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ICF Classification System
History
The need for the scientific collection of disability data was recognized after the advent of the WHO’s Global Burden of Disease Initiative (GBD) in 1990. The WHO-GBD introduced the 9th revision of the International Classification of Diseases (ICD-9).   The ICD-9/GBD framework illuminated geographical clustering of disease and infrastructure challenges to achieving improved health outcomes.  The WHO-GBD developed the disability-adjusted-life-year (DALY) metric and generated data using the ICD-9 and the DALY that powered targeted global public health interventions. This resulted in remarkable changes in disease incidence and death related to preventable—mostly infectious—diseases.  Since then, the ICD has grown beyond its intended use.  It is now almost exclusively known as a diagnostic coding system for reimbursement with which virtually every practicing clinician engages.
The positive impact of the public health interventions prompted by the WHO-GBD resulted in recognition of a global signal in chronic illness and disability–most of which was due to traumatic injury and cardio/cerebrovascular disease–and presumed to be impacting global economic productivity.  In order to assess and understand the impact related to this newly-recognized prevalence of chronic disease, the WHO developed a framework, the International Classification of Functioning, Disability and Health (ICF) to describe and quantify impairment with a standardized scientific method of disability data collection.  The goal of which was to inform healthcare policies, guide provision of health services and overcome urban and rural infrastructure barriers to health services that optimize engagement in important life areas including remunerative employment.  
The ICF
The ICF is a hierarchy of over 1200 ‘categories’ or codes belonging to discrete components used to depict functioning and disability of an individual. There are two over-arching parts: Functioning and Disability, and Contextual Factors.  Functioning and Disability is the predominant operational part of the ICF and consists of ‘body function’, ‘body structure’, and ‘activities and participation’.  Contextual Factors are divided into external or ‘Environmental Factors’ and internal or ‘Personal Factors’ (Fig. 1).









Figure 1. Interactions between domains of ICF in relation to the health condition.  (Courtesy of LA Saketkoo, permission granted, rights reserved)
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Functioning and Disability
‘Body structure’ - described under the ‘s’ terms, relate to abnormalities of anatomical structure whether gross, histological or radiological assessment, such as abnormalities of lung parenchyma (s4301) or in finger joints (s73021).
‘Body function’ - described under the ‘b’ terms, and defined as physiologic functions of the body systems which includes symptomatic experience of physical, mental and emotional functions such in what aspect the function of the heart, gastrointestinal or respiratory system does not work e.g. dyspnea (b460), cough (b450) or chest pain (b28011).
‘Activities and participation’ organized under the ‘d’ terms, with ‘activities’ defined as execution of task or action by an individual and involvement in a life situation such as lifting (d4300), dressing (d540), bathing (d510), cooking (d630), bending (d4105) or moving between locations (d460) and ‘participation’ defined as involvement in life situations such as work (d850), college (d830), family (d760) and social life (d750).  The performance of activities and participation is the interface where abnormalities in structure/function precipitate as a disability – when a person attempts to interact with the many activities of life. An example of this would be, showering impaired by severe dyspnea or buttoning impaired by symptoms of rheumatoid arthritis.
Contextual Factors
‘Environmental factors’ (external factors) - under ‘e’ terms - describe factors that influence one’s ability.  The same codes apply to both facilitators, e.g. attitudes of immediate family members (e410+), medications or oxygen (e1101+), and assistive devices (e1151+); or barriers e.g. stressful family relations (e410), social attitudes (e460), stairs (e150), lack of income (e1650), cold climate (e2250), distance from health services (e5800).  Facilitators are differentiated by a ‘+’ in the notation.  
Each of these domains deconstructs disability into chapters which are the 1st level of classification under which impairment, limitation, or restriction can be hierarchically detailed in further levels of classification. For example, ‘dysphagia’ would be:  ‘b51052’; whereby: 
‘b5’ is the body functions chapter ‘Functions of the digestive, metabolic and endocrine systems’,    
‘b510’ is the 2nd level classification of ‘Ingestion functions’, 
‘b5105’ is the 3rd level of ‘Swallowing’; and 
‘b51052’ is the detailed descriptor of ‘Esophageal swallowing’.   
The degree of disability may be reported using the ICF prescribed rating scale (no, mild, moderate, severe and complete disability).
‘Personal factors’ (internal factors) are a developing area of the ICF and are individualized factors independent of the health condition that may have an influence on disability–the impact of which is presumed to vary depending on location and strength of culture. These factors may include gender, race, age, co-morbidities, lifestyle, coping styles, social background, behavior and psychological characteristics. 
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