioning has thus to be informed by
classification principles in order to qualify the new or
adapted ICF items as valid and reliable classification
entities.

2. Closed Group Layer: in the ICF update platform there are
two closed groups, the Initial Review Group (IRG) and the
Function and Disability Reference Group (FDRG).
a) IRG layer: in this layer, a dedicated group of FDRG
experts perform a first review of the proposals following the
recommendations and principles reported in the
Recommendations for Initial Reviewers, a document which
combines a reviewer’s checklist and a list of good practices,
and in the ICF Update Platform User Guide. The FDRG,
together with WHO, nominates the coordinators of the IRG.
Their role is to streamline the process and to inform the
URC Secretariat when the review work is completed.
b) FDRG layer: the update proposals are reviewed by all
FDRG members. The aim is to decide whether a proposal
should be approved, approved with modification, or
rejected. The recommendation is generally expressed by the
IRG coordinators on behalf of the FDRG co-chairs and is
communicated to the URC Secretariat.

All URC members participating in the discussion can
review and comment on all proposals, recommending, if
necessary, alternatives or modifications to the initial
proposal and providing useful input to the review process.
Therefore, besides coordinating the ICF update process, the
URC also plays a key role in preserving consistency of ICF
content and structure.

3. Open Discussion Layer: the proposals can be seen by all
users of the platform, who can comment on the proposal
itself or on the recommendation made by the FDRG. At this
stage, which is a key step for the transparency of the
process, collaborating experts of the FDRG can add revision
remarks, while the author of the proposal can, if necessary,
respond to the remarks made by the reviewers.

Work ahead
From a more technical point of view, the first two years of
work on updating ICF have shown that the process needs
refinement in terms of establishing the roles and deadlines
in the different steps. In the current year, the following
timeline has been adopted: IRG review of proposals by
April 3, FDRG review from April 4 to April 22, open
discussion from April 30 to May 31, and closed discussion
and voting rounds from June 11, 2012 on.

4. Closed Discussion Layer: the members of the URC make
a decision on the proposals taking into account the IRG
reviews, FDRG recommendations, and comments made in
the Open Discussion Layer. The discussion is catalyzed by
rounds of vote set up by the URC Secretariat. The voting
procedure is used to stimulate on-line discussion by the
members of the URC.

For information:
Francesco Gongolo, co-chair URC
e-mail: francesco.gongolo@regione.fvg.it
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functioning related to the digestive system and also various
aspects of activities and participation, however the
immediate target is Food (e1100): an Environmental Factor.
Similarly, when providing a ramp for mobility, the
intervention is aiming to improve various domains of
activities and participation, but the immediate target is the
environmental barrier. In some instances «e» codes would
be useful as Means, when the desired outcome (e.g.
autonomy in mobility) is pursued by modifying
environmental aspects (e.g. Training in use of see eye dog
for the blind).

International Classification of Health
Interventions (ICHI)
A Developing ICHI makes more contact with ICF
In the last year the WHO-FIC community has devoted
considerable effort to the new International Classification of
Health Interventions (ICHI), especially the members of the
Family Development Committee under the co-chairmanship
of Richard Madden from the Collaborating Centre for the
WHO-FIC in Australia. ICHI, describing and classifying
procedures in medicine, is a long standing project of WHO,
with its roots in 1978, would complete the trinity of
reference classifications together with ICD and ICF, and
will include interventions from the fields of medicine,
surgery, diagnostics, primary care, nursing, traditional
medicine, public health, rehabilitation, and allied health
sciences.

Proximal versus remote
It may be argued that even though the immediate (proximal)
intervention targets an environmental factor, the final
(remote) target could be found among some of the existing
codes reflecting body functions, structures or activity and
participation: For example, one may act on the environment
to make adaptations for accessibility (e.g. modifying the
design or construction of a building), but the final “remote”
goal is to allow persons with problems in mobility to move
around freely. This line of reasoning however presents two
major problems:
1) It would fail in term of consistency with the way in
which targets are identified for other interventions, for
which always the most proximal, directly addressed target is
considered (e.g. in an operation for coronary bypass the
target will be the coronary artery even though the final aim
is to improve myocardial blood supply).
2) It would frequently lead to multiple “remote” targets,
all of whom potentially addressed by the same intervention
(e.g. by providing training to a care giver on management
issues for a dependent person the targets may indeed
encompass a wide array of categories in activities and
participation of the cared for person).

Functioning properties in ICHI
Members of the Functioning and Disability Reference
Group paid special attention to interventions typically
performed in the context of rehabilitation programs, which
are now found in a small portion of chapter 16 of ICD-9CM volume 3. Health interventions are described in the
ICHI by their target, the type of action, and the means by
which that action is performed. Targets are organized
following the ICF structure, identifying the anatomical site
(body structure), the physiological function (body functions)
or more complex aspects of functioning (e.g. mobility, self
care or personal interaction, as represented by the ICF
component activity and participation). The ICF component
“Environmental Factors” however is not represented among
the target options, nor among the means or actions.
Environmental Factor as Target of intervention
The goal of rehabilitation interventions is to optimize
human functioning even in the context of a persisting
impairment or a significant reduction in capacity to execute
activities or to participate in life situations. Even though
some rehabilitation interventions may target body structures
(e.g. muscle trophism) or functions (e.g. voice articulation),
most interventions target activities or participation. In the
process of assigning ICHI labels to the existing items in
ICD-9-CM chapter 16 and to other intervention lists (such
as the Thai ICD10-TM chapter 17 list of rehabilitation,
physical therapy and related procedures, and the Canadian
Classification of Health Interventions chapter 6.sc and 7.sc)
it became increasingly evident that in many instances the
target of intervention was not identifiable within the
available list. The most appropriate label would be provided
however by an environmental factor. In the provisional
transcodification exercise of ICD-9-CM items with ICHI
labels completed by Andrea Martinuzzi and Thorsten
Meyer, 21 % of the interventions typically performed in
rehabilitation would need an «e» target. For example in the
“Organization of appropriate food for a person by a
nutritionist” the intervention is aiming to improve

Further discussion
The issue of including «e» targets and means into the ICHI
draft was discussed at the 2011WHO-FIC meeting in Cape
Town, and raised much interest. This inclusion could open a
potential cross talk with other existing international
classifications and denomination systems, and could also
provide a solid bridge towards the area of public health,
opening ICHI to a wider and inclusive horizon. The next
appointment for discussion on ICHI is the mid-year meeting
of the WHO-FIC Family Development Committee due in
Beijing next July. On that occasion a growing and more
comprehensive ICHI draft will be presented and discussed.
For information:
Andrea Martinuzzi, E. Medea Scientific Institute, Research
Branch of the Italian WHO-FIC Collaborating Centre
e-mail: andrea.martinuzzi@cn.lnf.it
Thorsten Meyer, Hannover Medical School, Germany
e-mail: meyer.thorsten@mh-hannover.de
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Psychometrics
All PROMIS item banks are calibrated using item response
theory models – providing efficient measurement of the
underlying health constructs and a common metric across
all items within each construct. This calibration makes
computer adaptive testing possible, in which précised
estimation can be reached by using only few informative
items, and scores can be compared even when respondents
are not asked the same items. Test developers also have the
freedom to choose specific items that must be asked to
ensure capture of an aspect of the construct considered of
importance (e.g. mobility on stairs to determine home care
supports).

