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We very much appreciate the com-
mentary made by Jette1 on our arti-
cles.2,3 We see this exchange as part
of an ongoing dialogue and debate
regarding the use of the Interna-
tional Classification of Functioning,
Disability and Health (ICF)4 by
physical therapists.

The World Health Organization
(WHO) had a clear aim when it de-
veloped the ICF, and that is “to pro-
vide a unified and standard language
and framework for the description of
health and health-related states.”4

Specifically, this framework and lan-
guage was meant to “code” the func-
tioning of an individual and serve as
a communication tool between and
among health disciplines. The WHO
also was clear that the ICF aims to
serve as a scientific basis for the un-
derstanding of health and disability
outcomes and determinants.4(pp3–5)

These WHO guiding principles were
the driving force behind our articles.

In his commentary, Jette was explicit
about the benefits of using the ICF,
with prudent consideration of the
aims above. He has made mention
that the ICF as a conceptual frame-
work and as a classification system is
essential to and can positively affect
physical therapist practice. At the
same time, Jette pointed out the util-
ity and methodological challenges
that we face in using the ICF codes
and its qualifiers. We recognize and
agree with Jette that these limita-
tions must be carefully examined
with robust thinking and, most im-
portantly, with sound science.

Fundamentally, the ICF provides
clinicians with “what” to measure (in
a patient encounter) and a first prac-
tical approach about “how” to mea-
sure based on the ICF qualifiers. To
answer the question of “how” to
measure, new scientific-based pro-

posals have to be worked out in the
near future. Users of the ICF are chal-
lenged to answer the question of
“how” to measure when implement-
ing this classification in clinical prac-
tice and research.

However, the question of “what” to
measure has to be answered first be-
cause it is fundamental to clinical
practice. The ICF Core Sets, as a list
of categories, provide the “what” to
measure for a specific health condi-
tion or event. The combined use of
an ICF Core Set and the ICF qualifier
results in a “profile” of the patient. At
this point, the question of how to
arrive at a qualifier rating is up to the
users and is not the question that
was intended to be fully answered in
our articles. Our primary intention
was to comprehensively address the
potential benefits of the Core Sets to
efficiently identify what to measure.
The use of the ICF Core Sets could
alert the clinician to assess aspects of
the patient’s daily life (eg, activities
and participation) that otherwise
would not have been documented
without the categories provided by
the Core Set.5 By providing the func-
tioning profile of the patient, a com-
prehensive picture of the “lived ex-
perience” of the patient, including
the magnitude of the problem in
each functioning aspect, is captured
and, thus, could be appropriately ad-
dressed in the intervention.

The ICF Core Sets represent the do-
mains that are relevant to a specific
condition or event because, as Jette
notes, the ICF Core Sets are based on
evidence from the literature and
with extensive input from the clini-
cal and patient’s perspectives. There-
fore, this gives the Core Sets, at the
very least, face and content validity,
which can both lend to the property
of sensibility.6

The ICF handbook is explicit that an
ICF category as a code is most useful
when a qualifier also is used (ie, 0–4
level of impairment).4(p21) Unfortu-
nately, the qualifier in the ICF has
limitations, which Jette eloquently
addressed, and this is where con-
cerns about psychometric quality be-
come pronounced. Interrater reli-
ability is an ongoing issue with the
ICF qualifiers, with agreement of
only up to moderate at best.7–10

Therefore, we agree with Jette that
there is a strong need to improve the
operational definition of the ICF cat-
egory and to closely examine the
measurement properties.

More can be done to improve the
definitions of ICF categories, such as
combining category descriptions
from the ICF handbook4 and devel-
oping a more specific instruction to
better operationalize each catego-
ry.11 This was the approach used in
the most recent manual of the Amer-
ican Psychological Association.12

To measure an ICF category, 2 ap-
proaches have been proposed: (1)
the ICF qualifiers, as indicated in our
articles, can be used, or (2) when
possible, scores or ratings from stan-
dard clinical tests or patient-reported
instruments (eg, 100-mm visual ana-
log scale for pain) can be used.11 If
there are no validated instruments
available for that ICF category, an
ICF category interval scale can be
created based on parts of a clinical
test or some items of a questionnaire
using advanced methods such as
Rasch analysis.11,13 Specifically,
items can be selected from validated
measures that are linked to an ICF
category, and an interval scale can be
created as a way of operationalizing
that ICF category.13 To measure
across different ICF categories,
condition-specific patient-reported
measures that are Core Set based can
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be used. Categories from an ICF Core
Set also can serve as a basis for cre-
ating an aggregate scale.14 Work by
Cieza and colleagues15 illustrates how
a clinical measure based on the cate-
gories from ICF Core Set for osteoar-
thritis can be developed. The ICF pro-
vides a comprehensive list of domains
from which clinicians can draw during
patient assessment. For researchers,
the ICF as a whole can be a “database”
of domains that one can use to de-
velop or integrate into instruments or
measures.16

