J Rehabil Med 2004; Suppl. 44: 22-29

¢ Taylor &Francis
@ healthsciences

IDENTIFICATION OF THE MOST COMMON PATIENT PROBLEMS
IN PATIENTS WITH CHRONIC CONDITIONS USING THE ICF CHECKLIST

Thomas Ewert,* Michaela Fuessl,*? Alarcos Cieza,* Christina Andersen,?> Somnath Chatter;i,*
Nenad Kostanjsek® and Gerold Stucki®?

From the 'Department of Physical Medicine and Rehabilitation, 2ICF Research Branch, WHO FIC Collaborating Center
(DIMDI), IMBK, Ludwig-Maximilians-University, Munich, Germany and *Classification, Assessment, Surveys and Terminology
Team, World Health Organization, Geneva, Switzerland

Objective: To identify the most common patient problemsin
patients with 12 different chronic conditions using the ICF
checklist.

Methods: A multi-centre, cross-sectional study with con-
venient samples of patients who had received a clinical diag-
nosis of any of 12 different chronic conditions undergoing
inpatient or outpatient rehabilitation. To describe the popu-
lation, age, gender, and the SF-36 were recorded. Data for
917 patients from 33 rehabilitation centres were analysed.
Results: Most of the | CF-checklist categories were common
to at least 1 condition. Pain wasthe sole category of 125 I CF-
checklist categories that was common to all chronic con-
ditions. Patients with low back pain, rheumatoid arthritis,
and diabetes mellitus did not often experience the problems
listed in the | CF-checklist.

Conclusion: The main finding, that in most conditions
categories from each component were common, under scores
the need to address all components when assessing function-
ing and health in patients with chronic conditions.
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INTRODUCTION

The recognition of the importance of systematically assessing
symptoms and limitations of functioning for chronic conditions,
both for clinical science and health policy and management, has
led to the development and use of a large nhumber of condition-
specific and generic health-status measures.

These measures typically cover selected aspects of the whole
health experience associated with a condition. Also, because of
their heterogeneity regarding the items intending to measure the
same concept, a direct comparison of the frequency of specific
patient problems across conditions is hardly possible (4).

With the newly available International Classification of
Functioning, Disability and Health (ICF) (5), it is now possible
to describe the whole health experience including environmental
factors and to compare the experience of patients with different
conditions (6). Since the ICF is designed to record and organize
a wide range of information about health and health-related
states containing over 1400 categories, practical tools need to be
developed for clinical practice.

In order to facilitate the use of the ICF in clinical encounters,
WHO has developed the ICF checklist (7). The ICF checklist
consists of a selection of 125 categories from the whole ICF
classification system. It provides a relatively simple-to-use
questionnaire, which can be filled out by a health professional.
The checklist makes it possible to generate a profile of the
patient using the most important ICF categories in clinical
practice.

The objective of this study was to identify the most common
problems encountered in patients with chronic conditions using
the ICF checklist.

The specific aim was to examine, in convenience samples of
patients with 12 conditions undergoing an inpatient or outpatient
rehabilitation, the frequency of problems recorded using the

Chronic diseases are now the major cause of death and dighecklist.

ability worldwide. Non-communicable conditions, including

cardiovascular diseases, diabetes, obesity, cancer, and respira-

tory diseases, now account for 59% of the 56.5 million deaths

annually and 45.9% of the global burden of disease (1). Study design _ _ _
Musculoskeletal conditions, which for a long time have beenThe study design was a multi-centre, cross-sectional study with
d ized for thei . . h convenience samples of patients who had received a clinical diagnosis

under-recognized for their socioeconomic impact, are now they any of 12 different health conditions undergoing inpatient or out-

most frequent causes of physical disability, at least in developegatient rehabilitation. The study was approved by the Ethics Committee

countries (2). Non-communicable conditions are projected to°f the University of Munich. . .
. . . . .. The 12 conditions and the respective ICD-10 codes denoted in
become an even more important cause of disability-adjusted lifg,o prackets weretow back pain(LBP): (M54), osteoporosiOP):

years (3). (M81-M82), rheumatoid arthritis (RA): (M05-MO06), osteoarthritis
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(OA): (M19), chronic ischaemic heart diseasgCIHD): (121-125), Additionally “8” (not specified) is used when the available information
chronic obstructive pulmonary diseas@8OPD): (J44, J45)diabetes  does not suffice to quantify the severity of the problem, and “9” (not
mellitus(DM): (E10—E14)malignant neoplasm of brea@BC): (C 50), applicable) when a category is not applicable in a determined patient (5).
obesity (OB): (E 65-68), pain disorders (M79.1, R52, F45.5),
depressive disordefF32, F33),stroke (164, 169.4).