FIC around the World
North America
PROMIS
Patient Reported Outcome Measurement Information
System: PROMIS®
Over the past few years collaboration between members of
the WHO-FIC Functioning and Disability Reference Group
(FDRG) and investigators from the US National Institutes
of Health (NIH) the Patient Reported Outcomes
Measurement Information System (PROMIS) has been
established to improve harmonization of efforts. The
purpose of this report is to provide an overview of
PROMIS, as well as a summary of the progress made to
date on the harmonization between our groups, and plans
for the future.

PROMIS has many assessment options available to measure
self-reported health for clinical research and practice.
PROMIS assessment instruments are drawn primarily from
calibrated item banks (sets of well-defined and validated
items) measuring concepts such as pain, fatigue, physical
function, depression, anxiety and social function. These
calibrated item banks can be used to derive short forms
(typically requiring 4-10 items per domain or sub-domain),
or computerized adaptive testing (CAT; typically requiring
4-7 items per domain or sub-domain depending on the
stopping rules set up by investigators). PROMIS profiles are
available for investigators to capture general health, which
consists of fixed numbers of items from multi-domains/subdomains, are also available.

Overview of PROMIS
PROMIS (www.nihpromis.org) is an ongoing U.S. National
Institutes of Health initiative designed to create a set of item
banks measuring self-perceptions of adults and children
about their health and illness experiences. The initial focus
of the network was on the development of PRO instruments
that captured health outcomes considered as important
clinical research trial endpoints. Given this purpose, the
PROMIS framework reflects specific measures framed in
the ways that patients (and proxy reporters) organize their
health-related experiences and perceptions - the constructs
underlying person/patient-reported outcomes (PRO’s). The
uniqueness of PROMIS® lies in four key areas:
1) Comparability: measures have been standardized so there
are common domains and metrics across conditions,
allowing for comparisons across domains and diseases;
2) Reliability and Validity: all metrics for each domain have
been rigorously reviewed and tested;
3) Flexibility: PROMIS can be administered in a variety of
ways, in different forms;
4) Inclusiveness: PROMIS encompasses all people,
regardless of literacy, language, physical function or life
course.

Current status
As of April 2012, PROMIS has developed 46 IRT
calibrated self-reported item banks and three scales, which
consist of fewer items, for adults and children. Eight item
banks and one scale are available for parent proxy. We
anticipate in completing the calibration of another 10 item
banks by the end of 2013. Most PROMIS item banks/scales
and associated short-forms are available for use in the
public domain through Assessment Center
(www.assessmentcenter.net). Assessment Center can be
utilized for computer, web-based or paper administration, as
well as inclusion in other electronic data collection
platforms. Current efforts are also underway to support the
inclusion of PROMIS measures in electronic health record
platforms. PROMIS items are available in multiple
languages (a complete list can be found at
http://www.nihpromis.org/measures/translations)

Use of PROMIS
The current PROMIS framework structure and
corresponding definitions can be found at
www.nihpromis.org. PROMIS measures can be used as
primary or secondary endpoints in clinical studies of the
effectiveness of treatment, and PROMIS® tools can be used
across a wide variety of chronic diseases and conditions and
in the general population. When used with traditional
clinical measures of health, PROMIS® tools allow
clinicians to better understand how various treatments might
affect what patients are able to do and the symptoms they
experience.

PROMIS and WHO-FIC Harmonization Activities
PROMIS concepts are most closely linked with concepts
contained in the ICF framework, and harmonization efforts
have included conceptual and item/category level
comparison between the frameworks. While conceptual
similarities clearly exist between these 2 frameworks, a few
important differences exist. One difference between the 2
frameworks stems from the original intended purpose of
each. PROMIS focuses on measures that have been highly
prioritized as clinical research and practice outcomes, and
was broadly envisioned as a means to standardize and
12
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advance PROs based on the application of item response
theory. The ICF was developed to meet the need for a
common, international means of describing human
functioning, health and disability by classifying health, non
health and environmental factors that contribute to one’s
level of disability. The ICF excels at providing a broad
landscape of health. PROMIS excels at providing
granularity within targeted areas of health outcomes that
were considered high priorities to advance PRO
measurement. The ICF provides a system for organizing the
components of the biological aspects of health, health
related outcomes and the non-health related person and
environmental aspects (environment). PROMIS more
heavily focuses on the subjective experience of health in
terms of affective, cognitive, functioning, and well-being
experiences, with fewer measures of non-health concepts
than included in the ICF.

Instruments
Health condition was measured by number of chronic
conditions reported, body structures and functions by an
ICF based instrument IMPACT-BF, containing 39 items on
body structures and functions. Activity and Participation
were measured by IMPACT-S, an ICF-based questionnaire
with 32 items. Age and gender were used as personal
factors. Also included was the single-item question on
perceived or self-rated health. The study did not contain
questions on external factors.
Methods
Data were collected by an internet survey among 2941
individuals with at least one chronic disease or disorder.
Path analysis was used to quantify the relations whith
Participation as the final denominator. We tested three
models: one with the number of chronic conditions as an
indicator of health condition, one with perceived health as
an indicator of the health condition and one with the number
of chronic conditions as an indicator of the health condition
and perceived health as part of the personal factors.

