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Abstract

Introduction: In the last decade, the inclusion of a functioning indicator in health care has been discussed
on the international agenda. The strategies related to the implementation of these indicators are issues that
involve health education, governance, and medical records. Objective: study aims to discuss the International
Classification of Functioning, Disability and Health (ICF) potential as a useful tool to produce information
on health care services. Method: As theoretical assumptions, the universal model of the ICF based on the
biopsychosocial model was used. Results: When used as a health indicator, functioning data can measure
the real effect of some health conditions in different life domains. Based on the reflections carried out and
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Resumo

Resumen

theoretical foundations accessed, the study shows that the implementation of functioning indicators in
periodical population health surveys and protocols of clinical documentation regardless the level of health
service would be relevant for Patient Care Planning. Note that the group of functioning indicators should be
proposed in a universal language and, therefore, ICF represents the most comprehensive model. Conclusion:
Information regarding health status can be useful to enable health care management. Furthermore, ICF are
essential to improve the documentation service of the health system and also can be used in planning and
monitoring health care. It can also be used to collect disability data in surveys ensuring comparison among
different surveys.

Keywords: International Classification of Functioning, Disability, and Health. Data Collection. Health Evaluation.
Indicators of Health Services. Social Indicators.

Introdugdo: Na ultimadécada, ainclusdo deindicadores de funcionalidade na atengdo a satide tem sido discutida
na agenda internacional. As estratégias relacionadas a implementagdo de indicadores de funcionalidade sdo
uma questdo que envolve educagdo, gestdo e assisténcia a satde. Objetivo: Este ensaio tedrico tem como
objetivo discutir o potencial da Classificacdo Internacional de Funcionalidade, Incapacidade e Satde (CIF)
como ferramenta 1itil na produgdo de informagdo para os servigos de satide. Método: Utilizamos como
pressupostos tedricos o modelo universal, a CIE Nosso pressuposto baseia-se no modelo biopsicossocial do
binémio satide-doenga. Resultados: Indicadores de funcionalidade podem medir o real impacto das condi¢cées de
satide em diferentes dominios da vida. A partir das reflexdes realizadas e alicerces tedricos acessados, percebe-
se que a implementagdo de indicadores de funcionalidade nos inquéritos populacionais periddicos em satide e
protocolos de registro para informagdo clinica, independentemente do nivel de servigo de satide, seria de grande
interesse. Vale ressaltar que o grupo de indicadores de funcionalidade deve ser proposto em uma linguagem
universal e, portanto, a CIF representa o modelo mais abrangente. Conclusdo: O indicador de funcionalidade
pode ser titil para o gerenciamento da satide. As informagédes sobre funcionalidade séo essenciais para melhorar
o planejamento e a qualidade dos servicos de satide e podem ser usadas no planejamento e monitoramento dos
cuidados de satde; podem ser coletadas em pesquisas de saude da populagdo por ferramentas especificas;
e poderiam ser produzidas usando a CIF como uma estrutura na coleta didria de informagdes sobre satide.

Palavras-chave: ClassificagcdoInternacionalde Funcionalidade, IncapacidadeeSatide. Coletade Dados.Avaliagdo
de Satide. Indicadores de Servigos. Indicadores Sociais.

Introduccion: En la tltima década, la inclusién de indicadores de funcionamiento en la atencion de salud se ha
discutido en la agenda internacional. Las estrategias relacionadas con la implementacion de los indicadores
de funcionamiento son un tema que involucra educacion, gestion y atencién médica. Objetivo: Este ensayo
tedrico tiene como objetivo discutir el potencial de Clasificacién Internacional del Funcionamiento, de la
Discapacidad y de la Salud (CIF) como una herramienta util para producir informacion en los servicios de
atencién médica. Método: Utilizamos como suposiciones tedricas el modelo universal de la CIF con base en el
modelo biopsicosocial del binomio salud-enfermedad. Resultados: Los indicadores de funcionamiento pueden
medir el impacto real de las condiciones de salud en diferentes dominios de la vida. Con base en las reflexiones
realizadas y los fundamentos tedricos, se observa que seria esencial la implementacién de indicadores de
funcionamiento en las encuestas periddicas de salud de la poblacion y en los protocolos de registro para la
informacion clinica, independiente del nivel del servicio de salud. Vale la pena mencionar que el grupo de
indicadores de funcionamiento debe proponerse en un lenguaje universal y, por lo tanto, CIF representa el
modelo mds completo. Conclusién: Elindicador de funcionamiento puede ser iitil para la gestion de la salud. Las
informaciones sobre funcionamiento son esenciales para mejorar la planificacion y la calidad de los servicios
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de salud y se puede utilizarlas para planificar y monitorear los cuidados en salud; y se puede recopilarlas en