Patients were included if 1 of these conditions was the focus of theapalyses

rehabilitation intervention, they were at least 18 years old, had sufficien o - . .
scriptive statistics are used to describe the study population as well
i

knowled fthe G [ , th d f the st : .
nowlecge ot the >erman ‘anguage, the purpose and reason o the St to examine the frequency of problems recorded by the ICF checklist.

was understood, and an informed consent was signed. Patients with 2 h abl d ibe th d lati I
more health conditions, where the focus of rehabilitation intervention>"¢€ the variables to describe the study population are not normally
was 1 health condition, were analysed for their main problem. distributed, (Kolmogorov-Smirnov test (10) with< 0.1), medians are
Patients with LBP, RA, OA, and CIHD who had surgery within the repsqrted.th lif . t of th ¢ . i I
previous 6 months and all patients with incomplete wound healing were Ince the qualiiiers In most ol the categories aré not normally

; ; ; distributed, they were dichotomized as 0 = no problem and 1 = problem
| fi th . Wi t collect i t t th
g;(acgigegg tLoempatieerftt’lgdgiseaesg.ld not collect any information about t e(qualifier code 1-4). The values 8 (not specified) and 9 (not applicable)

were treated as missing.
The data were entered twice to ensure there were no errors on data
Data collection procedures entry. All analyses were performed with SPSS 11.0 for Windows.

The recruitment of the patients as well as the data collection were

performed by physicians and other health professionals trained in a

structured 1-day workshop by researchers of the ICF of the WHO FIC

Collaborating Center at the University of Munich. RESULTS
The training involved familiarization with the core principles and

model of the ICF as well as the practical application of the checklist. The data were collected from July 2001 to March 2003 by 68
health professionals working in 33 rehabilitation centres in
Germany. Thirty of the centres included inpatients, 2 included

To describe the population, age, gender, and the Medical Outcome Studytpatients, and 1 included both. The total number of inpatients
Short Form 36 (SF-36) were recorded. The SF-36 derives from a larger

battery of questions administered in the Medical Outcomes Study (8)V@S 801, and the total number of outpatients was 116 (see

The scales cover the dimensions of physical health, mental health, soci@cknowledgements for the list of all centres).

functioning, role functioning, general health, pain, and vitality. We used A total of 1044 patients were included in the study. Table |
the 2 summary scores, the physical component summary score (PCSS)n . . .
and the mental component summary score (MCS) in this study (8). ows the number of patients included in the study as well as the

We used the SF-36 in this study to establish a generic comparisojpatients’ characteristics, including the SF-36 summary scores.
across the health conditions and to offer information to compare thesg, 51| 127 patients were excluded from the analysis because they

patients with those from other studies. did fulfil the inclusi d lusi oo
The ICF checklist consists of a selection of 125 second-leveldid notfulil the inclusion and exclusion criteria.

categories from the 362 second-level categories of the whole ICF classi- Tables II-IV show the ICF categories in which problems
fication system. It provides a relatively simple questionnaire with guide-\yere documented with over 30% of the patients in at least

lines and probes, which can be filled out by the physician or other healt o L
professional, and makes it possible to classify the most important ICF- condition. Table V shows the ICF categories in the component

categories in clinical practice (7). environmental factorconsidered to be a barrier in at least

For the study, we used the version of the checklist (9) based on thegoy of the patients with a specific condition. Table VI shows
ICIDH-2 final draft (7). The checklist includes only categories in the first

and second level of the ICF. The percentage of categories selected for tf18€ ICF categories in the componeenvironmental factors
checklist for the components is different from the ICF. With respect to considered to be a facilitator in at least 30% of the patients with

all categories on the second level of the ICF, the ICF checklist includesy specific condition. The categories are presented in descending
29 (25%) categories from the componénty functions16 (29%) from

body structures48 (41%) fromactivities and participation and 32 order based on the percentage across all conditions.
(43%) fromenvironmental factors For the componeriiody structures31% of the ICF categories

The qualifier for all components has the following gradation: 0=n0 i, the checklist were mentioned at least once with a frequency
problem (none, absent, negligible) 0-4%, 1 = mild problem (slight, low) o . .
5-24%, 2 = moderate problem (medium, fair) 25-49%, 3 = severe prob®Ver 30%. There is no category common to all conditions.