Summary
The bodies of work of both PROMIS and ICF have and will
advance the measurement and understanding of health and
functioning. Although the frameworks for PROMIS and
ICF share a common goal of supporting measurement, they
approach the task differently, and such differences provide
opportunities for synergy and measurement advancement.
The broad scientific community has a role to play, ensuring
that the strengths of each system are highlighted, and that
the complementary areas are built upon to further advance
the fields of health functioning and disability measurement
and intervention. Currently a series of publication, coauthored by WHO, FDRG and PROMIS members and
investigators, are in progress that provide detailed mappings
between PROMIS adult and pediatric concepts and
measures at the conceptual and item levels are underway.
Ultimately such complementary efforts will lead to
improved systems for comprehensive health outcome
measures.

Results
In all three models the relations between the health
components of the ICF could be established, except a direct
relation between health condition and activities.
All three models showed a good fit, but the model with the
best fit was the one with perceived health as an indicator of
health condition (see figure 1). The numbers in figure 1
present the standardized parameters of the path-analysis and
should be interpreted as: a change of 1 standard deviation in
one variable results in a change in standard deviation in the
size as presented by the parameter. Thus: a change of 1 SD
in Perceived health results in a change in SD of 0.30 in
Participation. All variables included in the model account
for 0.77% explained variance of Participation.

For information:
Carole Tucker, Temple University, Philadelphia PA, USA
e-mail: carole.tucker@temple.edu
Jin Shei Lai , Northwestern University, Chicago IL, USA
e-mail: j-slai@northwestern.edu

The Netherlands
From this study we conclude that Participation as perceived
by the respondents is strongly associated with respondents
perception of his/her own health and less with the number
of chronic conditions.

An empirical exploration of the relations between
the health components of the ICF
In January 2012, we reported in the International Journal
Disability and Rehabilitation the results of a quantitative
study into the relations between the health components of
the ICF (http://dx.doi.org/10.3109/09638288.2011.647233).
This study is rather unique as it is, to our knowledge, the
first one to investigate these relations in a general way, not
aimed at a specific chronic condition.

Rom Perenboom, on behalf of Gert Jan Wijlhuizen,
Francisca Galindo Garre, Yvonne F Heerkens, and Nico van
Meeteren
For information:
Rom Perenboom, TNO, Leiden
e-mail: rom.perenboom@tno.nl
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afleidingen-ecg's bij dit brugadasyndroom’ and ‘maak 2 12afleidingen-ECG's bij dit Brugada-syndroom’. An
Anglophone reader will know which spelling fits best in the
average MD’s vocabulary. Van den Eerenbeemt explains in
Pinkhof Geneeskundig woordenboek (www.pinkhof.nl) this
newly attained spelling freedom available for Dutch
healthcare professionals in some thirty elaborate articles on
medical linguistics and pragmatics. The spelling reform has
since been welcomed by the leading Dutch medical journal
Nederlands Tijdschrift voor Geneeskunde.

Dutch medical spelling reform
Since 2004, Dutch WHO-FIC collaborating centre members
have been working on the Dutch translation of the ICD-10.
In 2011 they inspired the linguist Van den Eerenbeemt,
editor of the monolingual Dutch medical Pinkhof
dictionary, to compose, advocate and disseminate a custom
spelling reform geared at medical professionals reading and
speaking Dutch.
Dutch spelling rules fall short in medicine
These centre members, whilst translating tens of thousands
of English diagnostic terms into Dutch, were asked to
'Dutchify' to some extent intricate multiword Greco-Latin
terms commonly used in medicine. They observed that
official spelling rules set up for general, layman’s Dutch
may fall short for complex medical terms. Applying these
rules lead to expressions that are acceptable to the lay reader
but definitely not to the medical professional. They wanted
the Dutch ICD-10 to comply orthographically with the new
Pinkhof edition due later that year. It was therefore decided
to consult the Pinkhof editor. Van den Eerenbeemt joined
the team for a day’s translation work and was invited to
comment on terminographic challenges resulting from
current spelling rules. He was already quite familiar with
these spelling inconsistencies, which first arose in 1995
when stark spelling rules on notably eponyms (Down
syndrome) and acronyms (ECG, AIDS, DES) were
introduced into the Dutch language.

Arnoud van den Eerenbeemt, Editor of Pinkhof Medical
Dictionary
For information:
Huib ten Napel, WHO-FIC Collaborating Centre in the
Netherlands, e-mail: huib.ten.napel@rivm.nl

Personal Factors in the ICF
As it is indicated in the scheme of the ICF, functioning and
disability of a person can be influenced by his/her health
condition, environmental factors and personal factors.
However, the 2001 version of the ICF does not contain a list
of personal factors, only a definition and some examples, as
no consensus was reached about the inclusion of a list of
personal factors in the ICF. In the 2001 version of the ICF
the definition for Personal Factors is: “Personal factors are
the particular background of an individual’s life and living,
and comprise features of the individual that are not part of a
health condition or health states.”

Proposing a spelling alternative
It thus became clear to both parties that neither the Dutch
ICD-10 nor the new Pinkhof edition would gain any
credibility if there were differences in spelling. Strictly
applying standard spelling rules to the ICD would result in
spelling forms found controversial by ICD users and the
dictionary. In the past decade most MDs, who are largely
accustomed to English word forms, appear to be unwilling
and/or unable to adhere to standard spelling rules. This,
among others, prompted the editor to suggest introducing a
set of new, custom spelling rules for use by medical
professionals. Such practice is already customary for Dutch
biologists, who are allowed to use ‘de Kraai en de Eik’ (the
crow and the oak) rather than ‘de kraai en de eik’.
The ‘heretical’ move of proposing a set of spelling rules
differing from the nation’s standard spelling is an
uncommon challenge, requiring medical and linguistic
expertise as well as diplomatic skills. By combining solid
linguistic arguments with fine examples of spelling
controversies, Van den Eerenbeemt succeeded in
convincing the Dutch State Spelling Board to allow the
authoritative Pinkhof to prescribe both additional and
optional spelling forms differing from those regulated by
the official State spelling glossary.

Examples
On page 17 of the ICF 2001 the following examples of
personal factors are given: gender, race, age, other health
conditions, fitness, lifestyle, habits, upbringing, coping
styles, social background, education, profession, past and
current experience (past life events and concurrent events),
overall behavior pattern and character style, individual
psychological assets and other characteristics, all or any of
which may play a role in disability at any level. On page
214 of the ICF 2001 the following examples are given: age,
gender, social status, life experiences.
Several attempts to list personal factors
Although no consensus was reached about the subdivision
of personal factors in the development process of ICF, most
researchers are convinced that a list of personal factors can
help in describing the factors influencing functioning and
disability. There are several research groups with great
interest in the composition of a list of personal factors to be
used in statistics, research and education. Conversion of
assessment instruments to the ICF have generated an
increasing amount of concepts that can be classified as a
personal factor and a gross list of personal factors was
already composed by Geyh et al. (Disability and
Rehabilitation 2011;33 (13-14):1089-102), based on a
systematic review and content analysis of the literature.