encuestas de salud de la poblacién mediante herramientas especificas; y podria recopilarse utilizando la CIF

como herramienta en la recopilacién diaria de informacién sobre salud.

Palabras clave: Clasificacién Internacional del Funcionamiento, de la Discapacidad y de la Salud. Recoleccién

de Datos. Evaluacién en Salud. Indicadores de Servicios. Indicadores Sociales.

Introduction
Contextualization of Functioning models

The interest in describing experiences
regarding disability appeared in the scientific
literature in the 1960s. The first model was the
biomedical, which is composed of four components:
active pathology, lesion, functional impairment,
and disability. This model proposes a unidirectional
and linear interaction from the active pathology to
the occurrence of negative experience [1]. This model
was the most cited and criticized over the years,
mainly by its linearity [2].

In response to the reductionism of the
biomedical model, the associations of people
with disabilities assembled and proposed the
social model. According to the social model,
disability is pronouncing an inadequacy
between the body and their environment [3].
Other models were introduced between the two
previous models; they are often derived or related
to them as the models proposed by the International
Classification of Impairments, Disabilities, and
Handicaps (ICIDH) [4], the National Center for
Medical Rehabilitation Research (NCMRR model) [5],
and the Disability Creation Process (DCP) [6].

The International Classification of Functioning,
Disability, and Health (ICF) created a more robust and
grounded proposal in the biopsychosocial model of
understanding. In this model, the experiences involving
health condition, body function and structures,
activities, participation, and contextual factors
(personal and environmental) are considered [7].
In ICF, functioning indicates the positive aspects
of the interaction between the individual and its
context (personal and environmental factors).
Disability is an umbrella term for impairments,
activity limitations, or participation restrictions [7].
The World Health Organization (WHO) stimulates
the ICF use to establish a common language to
improve the communication in health care [8].

This article proposes a discussion on the potential
of ICF as a useful tool for producing information in
health care services.

Method

This study was based on the biopsychosocial
model to discuss the generation of functioning
information-theoretically. Some scientific elements
related to the process of information production
on functioning will be covered and discussed in the
next sections.

Results

Functioning indicators in health information:
a global agenda

Health organizations have been involved in
growing challenges from epidemiological and
demographic changesin thelast decades. Stakeholders
from governments, managers, companies, and users
expect that health problems can be overcome with
technological innovations. The systematic collection
of health information can be aligned with the
perspective of Innovation [9]. Health information
—initially collected in environments involving the
routine ofhealth services—hasthe potential toincrease
efficiency and to considerably reduce some costs.
Health systems, when emphatically present in
services, can generate a set of primary data that
express the health status [10].

Supporting new indicators, the World Health
Organization (WHO) argues that there is a wide
range of health information, more significant
and more diverse than the classic indicators of
mortality and morbidity. This scenario justifies the
efforts to insert functioning information as a third
health indicator [11]. The experience of functioning
contemplates the “lived experience of health” or
how the condition of health unfolds in everyday life.
It concerns the autonomy of people in their daily lives,

Fisioter Mov. 2020;33:e003321

Page 3 of 9

&)



Ca)

Dantas DS, Correa AP, Buchalla CM, Castro SS, Castaneda L.

going beyond the perception of body structures and
functions while better understanding the relations
between biomedical information with activities and
participation domains, as well as the influence of
environment and personal factors. The relevance of
this measuring in the population, although complex
and challenging, is undeniable, and its consequences
can work as a subsidy to improve universal health
systems [12].