lem (high, extreme) 50-95%, 4 = complete problem (total) 96-100%.In depression, no category exceeded the 30% threshold. The

Measures

Table |. Patient characteristics (n =917)

Condition

LBP OoP RA OA CiHD COpPD DM BC OB Pain Dep  Stroke

No. of patients If) 163 32 37 53 72 89 67 108 52 101 50 93
Gender (female %) 417 100 70.3 585 153 48.8 439 100 65.3 822 64.0 495
Years of education (median) 12 12 11 11 12 12 13 12 11 12 13 12
Age (years, median) 52.6 66.6 619 59.8 54.0 61.2 49.1 53.2 424 52.8 504 58.5
SF-36 PCS (median) 41.9 421 394 399 447 40.8 47.5 454 425 365 411 416
SF-36 MCS (median) 40.2 43.3 433 419 406 43.5 41.7 40.3 428 365 325 431

LBP =low back pain; OP = osteoporosis; RA =rheumatoid arthritis; OA = osteoarthritis; CIHD = chronic ischaemic heart disease;
COPD = chronic obstructive pulmonary diseases; DM = diabetes mellitus; BC = malignant neoplasm of breast; OB = obesity; Pain = chronic
widespread pain; Dep = depressive disorder; SF-36 PCS = physical component summary; SF-36 MCS = mental component summary.
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Table II. Percentages of ICF categories in the component body structures in which at least 30% of patients with a specific condition have
a problem

Condition

ICF categories LBP OP RA OA CIHD COPD DM BC OB Pain Dep  Stroke
Lower extremity (leg, foot) 220 625 944 692 118 15.5 455 113 370 396 176 28.1
Trunk 866 769 28.1 354 209 18.8 357 253 405 452 143 146
Cardiovascular system 8.9 9.5 0.0 19.097.2 35.6 414 174 400 244 6.7 381
Upper extremity (arm, hand) 86 26.191.7 333 6.0 15.5 143 314 89 505 152 348
Metabolism and endocrine systems 9.0 200 125 136 274 17952 310 225 306 143 198
Shoulder region 19.2 409 500 373 152 22.6 233 363 17.8 442 182 200
Pelvis 146 542 355 481 3.0 19.0 20.0 52 109 326 176 11.0
Head and neck region 230381 344 152 123 15.5 150 132 174538 15.6 9.0
Eye, ear and related structures 12.7 0.80.8 114 333 325 480 16.7 222 216 226 153
Respiratory system 4.9 5.3 6.3 24 8.5 955 4.2 7.0 3638 6.1 3.2 8.0
Reproductive system 3.9 5.9 0.0 54 2.4 10.0 20.87.7 2.8 0.0 10.0 2.3
Brain 0.7 0.0 0.0 0.0 2.1 0.0 8.7 0.0 2.7 8.7 2.897.8

Spinal cord and peripheral nerves 32.3 0.0 0.0 4.7 6.0 0.0 22.7 0.0 26 18.0 2.9 1.2

LBP =low back pain; OP = osteoporosis; RA =rheumatoid arthritis; OA = osteoarthritis; CIHD = chronic ischaemic heart disease;
COPD = chronic obstructive pulmonary diseases; DM = diabetes mellitus; BC = malignant neoplasm of breast; OB = obesity; Pain = chronic
widespread pain; Dep = depressive disorder.

All values over 30% frequency are highlightdsb(d). If only in 1 condition the category is over 30% the value is printed bolditafidized

condition with the largest number of categories above 30% is For the componenéctivities and participation 75% of the
chronic widespread pain (54%). ICF categories in the checklist were mentioned at least once

For the componenttody functions76% of the ICF categories with a frequency over 30%. The number of categories above
in the checklist were mentioned at least once with a frequency80% ranges from 0% in DM to 33% in stroke. There is no
over 30%. The number of categories above 30% ranges fronsategory common to all conditions arctivities and participa-
18% in CIHD to 55% in stroke. Pain is over 30% in all tion. However, stroke is represented with 6 and depression with
conditions. 3 single categories.