Providing a choice
From now on, medical professionals writing and reading
Dutch have a choice between writing ‘maak 2 12
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necessary. We therefore welcome and highly appreciate
comments and additions from other experts / researchers
using the ICF.

Although it is our opinion that not all the concepts on this
list are ‘real’ personal factors, the list gives a nice picture of
the concepts that might be candidates for future inclusion in
a list of personal factors to be added as part of the ICF.

For information:
Yvonne Heerkens, Dutch Institute of Allied Health Professions, email: heerkens@paramedisch.org
Dorine van Ravensberg, Dutch Institute of Allied Health
Professions, e-mail: vanravensberg@paramedisch.org

Five category provisional list of personal factors
Based on several (research) projects and adaptations of the
ICF for specific health professions, experts from the ICFteam of the Dutch WHO-FIC Collaborating Centre have
composed a provisional list of personal factors. The list
consists of five subcategories:

ICF References
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in family, income, major life events, life course. These are
data which are included often in research as independent
variables influencing the outcome of e.g. an intervention.
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2. Psychological assets / mental factors;
such as self-efficacy, coping style, locus of control, attitude,
health literacy, learning style, psychosocial carrying
capacity, perceived stress, expectations, purpose in life,
quality of life / life satisfaction. Although these factors are
very relevant and already present in the examples of
personal factors in the ICF 2001 version, discussion is still
needed about the possible overlap with ‘mental functions’
(chapter 1 of the Classification of Functions).

3124 Alghwiri AA, Marchetti GF, Whitney SL. Content
comparison of self-report measures used in vestibular
rehabilitation based on the international classification of
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of the disease/disorder.
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sunbathing habits, relaxation behavior. Lifestyle is a widely
used concept and includes behavior related to ‘habits’ with
respect to moving, smoking, eating, drinking, recreation etc.

3079 Assefa D, Melaku Z, Gadissa T, Negash A, Hinderaker
SG, Harries AD. Intensified tuberculosis case finding among
people living with the human immunodeficiency virus in a
hospital clinic in Ethiopia. Int J Tuberc Lung Dis, 2011 15(3) 411413.

5. Work-related personal factors;
such as occupation / profession, occupational status,
personal meaning of work, commitment to work, need for
absenteeism, job satisfaction, work history, occupational
style, ambition, attachment to company, employability,
intention for turnover (work), intention to return to work,
need for work. Although work (such as work circumstances
and work content) is an environmental factor, there are also
personal factors related to work which will influence
whether or not a person will participate in (paid)
employment.

3123 Atkinson HL, Nixon-Cave K. A tool for clinical reasoning
and reflection using the international classification of functioning,
disability and health (icf) framework and patient management
model. Physical Therapy, 2011 91(3) 416-430.
3028 Bahn AK. A multi-disciplinary psychosocial classification
scheme. Amer J Orthopsychiat, 1971 41(5) 830-838.
3083 Becker S, Strobl R, Cieza A, Grill E, Harréus U,
Tschiesner U. Graphical modeling can be used to illustrate
associations between variables describing functioning in head and
neck cancer patients. J Clin Epidemiol, 2011 epub.

Some of the examples indicated above can be further
subdivided, such as coping styles and life events. It is our
opinion however that for really understanding functioning
and disability of a person, a list of personal factors is

3067 Biering-Sørensen, Bickenbach JE, El Masry WS, Officer
15

Newsletter on the WHO-FIC, Volume 10, Number 1, 2012

Experience. Journal of Oral and Maxillofacial Surgery, 2010
article in press.

A, Grootte PM von. ISCoS-WHO collaboration. International
Perspectives of Spinal Cord Injury (IPSCI) report. Spinal Cord,
2011 article in press.
3035 Blashfield RK, Draguns JG. Evaluative Criteria for
Psychiatric Classification. Journal of Abnormal Psychology, 1976
85(2) 140-150.

3128 Chung KC, Burns PB, Reichert HA, Fox DA, Burke FD
et all. Properties of the International Classification of Functioning,
Disability and Health in asessing hand outcomes in patients with
rheumatoid arthritis. J Rehabil Med, 2011 43(4) 292-298.

3112 Bloch S. Anticipatory other-completion of augmentative and
alternative communication talk: a conversation analysis study.
Disability and Rehabilitation, 2010 article in press.

3023 Cieza A, Bickenbach J, Chatterji S. The ICF as a
conceptual platform to specify and discuss health and healthrelated concepts. Gesundheidswesen, 2008 70(10) e47-e56.

3003 Bonanni , Gobbo A, Nappi S, Moret O, Nogarol A, et al.
Functioning and disability in patients with Angelman syndrome:
utility of the International Classfication of disability and health,
children and youth adaption framework. Disability and
Rehabilitation, 2010 31(s1) S121-S127.

3102 Cieza A, Geyh S, Chatterji S, Konstanjsek N, Ustun B,
Stucki G. ICF linking rules: An update based on lessons learned.
J Rehabil Med, 2005 37(4) 212-218.
3033 Clausen JA. Psychosocial Diagnosis: What and Why?.
Amer J Orthopsychiat, 1971 41(5) 847-848.

3042 Boonen A, Berkel M van, Cieza A, Stucki G, Heijde D
van der,. Which aspects of functioning are relevant for patiensts
with ankylosing spondylitus: result of focus group inerviews. J
Rheumatol, 2009 36(11) 2501-2511.

3074 Coenen M, Cieza A, Freeman J, Khan F, Miller D, Weise
A, Kesselring J. The development of ICF Core Sets for multiple
sclerosis: results of the International Consensus Conference. J
Neurol, 2011 epub.

2997 Borgonolo G, Soares IC, Dos Santos Soares B, Gongolo
F, Vaz P et al. Preliminary results of ICF dissemination in
primary health care in Mozambique: Sharing the Italian
experience. Disability and Rehabilitation, 2010 31(s1) S78-S82.

3101 Coenen M, Stamm T, Cieza A, Kollerits B, Amann E,
Stucki G. Validation of the comprehensive ICF core set for
rheumatoid arthritis from the patient's perspective using focus
groups. Annals of the Rheumatic Diseases, 2005 64 (suppl III)
395.