Several initiatives can improve the quality of
health information, such as standardization of the
terminologies used, easy access to information,
dissemination of the processes involved, as well as
efforts in production, data analysis and distribution
of results based on health actions [13]. In many
situations, the continuity of improving health
information systems can be affected by economic,
political, and logistical factors. Difficulties such as
lack of integration in the information produced,
disjointed and disintegrated systems, duplicate
production and redundant information, as well
as problems in accessing and disseminating
information — especially in low- and middle-income
countries —, may contribute to a fragmentation
of data that compose the health information
systems [14].

The discussion about the insertion of data related
to functioning in different levels of documentation in
health care becomes increasingly relevant in the last
decade [15]. Thus, this article proposes a discussion
based on the following guiding questions:

1) How important is the information on
functioning to justify the targeting of resources
for its systematic collection?

2) Isfunctioning information essential for patient
care planning?

3) How to use functioning information in
disability surveys?

4) How to systematically collect and record
functioning information in clinical practice?

How important is the information on Functioning to
justify the targeting of resources for its systematic
collection?

Itis essential to understand the need to dissociate
concepts of health status to include functioning
among the classic indicators. Healthy—according to
the biomedical model—is the intrinsic capacity of

the person, and the occurrence of problems mainly
in the functions and structures of the body is a way
to assess the status of health. This condition might
cause limitations in activities and restrictions on
participation, as pointed before. Therefore, the
biopsychosocial perspective includes all factors
previously mentioned, but it also includes the context,
extending it to the environment and personal factors,
in a more realistic way of the lived experience of
health until then available from 2001 [16].

By including functioning as a health indicator, an
undeniable advance towards studying beyond the
occurrence of death, frequency, and distribution
of health conditions in a population occurs.
Consequently, it would be possible to develop data on
health status [17]. The inclusion of social assurance
indicators in line with the biopsychosocial model can
enable the observation of relationships networks
between contextual factors (environmental and
personal), biological factors (body structures and
functions), and the execution of activities and social
participation [18].

It should be stressed that in the course of life,
a significant part of the population may undergo
many experiences related to health conditions.
These can be diseases, disorders, injuries, and
even subjective experiences [19]. They may
manifest acutely or chronically, mildly or intensely.
Health conditions influence individuals in different
ways and the sole effect can be as substantial as the
health condition itself.

In the case of being affected by a disease, people
may present all the specific symptoms. However,
in addition to the characteristic symptoms of the
disease itself, a subject can also present activity
limitations, restrictions on participation, and
experience environmental barriers or facilitators.
These situations might be associated with the health
condition, but it can also interfere in the autonomy
and, therefore in the individual’s functioning.
For example, patients with low back pain (code M54.5,
according to the International Classification of
Diseases — ICD-10) can experience much more
than just lower back pain. The low back pain
can compromise body functions such as sleep,
exercise tolerance, mobility, stability, strength, and
muscle tone. Body structures such as the spinal cord
or trunk structure may also be affected. Activities and
participation such as maintenance and change of body
position, walking, going to the bathroom, dressing,
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and working may be affected due to low back pain
[20]. How can the clinicians know about activity
and participation if the documentation is based on
health conditions, body functions and body structure?
Would clinicians have enough information on patient
care planning? Regarding the biomedical model, the
International Classification of Functioning, Disability,
and Health can be a more comprehensive theoretical
framework for establishing therapeutic goals that
promote participation. Combining data from ICD and
ICF, as suggested by WHO, makes the patient picture
closer to the reality of the facts [21].

Mortality and morbidity indicators are
traditionally used as standard measures of surveys.
The mortality refers to survival time or risk of dying;
morbidity describes how diseases are distributed at
the population level. ICD can code both. However, a
health condition affects many aspects of people’slives.
The functioning was proposed as a third health
indicator trying to get more accurate data about
how the health conditions lead to adverse effects
in activity and participation. Functioning would not
only be a health indicator, but it could be a strong
structure to describe the effect and service delivery
of health interventions [11].