Table IIl. Percentages of ICF categories in the component body functions in which at least 30% of patients with a specific condition have
a problem

Condition
ICF categories LBP OP RA OA CIHD COPD DM BC OB Pain Dep Stroke
Pain 914 871 973 923 417 31.8 364 519 471 930 341 333
Mobility of joint 753 871 944 906 15.7 31.0 373 370 442 680 326 46.7
Muscle power 500 806 944 755 141 372 75 383 308 730 302 826
Sleep 478 419 568 39.6 333 46.4 119 524 500 880 857 333
Energy and drive functions 21.036.7 541 226 264 420 9.0 374 451 861 960 482
Blood pressure 20.4 154314 354 704 329 582 226 549 341 244 634
Muscle tone 691 375 600 471 136 10.8 179 56 333 838 233 554
Emotional functions 16.1 25.0 243 135 29.6 16.7 163.7 21.6 684 918 452
Weight maintenance 17.3 179 139 189 134 23.837.3 236 692 380 250 205
Memory 6.2 34 143 19 100 26.1 45417 140 568 745 60.3
Endocrine glands (hormonal changes) 74 118 269 93 123 20.925 421 200 18.8 156 159
Attention 7.4 6.7 81 00 28 28.8 3.0 296 12.15 755 538
Respiration (breathing) 7.7 83 69 43 2500939 119 85 347 183 154 55
Heart 31 120 94 87929 24.1 269 29 174 110 73 222
Seeing 119 34 278 120 21.7 305 224 200 16.3 129 175 247
Immunological (allergies, hypersensitivity) 2.6 74 103 6.4 11.9338 318 286 298 400 111 0.0
Sexual functions 117 43 217 6.1 250 19.7 16.352 56 326 188 9.7
Digestive 75 241 20.0 3.8 134 8.2 7.5 25 14653 279 3.3
Higher level cognitive functions 2.8 48 00 22 6.3 19.0 75 3.6 4441 444 420
Perceptual function 1.2 00 00 00 28 14.9 134 00 00 943 288
Haematological (blood) 26 111353 21 197 7.2 6.1 169 184 4.7 26 6.5
Language 20 00 00 00 42 12.9 45 18 8.7 133 1330

LBP =low back pain; OP =osteoporosis; RA =rheumatoid arthritis; OA = osteoarthritis; CIHD =chronic ischaemic heart disease;
COPD = chronic obstructive pulmonary diseases; DM = diabetes mellitus; BC = malignant neoplasm of breast; OB = obesity; Pain = chronic
widespread pain; Dep = depressive disorder.

All values over 30% frequency are highlightdazb(d). If only in 1 condition the category is over 30% the value is printed bolditafidized
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Table IV. Percentages of ICF categories in the component activities and participation in which at least 30% of patients with a specific
condition have a problem (performance)

Condition
ICF categories LBP OP RA OA CIHD COPD DM BC OB Pain Dep Stroke
Lifting and carrying objects 90.7 844 919 774 324 68.5 20.9 685 490 861 21.3 685

Doing housework (cleaning house, washing4.0 56.3 818 59.2 246 547 9.2 613 333 876 630 708
dishes, laundry, ironing, etc.)

Recreation and leisure 51.6 531 811 510 457 41.0 49 337 373 800 729 770
Remunerative employment 432 28.6 733 500 483 16.7 115 519 188 844 721 786
Acquisition of goods and services 327 594 838 472 171 517 6.0 583 216 814 449 651
(shopping, etc.)
Walking 419 355 750 774 169 517 182 83 404 673 143 66.7
Caring for others 28.3 31.8 500 306 20.3 395 10.6 433 16.3 556 535 625
Driving (riding bicycle and motorbike, 285 318 516 412 229 318 10.8 58 204 570 13.6 811
driving car, riding animals, etc.)
Preparation of meals (cooking etc.) 16.3 15676 146 7.1 28.4 45 75 39670 478 687
Undertaking multiple tasks 243 172 129 208 159302 121 94 64 661 605 705
Intimate relationships 154 00 261 0.0 263 30.0 222.1 103 605 759 294
Fine hand use (picking up, grasping) 75 19.457 327 56 16.9 119 157 7.7426 106 742
Community life 150 9.7 206 118 6.1 22.9 33 90 17384 773 453
Moving around using equipment 147 692 684 244 4.4 14.9 31 00 75351 36 438
(wheelchair, skates, etc.)
Looking after one’s health 241 97 270 283 222 24.7 6.0 135 465 333 462
Dressing 235 125649 302 00 26.1 6.0 19 231 248 18.0516
Complex interpersonal interactions 5.4 63 31 64 29 27.9 50 32 8®B6 829 2838
Washing oneself (bathing, drying, 149 16.1 622 151 0.0 18.0 30 19 115 218 16.0633
washing hands, etc.)
Using transport (car, bus, train, 26.3 313 314 269 194 25.8 60 00 154 273 6.4394

aeroplane, etc.)