3092 Bossmann T, Kirchberger I, Glaessel A, Stucki G, Cieza
A. Validation of the Comprehensive ICF Core Set for
Osteoarthritis: the perspective of physical therapists.
Physiotherapy, 2011 97(1) 3-16.

3108 Cowan RE,Nash MS. Cardiovasculair disease, SCI and
excercise: unique risks and focused countermeasures. Disability
and Rehabilitation, 2010 article in press.

3078 Brand M van den, Flucke UF Bult P, Weemaes CM,
Deuren M van. Angiosarcoma in a patient with
immunodeficiency, centromeric region instability, facial
anomalies (ICF) syndrome. Am J Med Genet A, 2011 epub.

3104 Dalemans RJ, Witte LP de, Beurskens AJ, Heuvel WJ
van den, Wade DT. An investigation into the social participation
of stroke survivors with aphasia. Disabil Rehabil, 2010 32(20)
1678-1685.

3053 Braun J, Zochling J, Marker-Hermann E, Stucki G et
all. Recommendations for the management of ankylosing
spondylitis after ASAS/EULAR. Z Rheumatol, 2006 65(8) 728742.

3032 Dohrenwend BP. Notes on Psychosocial Diagnosis. Amer J
Orthopsychiat, 1971 41(5) 846.
3076 Elsaesser LJ, Bauer SM. Provision of assistive technology
services method (ATSM) according to evidence-based
information and knowledge management. Disabil Rehabil Assist
Technol, 2011 epub.

3109 Burstrom B, Nylen L, Clayton S, Whitehead M. How
equitable is vocational rehabilitation in Sweden? A review of
evidence on the implementation of national policy framework.
Disability and Rehabilitation, 2010 article in press.

3127 Escolar-Reina P. Mobility activities measurement for
outpatient rehabilitation settings. Archives of Physical Medicine
and Rehabilitation, 2011 92(4) 632-639..

3041 Bussmann H, Ber-Emons R van den, Stam H.
Beweeggedrag van patienten met chronische fysieke condities.
Revalidata, 2011 2001(1) 5-12.
3040 Butler MP, Derret S, Colhoun S. The lived experience of
patients with uncertain mdical diagnosis following a serious
injury: a qualitative study. Disability and Rehabilitation, 2011
online 1-8.

3081 Escorpizo R, Finger ME, Glässel A, Gradinger F,
Lückenkemper M, Cieza A. A Systematic Review of
Functioning in Vocational Rehabilitation Using the International
Classification of Functioning, Disability and Health. J Occup
Rehabil, 2011 epub.

3013 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's

3082 Escorpizo R, Reneman MF, Ekholm J, Fritz J, Krupa T,
Marnetoft SU, Maroun CE, Guzman JR, Suzuki Y, Stucki G,
Chan CC. A Conceptual Definition of Vocational Rehabilitation
16

Newsletter on the WHO-FIC, Volume 10, Number 1, 2012

1265.

Based on the ICF: Building a Shared Global Model. J Occup
Rehabil, 2011 epub.

3017 Groetzbach H. Defining therapy goals: Paternalistic or
cooperative?. L.O.G.O.S. Interdisziplinair, 2010 18(2) 119-126.

3090 Fairhall N, Sherrington C, Kurrle SE, Lord SR,
Cameron ID. ICF participation restriction is common in frail,
community-dwelling older people: an observational crosssectional study. Physiotherapy, 2011 97(1) 26-32.

3009 He D, Yang C, Chen M, Bin J, Zhang X, Qiu Y. Modified
Preauricular Approach and Rigid Internal Fixation for
Intracapsular Condyle Fracture of the Mandible. Journal of Oral
and Maxillofacial Surgery, 2010 68(7) 1578-1584.

3066 Faria-Fortini I, Michaelsen SM, Cassiano JG, TeixeraSalmela LF. Upper Extremity Function in Stroke Subjects:
Relationships between the Internatinal Classification of
Functioning, Disability and Health Domains. Journal of Hand
Therapy, 2011 article in press.

3037 Heerkens Y, Kuiper C, Engels J, Oostendorp R. Gebruik
van de ICF bij het in kaart brengen van arbeidsrelevante factoren.
Issue, 2003 1 1-2.

3086 Fayed N, Cieza A, Edmond Bickenbach J. Linking health
and health-related information to the ICF: a systematic review of
the literature from 2001 to 2008. Disabil Rehabil, 2011 epub.

3046 Heerkens Y. Functioneringsgerichte Aanspraak
Hulpmiddelen voor de perfecte match met de client. ISSUE, 2010
2 4-5.

2994 Fusaro G, Maspoli M, Vellar G. The ICF-based
functioning profiles of school children in care with the
neuropsychiatric community services in the Piedmont region:
Evidences for better caring and programming. Disability and
Rehabilitation, 2010 31(s1) S61-S66.

3027 Hempel CG. A logical appraisal of operationism. Scientific
Monthly, 1954 79 215-220.
3107 Hermann KH, Kirchberge I, Stucki G, Cieza A. The
comprehensive ICF core sets for spinal cord injury from the
perspective of occupational therapists: a worldwide validation
study using the Delphi technique. Spinal Cord, 2010 epub.

3059 Geyh S, Cieza A, Kollerits B, Grimby G, Stucki. Content
comparison of health-related quality of life measures used in
stroke based on the ICF. Qual Life Res, 2007 16(5) 833-851.

3106 Hieblinger R, Coenen M, Stucki G, Winkelmann A,
Cieza A. Validation of the international classification of
functioning, disability and health core set for chronic widespread
pain from the perspective of fibromyalgia patients. Arthritis Res
Ther, 2009 11(3) R67.

3098 Glaessel A, Kirchberger I, Linseisen E, Stamm T, Cieza
A, Stucki G. Content validation of the international classification
of functioning, disability and heslth (ICF) core set for stroke: The
perspective of occupational therapists. Can J Occup Ther, 2010
77(5) 289-302.

3115 Hilvoorde I van, Landeweerd L. Enhancing disabilities:
transhumanism under the veil of inclusion?. Disability and
Rehabilitation, 2010 article in press.

3089 Glaessel A, Kirchberger I, Stucki G, Cieza A. Does the
Comprehensive International Classification of Functioning,
Disability and Health (ICF) Core Set for Breast Cancer capture the
problems in functioning treated by physiotherapists in women
with breast cancer?. Physiotherapy, 2011 97(1) 33-46.

