
and may actually cover multiple
components, making the distinction
among components difficult. Thus,
the representation by component
level only may not be adequate
enough to tease out specific con-
structs of functioning that are con-
tained at the chapter and category
levels of the ICF. Perhaps, accuracy
for the prediction of falls may even
vary according to categories and not
components. The authors could
have gone beyond by selecting in-
struments based on Core Sets or con-
tent analysis of instruments at a level
more specific than the component
level.

Falls indeed are related to multiple
factors that cannot be explored only
by using a single outcome measure
but rather must be explored with
sets of outcome measures—an in-
sight shared by Beninato and col-
leagues. Amid the differences in out-
come measurement, we believe that
the ICF could serve as a frame of
reference in this regard and could
provide us with health domains rel-
evant to a specific population or spe-
cific health condition or health-
related event. Selections of ICF
categories and domains, such as the
ICF Core Sets, can be the basis for
creating a “categorical profile” of the
population of interest and also for
defining intervention targets. The
ICF’s integration into health care also
can be realized significantly if used as
a taxonomy basis for designing and
reporting studies and ICF coding of
outcome measures using the Core
Sets. To further foster the use of the
ICF, it also could serve as a reference

for reporting of studies in journals in
the future.
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Author Response Marianne Beninato, Leslie G. Portney, Patricia E. Sullivan

We appreciate the comments of Es-
corpizo, Cieza, and Stucki1 on our
article,2 in which we used the com-
ponents of the International Classi-

fication of Functioning, Disability
and Health (ICF)3 as a framework to
categorize clinical measures as we
explored their accuracy in identify-

ing people with stroke according to
fall history. We found the ICF frame-
work practical and useful for this
purpose, as the model brings mean-
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ing to clinical tools and the con-
structs they measure. We hope our
work will further the translation of
the ICF from the theoretical to the
practical for these purposes.

Escorpizo and colleagues raise im-
portant issues regarding the exami-
nation of clinical measures at the
broader component level of the ICF,
as we did, and the potential value
of examining measures according
to “Core Sets.”4,5 The question is
whether drilling deeper into a mea-
sure according to ICF Core Sets will
enhance our understanding of the
utility of the instrument for a par-
ticular purpose. Taking the Berg
Balance Scale (BBS) as an example,
Escorpizo and colleagues have accu-
rately pointed out that all of the
items of the BBS could be associated
with the Core Set of “mobility” (d4),
which encompasses transfers and
maintaining and changing body po-
sitions. We have unpublished data
that suggest a small number of items,
all related to changing or maintain-
ing body positions and not transfers,
are responsible for the discrimina-
tive power of the BBS for classifying
people based on fall history. These
data would suggest that an item-by-
item analysis of clinical measures
may shed further light onto measure-
ment characteristics that explain
their utility for specified purposes.
Using Core Sets, as Escorpizo and
colleagues suggest, would be an ex-
cellent approach. Such an analysis
could be done of the Stroke Im-
pact Scale-16 (SIS-16),6 where the
items are derived from several com-
ponents of the ICF. One might find
that the discriminative power of
the SIS-16 as a falls screening tool
may be derived from 1 or 2 of the
included components and perhaps
by a defined number of Core Sets.4,5

We agree with Escorpizo and col-
leagues and see potential value in
such analyses because they may re-
sult in streamlined, briefer measures
that may be more accurate than us-
ing the whole and may be more effi-
cient for clinical use.

We considered the Activities-specific
Balance Confidence (ABC) Scale7 to
represent personal factors according
to the ICF model.2 Escorpizo and col-
leagues have suggested that the ABC
Scale also may relate to the “activities
and participation” and “environmen-
tal factors” components of the ICF.
Looking at the activities included in
the ABC Scale (questions about walk-
ing, reaching, and riding escalators),
we understand how they came to
this conclusion. We would argue,
however, that if one considers the
root question of “How confident are
you that you can. . . ?”,2 it is clear
that the ABC Scale measures not an
individual’s ability to perform a task
but rather his or her psychological
state of confidence in performing
the task. The construct of confi-
dence or self-efficacy is related to the
Core Set of “mental functions” (b1)
and specifically to the classification
of “confidence” (b1266).3 As we ex-
plore the relationship between per-
sonal factors and mobility, the ICF
emphasizes the need to consider
both mental and physical body func-
tions. We believe this is a crucial
distinction. In fact, the ability to per-
form a task is not always strongly
associated with confidence in per-
forming the task,8 indicating that
these are distinct constructs. Based
on these findings, it remains our
opinion that the ABC Scale probably
best fits in the “personal factor” com-
ponent of the ICF. We would wel-
come further discussion on this im-
portant topic.

In conclusion, we agree that the
ICF is a useful framework for ex-
amining measurement properties of
clinical measures. Analysis of clinical
measures according to ICF Core Sets
may make the model even more use-
ful and may inform our understand-
ing of the discriminative power of
clinical tools relative to identifying
groups of interest. There is a clear
need for more applications in the
area of diagnostic testing for physical
therapy diagnoses using multiple
constructs and core values for a full
exploration of the ICF’s utility in this
area.
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