Family relationships 7.2 3.1 139 3.9 16.3 15.1 51 7.8 8400 680 27.1
Relating with strangers 4.5 94 167 21 4.1 16.5 31 92 11381 694 221
Caring for body parts (brushing teeth, 6.2 3.1 486 13.2 0.0 12.4 15 0.9 1.9 139 16.0505
shaving, grooming, etc.)
Informal social relationships 5.6 97 32 71 00 15.2 65 17 87 2%:85 188
Solving problems 3.4 00 00 00 14 12.8 6.0 7.1 4390 395 500
Formal relationships 26 31 56 00 00 13.1 31 13 43 26836 239
Conversation 56 00 00 19 14 22.5 6.0 28 19 2240 326
Economic self-sufficiency 3.1 32 00 23 33 14.9 00 12 1285 310 209
Undertaking a single task 14.0 6.3 83 157 127 10.2 45 1.0 38 224 23®
Basic interpersonal interactions 3.8 31 139 59 20 12.5 31 11 21 2®@4€ 313
Toileting 93 94 324 75 00 7.9 15 00 00 6.9 6.0440
Eating 06 31 270 00 00 4.5 15 09 96 99 16852
Informal education 2.9 38 167 21 0.0 3.8 1.7 00 67 7.0 2581
Listening 4.4 0.0 0.0 0.0 4.2 12.4 15 3.7 3.9 14100 141
Drinking 00 31 189 00 0.0 22 15 00 19 79 120608
Learning to write 2.2 00 32 00 00 3.4 45 00 21 65 0410
Learning to calculate (arithmetic) 16 00 32 00 0.0 1.8 46 00 21 69 G95

LBP =low back pain; OP =osteoporosis; RA =rheumatoid arthritis; OA = osteoarthritis; CIHD =chronic ischaemic heart disease;
COPD = chronic obstructive pulmonary diseases; DM = diabetes mellitus; BC = malignant neoplasm of breast; OB = obesity; Pain = chronic
widespread pain; Dep = depressive disorder.

All values over 30% frequency are highlightdub(d). If only in 1 condition the category is over 30% the value is printed bolditafidized.

The environmental factorsare reported for barriers and Ninety-one percent of the ICF categories in the checklist
facilitators separately. All 32 categories from the checklistwere mentioned at least once with a frequency over 30% as
were either over 20% as barrier or over 30% as facilitator. Onlyfacilitators. The range of categories above 30% is from 21%
3 categories were not common in barriers and facilitatorsin COPD to 97% in DM. There are 4 common categories for
(climateg sound andlight are pure barriers). all conditions bealth professionalsmmediate familyindivi-

Forty-one percent of the ICF categories in the checklist weredual attitudes of health professionadsd health services and

mentioned at least once with a frequency over 20% as barriersystems and policigs DM is represented with 3 single
The range of categories above 30% is from 0% in LBP, OA andcategories over 30%.
DM to 46% in pain and depression. There is no common One hundred and three out of all 125 ICF checklist categories
category for all conditions. COPD has 4 single categories withwere common to at least 1 chronic disease. Of all categories,
values over 30%, pain and OP have a single category with value$8.2% are above 30% at least in 8 conditions in the components
over 30%, respectively. body structureshody functionsandactivities and participation

J Rehabil Med Suppl 44, 2004
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Table V.Percentages of ICF categories in the component environmental factors in which at least 20% of patients with a specific condition

have a problem (barrier)

Condition
ICF categories LBP OP RA OA CIHD COPD DM BC OB Pain Dep Stroke
Climate 15.8 46.7 486 20.0 17.2 614 0.0 337 340 722 233 128
Societal attitudes 11.7 0.0226 75 79 148 1.8 6.6 478 560 415 17.1
Social norms, practices and ideologies 127 00 194 81 33 117 0.0 380 471 316 16.1
Products of design, building and construction 12.2 9.4 400 16.3 3.0 432 0.0 00 6.0 287 48 203
for public use
Sound 71 69 147 20235 8.0 1.9 3.3 10.2453 289 175
Products of design, building and construction 12.3 6.3 286 18.0 59 386 0.0 1.8 40 149 24221
for private use
Individual attitudes of immediate family members 2.1 0.0 83 22 11.6 9.1 5.3 6.7 15.2 288 13.0
People in position of authority 40222 63 65 139 0.0 3.4 0.0 98 11.®37 54
Health services, systems and policies 18,33 111 50 00 200 0.0 11 41 47 37 53
Social security, services, systems and policies 19 71 103 00 0304 0.0 00 47 65 87 56
For personal indoor and outdoor mobility 65 00 56 59 44 218 00 100 40 11 75 73
and transportation
Legal services, systems and policies 00 67 74 00 1886 0.0 1.8 00 125 87 38
Light 13 00 86 00 14 5.7 0.0 00 78245 93 51

LBP =low back pain; OP = osteoporosis; RA =rheumatoid arthritis; OA = osteoarthritis; CIHD = chronic ischaemic heart disease;
COPD = chronic obstructive pulmonary diseases; DM = diabetes mellitus; BC = malignant neoplasm of breast; OB = obesity; Pain = chronic

widespread pain; Dep = depressive disorder.