3021 Hirs WM, Gool C van, Heerkens YF, Kleijn-de
Vrankrijker MW de, Loon J van, Okkes I, Napel H ten.
Internationale classificaties in Nederland: nut, toepassing en
noodzaak. 2010.

3100 Glaessel A, Kirhberger I, Kollerits B, Amann E, Cieza A.
Content validity of the extended ICF core set for stroke: An
international delphi survey of physical therapists. Phys Ther, 2011
in press.

3025 Hodiamont PPG, Veling SHJ. Een model voor het bepalen
van psychiatrische praevalentie: de relatie GHQ-PSE. Tijdschrift
voor psychiatrie, 1984 26 592-608.

3026 Goldberg D. Manual of the general health questionnaire.
NFER Publishing Company, 1978.

3011 Jaecks P, Hielscher-Fastabend M. Pragmatics and aphasia.
Sprache Stimme Gehor, 2010 34(2) 58-62.

3118 Goosey/Tolfrey V. Supporting the paralympic athlete: focus
on wheeled sports. Disability and Rehabilitation, 2010 article in
press.

3088 Jelsma J, Scott D. Impact of using the ICF framework as an
assessment tool for students in paediatric physiotherapy: a
preliminary study. Physiotherapy, 2011 97(1) 47-54.

2996 Griffo G, Leonardi M, Martinuzzi A, Francescutti C et
al. Moving toward ICF use for monitoring the UN Convention on
the rights of persons with disabilities: The Italian experience.
Disability and Rehabilitation, 2010 31(s1) S74-S77.

3087 Jones LE. Introducing the ICF: the development of an
online resource to support learning, teaching and curriculum
design. Physiotherapy, 2011 97(1) 55-58.

3064 Grill e, Ewert T, Lipp B, Mansmann U, Stucki G.
Effectiveness of a community-based 3-year advisory program
after acquiered brain injury. Eur J Neurol, 2007 14(11) 1256-

3069 Joosen MCW, Frings-Dresen MHW, Sluiter JK. Workrelated limitations and return-to-work experiences in prolonged
fatugue: workers'perspectives before and after vocational
treatment. Disability and Rehabilitation, 2011 online 1-13.
17

Newsletter on the WHO-FIC, Volume 10, Number 1, 2012

3071 Josephson I, Bulow P, Hedberg B. Physiotherapists'
clinical reasoning about patients woth non-specific low back pain,
as described bij de International Classification of Functioning,
Disability and Health. Disability and Rehabilitation, 2011 online
1-12.

Exploring the relationship of family goals and scores on
standardized measures in children with cerebral palsy, using the
ICF-CY. Developmental Neurorehabilitation, 2011 14(2) 79-86.
3080 Magalhães LC, Cardoso AA, Missiuna C. Activities and
participation in children with developmental coordination
disorder: A systematic review. Res Dev Disabil, 2011 epub.

3030 Katz MM. Problems of Training i the Application of a New
System of Classification for the Psychosocila Disorders. Amer J
Orthopsychiat, 1971 41(5) 841-843.

3116 Maher CA, Evans KA, Sprod JA, Bostock SM. Factors
influencing postural management for children with cerebral palsy
in the special school setting. Disability and Rehabilitation, 2010
article in press.

3125 Kembhavi G, Darrah J, Payne K, Plesuk D. Adults with a
diagnosis of cerebral palsy: A mappig review of long-term
outcomes. Developmental Medicine and Child Neurology, 2011
article in press.

3096 McDougall J, Wright V, Schmidt J, Miller L, Lowry K.
Applying the ICF framework to study changes in quality-of-life
for youth with chronic conditions. Developmental
Neurorehabilitation, 2011 14(1) 41-53.

3063 Kesselring J, Coenen M, Cieza A, Thompson A,
Kostanjsek N, Stucki G. Developing the ICF Core Sets for
multiple sclerosis to specify functioning. Multiple Sclerosis, 2008
14(2) 252-254.

3002 Meucci P, Leonardi M, Zibordi F, Nardocci N. Measuring
participation in children with Gilles de la Tourette syndrome: a
pilot study with ICF-CY. Disability and Rehabilitation, 2010
31(s1) S116-S120.

3103 Kirchberger I, Coenen M, Hierl FX, Dieterle C, Seissler
J, Stucki G, Cieza A. Validation of the international classification
of functioning, disability and health (ICF) core set for diabetes
mellitus from the patient perspective using focus group. Diabet
Med, 2009 26(7) 700-707..

3001 Montirosso R, Ceppi E, D'alosio C, Zucca C, Borgatti R.
International Classification of Functioning, Disability and Health
in subjects with alternating hemiplegia of childhood. Disability
and Rehabilitation, 2010 31(s1) S108-S115.

3010 Kneidl O. Pragmatic disorders while stuttering. Sprache
Stimme Gehor, 2010 34(2) 80-83.

3006 Montirosso R, Morandi F, D'alosio C, Berna A, Provenzi
L, Borgatti R. International Classification of Functioning,
Disability and Health in children with congenital central
hypoventilation syndrome. Disability and Rehabilitation, 2010
31(s1) S144-S152.

3130 Kok R Hoving JL, Verbeek JH, Schaafsma FG, Dijk FJ
van. Integrating evidence in disability evaluation by social
insurance physicians. Scand J Work Environ Health, 2011 epub.
3094 Larson SA, Lakin KC. Expenditure patterns for ICF/MR
and HCBS long-term supports for persons with intellectual or
developmental disabilities: fiscal years 2004-2009, with
projections to fiscal year 2012. Intellectual and developmental
disabillities, 2010 48(6) 480-484.

3091 Myezwa H, Buchalla CM, Jelsma J, Stewart A.
HIV/AIDS: use of the ICF in Brazil and South Africa comparative data from four cross-sectional studies. Physiotherapy,
2011 97(1) 17-25.

2998 Leonardi M, Martinuzzi A. ICF and ICF-CY for an
innovation holistic approach to persons with chronic conditions.
Disability and Rehabilitation, 2010 31(s1) S83-S87.

3024 NANDA. Nursing Diagnosis: Definitions and
Classifications. NANDA, 1992.
3039 Nederlands Normalisatie-instituut. Menselijke fysieke
belasting. Termen en definities. Nederlands Normalisatie-instituut,
1991 NEN 2738 1-15..