We agree with Jette that psychomet-
rically sound instruments are needed
to measure the various categories
identified in ICF Core Sets, in partic-
ular, and in ICF, generally. This re-
search effort should be given high
priority, in our opinion. We also be-
lieve that there is value in using ICF-
based Core Sets to identify the
“what” to measure when examining
patients. By using Core Sets, clini-
cians will be more likely to address
the domains of health that are impor-
tant in patients’ lives. We see no rea-
son to forestall use of the ICF in daily
practice until psychometrically
sound instruments for all ICF catego-
ries are developed. Integrating cur-
rently available instruments with ICF
categories and Core Sets will, in our
opinion, advance practice.

DOI: 10.2522/ptj.2009.0326.0327.ar

References
1 Jette AM. Invited commentary on “Creat-

ing an interface between the Interna-
tional Classification of Functioning, Dis-
ability and Health and physical therapist
practice” and “Using a case report of a
patient with spinal cord injury to illustrate
the application of the International Clas-
sification of Functioning, Disability and
Health during multidisciplinary patient
management.” Phys Ther. 2010;90:1064–
1065.

2 Escorpizo R, Stucki G, Cieza A, et al. Cre-
ating an interface between the Interna-
tional Classification of Functioning, Dis-
ability and Health and physical therapist
practice. Phys Ther. 2010;90:1053–1063.

3 Rauch A, Escorpizo R, Riddle DL, et al.
Using a case report of a patient with spinal
cord injury to illustrate the application of
the International Classification of Func-
tioning, Disability and Health during
multidisciplinary patient management.
Phys Ther. 2010;90:1039–1052.

4 International Classification of Function-
ing, Disability and Health: ICF. Geneva,
Switzerland: World Health Organization;
2001.

5 Pisoni C, Giardini A, Majani G, Maini M.
International Classification of Function-
ing, Disability and Health (ICF) Core Sets
for osteoarthritis: a useful tool in the
follow-up of patients after joint arthroplas-
ty. Eur J Phys Rehabil Med. 2008;44:377–
385.

6 Rowe BH, Oxman AD. An assessment of
the sensibility of a quality-of-life instru-
ment. Am J Emerg Med. 1993;11:
374–380.

7 Hilfiker R, Obrist S, Christen G, et al. The
use of the comprehensive International
Classification of Functioning, Disability
and Health Core Set for low back pain in
clinical practice: a reliability study. Phys-
iother Res Int. 2009;14:147–166.

8 Grill E, Mansmann U, Cieza A, Stucki G.
Assessing observer agreement when de-
scribing and classifying functioning with
the International Classification of Func-
tioning, Disability and Health. J Rehabil
Med. 2007;39:71–76.

9 Uhlig T, Lillemo S, Moe RH, et al. Reliabil-
ity of the ICF Core Set for rheumatoid ar-
thritis. Ann Rheum Dis. 2007;66:1078–
1084.

10 Starrost K, Geyh S, Trautwein A, et al. In-
terrater reliability of the Extended ICF
Core Set for Stroke applied by physical
therapists. Phys Ther. 2008;88:841–851.

11 Stucki G, Kostanjsek N, Ustun B, Cieza A.
ICF-based classification and measurement
of functioning. Eur J Phys Rehabil Med.
2008;44:315–328.

12 American Psychological Association. Pro-
cedural Manual and Guide for Standard-
ized Application of the International
Classification of Functioning, Disability
and Health (ICF). Field Trial Version.
Available at: www.apa.org. Accessed May
24, 2008.

13 Cieza A, Hilfiker R, Boonen A, et al. Items
from patient-oriented instruments can be
integrated into interval scales to operation-
alize categories of the International Clas-
sification of Functioning, Disability and
Health. J Clin Epidemiol. 2009;62:912–
921, 921.e1–3.

14 Grill E, Stucki G. Scales could be developed
based on simple clinical ratings of Interna-
tional Classification of Functioning, Dis-
ability and Health Core Set categories.
J Clin Epidemiol. 2009;62:891–898.

15 Cieza A, Hilfiker R, Chatterji S, et al. The
International Classification of Function-
ing, Disability and Health could be used
to measure functioning. J Clin Epidemiol.
2009;62:899–911.

16 Osteras N, Brage S, Garratt A, et al. Func-
tional ability in a population: normative
survey data and reliability for the ICF
based Norwegian function assessment
scale. BMC Public Health. 2007;7:278.

Commentary on the ICF and Physical Therapist Practice

July 2010 Volume 90 Number 7 Physical Therapy f 1067