All values over 20% frequency are highlightdab(d). If only in 1 condition the category is over 20% the value printed bolditaiitized

59.2% of all categories are above 30% were shared among The direct comparison of the frequency of specific patient
3 or less conditions. As barriers, there are no categories thgtroblems across all conditions demonstrates a large variation
are above 20% at least in 8 conditions in the component oficross conditions. The fact that only a small number of common

environmental factorsOf all categories above 20%, 76.9%

categories were shared among at least 8 conditions demonstrate

were shared among 3 or fewer conditions. As facilitators, 27.8%the necessity of a condition-oriented approach when defining
of all categories were above 30% in at least 8 conditions. In thepractical tools for clinical practice, such as the development

componenenvironmental factors39.9% of all categories above
30% were shared among 3 or fewer conditfons

of ICF Core Sets for chronic conditions (11, 4). On the other
hand, it may be possible to define a list of problems common

The number of missing values in the categories presentetb musculoskeletal conditions that shared 16 categories across

in Tables 11-VI ranged from 0 to 85. The highest number of
missing values was found for the categtrigher educatiorin
pain (=85) and stroke r(=83), school educationin pain
(n=283), higher education(n=76) in the componentctiv-
ities and participation and higher-level cognitive functions
(n=67) in pain in the componemody functions

DISCUSSION

all components, and showed a rather homogenous pattern of
common problems.

It could be expected that there are no common categories for
body structuresince the chronic conditions examined refer to
different organ systems. Remarkably, for depression there was
no common structural impairment documented. Since the ICF
requires that problems in structures are recorded based on
observation and not inferred in a given patient, it is likely that
depressed patients were not investigated for problems in body
structure (i.e. the brain). Besides, the structural changes in the

The main finding, that in most conditions categories from eachorain associated with depression are currently ill-defined and
component were common, underscores the need to address #iere have only recently been attempts to use imaging tech-
components when assessing functioning and health in patientiques including functional magnetic resonance to demonstrate
with chronic conditions. One may therefore question the validitythe structural and functional impairments (12-14).

and usefulness for clinical assessment of many current health Not unexpectedly, pain was common to all chronic con-
status measures since they typically cover only selected aspecgitions. Indeed, it was the only common problem within the

of the whole health experience associated with a condition.

" Because we did not compute a single code for the environ-
mental factors the percentages were calculated based on the
number of categories being a facilitator (over 30%) or a barrier
(over 20%) in at least 1 condition. There is an overlap of 10
categories coded twice (as barrier and facilitator).

J Rehabil Med Suppl 44, 2004

body functiong€omponent. Itis telling thatleepandenergy and
drive functions were common to many conditions. This
is consistent with a recent attempt by OMERACT to identify
problems most relevant to patients with musculoskeletal con-
ditions (15). At OMERACT 1V, panels consisting of patients
and clinicians identifiedsleep and fatigue to be of special
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Condition

ICF categories LBP OP RA OA CIHD COPD DM BC OB Pain Dep Stroke

Health professionals 629 903 973 750 507 494 929 814 542 838 804 838

Immediate family 523 46.7 838 569 531 321 69.4 846 542 806 553 774

Individual attitudes of health professionals 33.1 50.0 80.6 500 362 412 67.7 735 354 768 738 797

Health services, systems and policies 50.8 50.0 639 550 39.7 360 66.2 614 36.7 837 519 816

For personal consumption (food, medicines) 325 56.7 838 451 304 118 815 542 275 828 617 789

Friends 356 194 600 347 500 217 600 867 457 681 721 745

Individual attitudes of immediate 393 323 806 422 512 261 474 789 413 724 585 565
family members

Health-related professionals 28.65.6 66.7 255 28.6 342 732 714 29.8 679 541 70.7

Individual attitudes of friends 245 219618 19.0 429 193 313 784 340 656 595 649

Individual attitudes of health related 229 16.7 533 308 333 301 67.7 610 19.1 603 333 77.0
professionals