3004 Leonardi M, Sattin D, Raggi A, Frosi G, Pisoni C et al.
Functioning and disability in the vegetative state: Results from a
pilot study in Italy. Disability and Rehabilitation, 2010 31(s1)
S128-S133.

3031 Newbrough JR. Behavioral Perspectives on Psychosocial
classification. Amer J Orthopsychiat, 1971 41(5) 843-845.

2999 Leonardi, Meucci P, Ajovalasit D, Albanesi F,
Cerniauskaite M, Invernizzi V et al. ICF in neurology:
Functioning and disability in patients with migraine, myasthenia
gravis and Parkinson's disaease. Disability and Rehabilitation,
2010 31(s1) S88-S99.

3117 Nieto R, Miro J, Huguet A, Saldana C. Are coping and
catastrophising independently related to disability and depression
in patients with whiplash associated disorders?. Disability and
Rehabilitation, 2010 article in press.

3120 Loeb M, Chen LH. Assessing injury-related movement
difficulties: A method for analyzing the association between
functional limitations and social participation. Disability and
Health Journal, 2011 4(2) 102-111.

3077 Nilsing E, Söderberg E, Normelli H, Oberg B. Description
of functioning in sickness certificates. Scand J Public Health, 2011
epub.

3121 Löwing K, Hamer EG, Bexelius A, Carlberg EB.

3072 Njelesani J, Couto S, Cameron D. Disability and
rehabilitation in Tanzania: a review of the literature. Disability and
18

Newsletter on the WHO-FIC, Volume 10, Number 1, 2012

Rehabilitation, 2011 online 1-12.

3119 Prip K, Persson AL, Sjölund BH. Self-reported activity in
tortured refugees with long-term sequelae including pain and the
impact of foor pain from falanga - a cross-sectional study.
Disability and Rehabilitation, 2010 article in press.

3020 Nuernberg W, Breuel K, Haffner D. Preventive care and
rehabilitation for children and adolescents. Monatsschrift fuer
Kinderheilkunde, 2010 158(3) 254-261.
3018 Nuernberg W, Vieluf D. ICF-based rehabilitation of
chronic atopic diseases. Allergologie, 2010 33(6) 271-278.

3007 Raggi A, Sirtori A, Brunanai A, Liuzzi A, Leonardi A.
Use of the ICF to describe functioning anddisability in obese
patients. Disability and Rehabilitation, 2010 31(s1) S153-S158.

3097 O'Donovan MA, Doyle A, Gallagher P. Barriers, activities
and participation and participation: Incorporating ICF into service
planning datasets. Disability and Rehabilitation, 2009 31(25)
2073-2080.

3043 Rauch A, Cieza A, Boonene A, Ewert T, Stucki G.
Identification of similarities and differences in functioning in
persons witk rheumatoid arthritis and ankylosing spondylitis using
the ICF. Clin Exp Rheumatol, 2009 27(4 Suppl 55) S92-101.

3129 Offenbacher M, Sauer S, Hieblinger R, Hufford DJ, et
all. Spirituality and the International Classification of Functioning,
Disability and Health: conten comparison of questionnaires
measuring mindfulness based on the ICF. Disabil Rehabil, 2011
epub.

3060 Reinhardt JD, Stucki G. Rheumatoid arthritis ans
participation the social animal revisited. J Rheumatol, 2007 34(6)
1214-1216.
3084 Reinhardt JD. ICF, theories, paradigms and scientific
revolution. Re: Towards a unifying theory of rehabilitation. J
Rehabil Med, 2011 43(3) 271-273.

3016 Ogoshi Y, Nakai A, Mitsuhashi Y, Araki C. Comparison
of the ICF core set for cardiopulmonary conditions in the acute
hospital setting among different types of transplant patients. IEEJ
Transactions on Electronics, Information and Systems, 2010
130(4) 631-632.

3034 Reuchlin M. Contribution to the Theoretical Problems of
Classification in the Observational Sciences. Psychopathology,
1984 17 149-157.

3111 Ostapczuk M, Musch J. Estimating the prevalence of
negative attitudes toward people with disability: a comparison of
direct questioning, projective questioning and randomised
response. Disability and Rehabilitation, 2010 article in press.

2993 Saighetti Am, Betto S, Russo E, Petacchi E, Pradal M,
Martinuzi A. Projecting and programming rehabilitation based on
ICF-CY format in a neuropediatric hospital unit. Disability and
Rehabilitation, 2010 31(s1) S55-S60.

3113 Palsbo SE, Hurtado MP, Levine RE, Barret KA, Mastal
MF. Enabling a survey of primary care to measure the health care
experiences of adults with disabilities. Disability and
Rehabilitation, 2010 article in press.

3005 Scarponi F, Sattin D, Leonardi M, Raggi A, Zampolini
M. The description of severe traumatic brain injury in light of the
ICF classification. Disability and Rehabilitation, 2010 31(s1)
S134-S143.

3095 Passalent LA, Tyas JE, Jaglal SB, Cott CA. The FIM™ as
a measure of change in function after discharge grom inpatient
rehabilitation: a Caadian perspective. Disability and
Rehabilitation, 2011 33(7) 579-588.

3012 Schnich J, Porsche J, Vogel M, Kuny R, Mannsberger U.
Everyday communication in dysarthria: A self-report
questionnaire. Sprache Stimme Gehor, 2010 34(2) 73-79.
3065 Seeman E, Devogelaer JP, Lorenc R, Spector T, Brixen
K, Balogh A, Stucki G. Strontium renalate reduces the risk of
vertebral fractures in patienst with osteopenia. J Bone Miner Res,
2008 23(3) 433-438.

3008 Petacchi E, Armellin MT, Facchin D, Gubernale M,
Moret et al. The dystonic child treated with deep brain
stimulation: ICF reading of a high-tech approach. Disability and
Rehabilitation, 2010 31(s1) S159-S169.
3126 Pfeiffer G, Gozdalski J, Haase I, Schillikowski E et all.
Communicative performance and behaviour after severe stroke.
Neurology and Rehabilitation, 2011 17(1) 26-32.

3110 Senduran M, Yurdalan SU, Karadibak D, Gunerli A.
Haemodynamic effects of physiotherapy programme in intensive
care unit after liver transplantation. Disability and Rehabilitation,
2010 article in press.

3105 Plante M, Demers L, Swaine B, Desrosiers J. Association
between daily activities following stroke rehabilitation and social
role functioning upon return to the community. Top Stroke
rehabil, 2010 17(1) 47-57.