Acquaintances, peers, colleagues, neighbour22.1 16.1 53.6 19.0 500 11.3 333 742 222 293 444 592
and community members

For personal use in daily living 17.238.7 56.8 23.1 24.2 82 646 365 163 418 311 608

For personal indoor and outdoor mobility 227 286 361 333 14.7 172 615 6.7 30.0 506 225 585
and transportation

Social security, services, systems and policies 15.1 B45 21.6 354 6.5 59.7 288 18.6 623 4.3 704

Transportation services, systems and policies 78 26.7 258 7.1 227 86.1 392 128 547 9.1 625

Personal care providers and personal assistants 862 333 20.0 5.3 18.2 300 94 146325 381 623

General social support services, systems 175 13.3 400 194 42 6.4 613 16.7 11.1 450 9.5 634
and policies

Individual attitudes of personal care providers 5.1 11.8 368 3.3 23.1 115 357 9.1 146 26.3 435 581
and personal assistants

Products for communication 72 103 250 0.0 186 13.8585 28.0 14.3 17.0 357 425

Communication services, systems and policies 31 33 206 00 21.9 13561 407 17.0 11.3 0.0 515

Labour and employment services, systems 55 0.0 20.0 0.0 333 8.0 565 13.8 13.3 189 125 278
and policies

People in position of authority 32 00 125 3.333 3.6 483 232 49 110 26.3 16.2

Education and training services, systems 1.8 45 143 6.1 196 21 565 140 114 104 87 143
and policies

Societal attitudes 47 32 226 50 289 12327 16.4 43 33 98 314

Legal services, systems and policies 09 00 37 27 197 0.67.8 10.5 23 75 43 453

Products of design, building and construction 6.1 6.3 57 82 227 34 585 18 140 69 24 232
for public use

Products of design, building and construction 6.5 6.3 86 140 44 23 585 35 120 80 7.1 206
for private use

Housing services, systems and policies 24 00 94 26 177 25861 14.0 00 28 45 393

Social norms, practices and ideologies 08 00 194 @83 0.0 309 16.7 43 11 79 226

LBP =low back pain; OP =osteoporosis; RA =rheumatoid arthritis; OA = osteoarthritis; CIHD =chronic ischaemic heart disease;
COPD = chronic obstructive pulmonary diseases; DM = diabetes mellitus; BC = malignant neoplasm of breast; OB = obesity; Pain = chronic
widespread pain; Dep = depressive disorder.

All values over 30% frequency are highlightdzb(d). If only in 1 condition the category is over 30% the value is printed bolditafidized

importance to patients. These aspects are often considered smch as those with depression. Patients with chronic conditions
be “non-specific” and are typically not included in studies such as chronic widespread pain also frequently show involve-
involving patients with musculoskeletal conditions. Interest- ment of these categories.
ingly enough, only a few generic health status instruments In diabetes, there was no single common category despite
(including the Nottingham Health Profile NHP (16)) addressthe fact that we examined patients undergoing inpatient or
sleep specifically. It is also interesting and not a surprise tooutpatient rehabilitation. Indeed the endorsemenadivities
rehabilitation specialists, thanuscle powemwas a common and participation categories for DM by this patient group
problem not confined to musculoskeletal conditions. Indeedwas low. Howeverifting and carrying objectsand intimate
muscle power deteriorates in the general population with ageingelationsseem to be relevant. This may relate to a stage that was
(17) and is highly relevant for physical function (18). not described in more detail in this study. Alternatively, patients
While family relationshipsand complex interpersonal inter-  with diabetes may have a broad range of problems, but not
actionsas categories fromactivities and participatioomay have  necessarily problems common to all patients. Future studies
relevance to all patients with a health condition, they seem to belefining subsets of patients with a detailed description of dis-
of utmost importance to patients with mental health conditions,ease stage and characteristics, and possibly the use not only
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of performance but capacity qualifiers are needed to clarify thid=or example, in COPRdditional respiratory functionsvould
issue. have been common. Similarlyhandling stress and other

As expected, the common problems for patients after a strok@sychological demandsas missing for patients with low back
represented aspects bésic learning self-care and general  pain. The currently developed ICF Core Sets will allow
tasks and demandsSimilarly, for depression, aspects of identification of categories that are relevant for a specific
purposeful sensory experiencésterpersonal interactions and condition but are not included in the checklist.

relationshipswere important.Recreation and leisuravas as This study is a first step towards identifying a Core Set of
important asremunerative employmenpossibly reflecting the ICF categories that can be used across chronic health conditions.
age distribution of our patients. This parsimonious set of items will enable busy clinicians to

In environmental factorghe most common barrier @imate rapidly evaluate functioning and disability across different
which corresponds to the subjective experience of many patientsealth conditions in order to measure their impact. Further
living close to the Alps. The fact thaocietal attitudesand  studies to improve the reliability and generalizability of these
social norms, practices and ideologiess relevant to patients results are in progress. Nonetheless, this study has highlighted
with depression, obesity, and chronic widespread pain indicatethe fact that problems in functioning are common and, with
that we still have to go a long way to overcome social disability. training, easily identified by health professionals.

Interestingly, in our study population, patients with low back
pain, rheumatoid arthritis and diabetes mellitus did not experi-
ence barriers listed in the ICF checklist. This is not consistent ACKNOWLEDGEMENTS

with a study by Oleske et al. (19). This may be related to the .
. . We express our thank to the heads and health professionals of the

fact that the data collection was focusing on the current status|iowing centres for their most valuable contribution and the time

Barriers may not be as important during an inpatient or out-and resources they have devoted to this study (in alphabetical order):

. e Asklepios Klinik Schaufling, Schaufling; Asklepios Klinik Triberg,
patient rehabllltatlon_program. ] Triberg im Schwarzwald; Blumenhof- Klinik, Bad Feilnbach;

The common facilitators referred tbealth professionals Deegenbergklinik, Bad Kissingen; Diabetes-ZentrurirsEenhof,

; ; ; Bad Kissingen; Paracelsus Harz-Klinik, Bad Suderode; Fachklinik
t[helr attitudes and the health §ystemTh_|s unde_r.scores_ the Haus Allgai, Pfronten-Ried; Geriatrische Rehabilitationsklinik,
interdependency of patients with chronic conditions with thewirzburg; Ghersburg Fachklinik, Bad Aibling; Klinik Herzoghe
environment. The finding that thémmediate familyis an  Bayreuth der LVA Ober- und Mittelfranken, Bayreuth; Klinik
. . . . . Hochried Fachklinik fu Kinder- und Jugendmedizin, Murnau;
important general facilitator is consistent with some (20, 21)yjinik Héhenried GmbH der LVA Oberbayern”rfuHerz- und
but in disagreement with other studies (19). For patients withKreislauferkrankungen, Bernried/Oberbayern; Klinik Hoher Meiss-

; ; ; ; ; er, Bad Sooden/Allendorf; Klinik im Alpenpark, Bad Wiessee;
dlab.etes mellltu.s_, itwas remarkable that they did not experlenc%inik Rosenhof Orthopdisches Rehabilitationszentrum, Bad
barriers but facilitators. Birnbach; Klinikum Bad Bocklet, Bad Bocklet; Klinikum Bad

The generalizability of this study is limited. Patients in other G09ging, Neurologische Abteilung, Bad "Gging; Medizinische
. . . . L Klinik, Passau; Medizinisch-Psychosomatische Klinik Roseneck,
settings and countries or with other disease characteristics Mayyien'am Chiemsee; Neurologische Praxis, Prof. Friegdien;

experience problems with a different frequency or another focusParacelsus-Klinik, Scheidegg/AllgaReha-Klinik “Am Kurpark”,

e - : ad Kissingen; Reha-Klinik Prinzregent Luitpold, Bad Reichenhall;
However, based on studies in Germany using the SF-36, OuEehberg-KIinik der LVA Hamburg, St Andreasberg; Reithofpark —

patients are comparable to patients with chronic conditionklinik GmbH & Co. KG, Bad Feilnbach; Rheumaklinik Bad

i Aibling, Bad Aibling; Rheumaklinik Bad Sxingen, Bad Sekin-
reported by Bullinger et al. (22). For example, the reported ; Rheumazentrum Bad Abbach, Bad Abbach; Salzetalklinik

. . . ! . . en
medians in German patients with chronic lung diseases argentrum fir kardiologische und onkologische Rehabilitation, Bad
43.0 for the PCS and 49.7 for the MCS. This is close to theSalzuflen; SANITAS Klinik Alpenblick, Bad Griesbach; Therapie-

medians of 40.8 PCS and the 43.5 MCS found in our studyﬁﬁgtqj&ﬁ%%?g’ a%gﬁggWalter'Stran'mSt'M Rharmakologie

Similarly, the reported medians for cancer are 41.9 for the PCS

and 48.7 for the MCS, which is again close to medians of 45.4
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