3085 Sivan M, O'Connor RJ, Makower S, Levesley M, Bhakta
B. Systematic review of outcome measures used in the evaluation
of robot-assisted upper limb exercise in stroke. J Rehabil Med,
2011 43(3) 181-189.

2995 Polo D De, Pradal M, Boriolot S, Bufoni M, Martinuzzi
A. Children with disability at school: the application of ICF-CY in
the Veneto region. Disability and Rehabilitation, 2010 31(s1) S67S73.

3038 Skinner HA. Towards the Integration of Classification
Theory and Methods. Journal of Abnormal Psychology, 1981
90(1) 68-87.
3029 Spitzer RL. A Response tot the Threat of a Classification
19

Newsletter on the WHO-FIC, Volume 10, Number 1, 2012

Scheme for the Psychosocial Disorders: Some Specific
Suggestions. Amer J Orthopsychiat, 1971 41(5) 838-840.

3114 Valentine JD, Simpson J, Worsfold C, Fisher K. A
structural equation modelling approach to the complex path from
postural stability to morale in elderly people with fear of falling.
Disability and Rehabilitation, 2010 article in press.

3093 Ståhl Y, Granlund M, Gäre-Andersson B, Enskär K.
Review Article: Mapping of children's health and development
data on population level using the classification system ICF-CY.
Scand J Public Health, 2011 39(1) 51-57.

3070 Velzen JM van, Bennekom CAM van, Dormolen M van,
Sluiter JK, Frings-Dresen MHW. Factors influencing return tot
work experienced by people with acquired brain injury: a
qualitative research study. Disability and Rehabilitation, 2011
online 1-10.

3058 Stamm TA, Bauernfeind B, Coenen M, Feiert E et all.
Concepts important to persons with systematic lupus
erythematosus and their coverage by standard measures. Arthritis
Rheum, 2007 57(7) 1287-1295.

3075 Verboom CE, Sentse M, Sijtsema JJ, Nolen WA, Ormel
J, Penninx BW. Explaining heterogeneity in disability with major
depressive disorder: Effects of personal and environmental
characteristics. J Affect Disord, 2011 epub.

3099 Starrost K. Geyh S, Trautwein A, Grunow J, CeballosBaumann A, Prosiegel M, Stucki G, Cieza A. Interrater
reliability of the extended ICF core set for stroke applied by
physical therapists. Phys Ther, 2008 88(7) 841-857..

3062 Weigl M, Cieza A, Cantista P, Reinhardt JD, Stucki G.
Determinants of disability in hronic musculoskeletal health
conditions: a literature review. Eur J Phys Rehabil Med, 2008
44(1) 67-79.

3061 Stucki A, Stucki G, Cieza A, Schuurmans MM,
Kostanjsek N, Ruof J. Content comparison of health-related
quality of life istruments for COPD. Respir Med, 2007 101(6)
1113-1122.

3036 Wing K. The measurement of 'social disablement. 'Soc
Psychiatry and Psychiatr Epidemiol, 1989 24 173-178.

3047 Stucki G, Cieza A, Ewert T, Kostanjsek N, Chatterji S,
Ustun T. Application of the ICF in clinical practice. Disbil
Rehabil, 2002 24(5) 281-282.

3022 World Health Organization. The first ten years of the
World Health Organization. World Health Organization, 1958.

3050 Stucki G, Cieza A. The ICF for rheumatoid arthritis: a way
to specify functioning. Ann Rheum Dis, 2004 63 (Suppl 2) 40-45.

3057 Xie F, Lo NN, Lee HP, Cieza A, Li SC. Validation of the
Comprehensive ICF Core Set for Osteoarthritis (OA) in Patients
with Knee OA: A Singporean Prspective. J Rheumatol, 2007
34(11) 2301-2307..

3048 Stucki G, Sigl T. Assessment of the impact of disease on the
individual. Best Pract Res Clin Rheumatol, 2003 17(3) 451-473.
3051 Stucki G. ICF: a promising framework and classifications
for rehabilitation medicine. Am J Phys Med Rehabil, 2005 84(10)
733-740.

3068 Xiong T, Bunning K, Horton S, Hartley S. Assessing and
comparing the outcome measures for the rehabilitation ofadults
with communication disorders in randomised controlled trials:an
ICF approach. Disability and Rehabilitation, 2011 online 1-19.

3019 Thole K, Chalmers J, Ettinger RL, Warren J. Iowa
intermediate care facilities: An evaluation of care providers'
attitudes toward oral hygiene care. Special Care in Dentistry, 2010
30(3) 99-105.

3014 Zaghi S, De Freitas Rezende L, De Oliveira LM, ElNazer R et al. Inhibition of motor cortex excitability with 15 Hz
transcranial alternating current stimulation (tACS). Neuroscience
Letters, 2010 article in press.

3044 Tschiesner U, Linseien E, Coenen M, Rogers S et al.
Evaluating sequelae after head and neck cancer from the patient
perspective with the help of the ICF. Eur Arch Otorhinolaryngol,
2009 266(3) 425-436.

3054 Zochling J, Bonjean M, Grill E, Scheuringer M, Stucki
G, Braun J. Systematic review of measures and their concepts
used in published studies focusing on the treatment of acute
inflammatory arthritis. Clin Rheumatol, 2006 25(6) 807-813.

3122 Tschiesner U, Oberhauser C, Cieza A. ICF Core Set for
head and neck cancer: Do the categories discriminate among
clinically relevant subgroups of patients?. Int J Rehabil Res, 2011
article in press.

3055 Zochling J, Grill E, Scheuringer M, Liman W, Stucki G,
Braun J. Identification of health problems in patients with acute
inflammatory arthritis, using the ICF. Clin Exp Rheumatol, 2006
24(3) 239-246.

3045 Tschiesner U, Rogers SN, Harreus U, Berghaus A, Cieza
A. Comparison of outcome measures in head and neck cancer literature review 2000-2006. Head Neck, 2009 31(2) 251-259.

3052 Zochling J, Heijde D van der, Burgos-Vagas R, Collantes
E, Davis jr JC et all. ASAS/EULAR recommendations for the
management of ankylosing spondylitis. Ann Rheum Dis, 2006 65
442-452.

3049 Ustin B, Chatterji S, Kostanjsek N. Common yet specific
tools to measure clinical outcomes: ICF Comprehensive Sets and
ICF Core Sets. J Rehab Med, 2004 44 (Suppl) 7-8.

20

Newsletter on the WHO-FIC, Volume 10, Number 1, 2012