Is Functioning information essential for health
care?

The importance and essentiality of functioning
information lie in the fact that it can be used at
primary, specialized and hospital levels of health
care services. Therefore, its importance is threefold:
atthe micro-level of health care, users can benefit from
the provision of adequate rehabilitation support and
orientation. Individualized therapeutic interventions
applicable to reality, regardless of the health care
level (primary, secondary and tertiary) and the
treatment phase (acute, post-acute, and chronic);
at the mid-level, it can be used to describe the analysis
of a patient situation for the multi-professional
clinicians. At the macro-level, health policies can use
the information on functioning to monitor the health
care offered, especially in rehabilitation services [22].

How to use disability data in surveys?
There is a gap in disability data across the world.

WHO recently proposed the use of the Model Disability
Survey (MDS). An ICF instrument explicitly designed for

the systematic collection of functioning in surveys [23].
Moreover, for clinical practice, WHO also proposes
the use of the World Health Organization Disability
Assessment Schedule — WHODAS 2.0, for
collecting epidemiological data [24]. The ICD-11
has incorporated the MDS and WHODAS as tools to
measure Functioning in the Supplementary Section on
Functioning Assessment, thus showing the relevance
and usefulness of the ICF [25].

The logic of a minor view on the disability effect
in daily lives of people with disability is evident in
the way in which national surveys structure their
assessments [26]. As an example, in the Brazilian
national health survey, the prevalence of physical
disability was estimated with only one variable:
the “difficulty in walking about 100 meters” [27].
By using such an approach, we have a population-
based survey that present to us only a superficial look.
This approach restricts a broad concept, multifaceted
and with interrelated elements, to just one aspect:
the difficulty (limitation) that the population
has in accomplish mobility-related activities.
Thus, survey data cannot estimate the actual
prevalence of disability, although it can indicate
the occurrence of the limitation for mobility-
related activities. This traditional approach reduces
components that interfere with functioning
experiences while it enhances activities that assess
capacity and performance. Consequently, they
persist in neglecting contextual factors such as
environmental barriers.

Reliable and internationally comparable data on
disability surveys are often not available, and when
they are, they do not necessarily present the reality.
Estimates of the prevalence vary dramatically, for
example, from less than 1% of disability in Kenya
and Bangladesh to 14.5% in Brazil [28]. Different
definitions, different data collection methodologies,
and variations in the quality of the methodological
study designs can explain this divergence [29].
The country’s income and the prevalence of disability
found may be directly related. High-income countries
tend to present a higher prevalence than low-
and middle-income countries. What justifies this
discrepancy? Do low- and middle-income countries
have better health conditions than high-income
countries, or is there an underestimation of the
prevalence in low-income countries? The answer
to such questions will depend on the effort applied
to include the ICF by using the MDS in the national
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surveys as well as on the use of the definition of
disability as a standardized and adequate term.

How to systematically collect and record
Functioning information in the health care
process?

The question above may be the most complex and
challenging guiding question. There are substantial
practical obstacles that must be addressed to guide
the collection of health data. To operationalize the
insertion of information on functioning, ICF, stands
out as the gold standard framework available for a
reference system [15].

The ICF properties recognize that every human
being may experience, at some point in their life,
a health loss and thus experience some disability.
Disability is not only relevant or restricted to a narrow
or minority group of people. According to WHO, they
are more than one billion people, which represents
around 15% of the world population [30]. By shifting
the focus that a health problem inevitably leads to
disability, ICF places all health conditions on an equal
level, enabling information to be compared using a
standard metric the “metrics of experiences” [31].

The inclusion of functioning information in routine
care may be based on two relevant topics: 1) concept
equivalence - approaching the same domain by
different instruments. ICF codes offer the opportunity
to standardize concepts; 2) equivalence of scores.
Qualifiers must be corresponded and measured
by the same unit, presenting the same numerical
meaning [32]. In the subsequent step, the process
of identifying standard content for specific ICF codes
can be performed [33]. With the use of Linking Rules,
it is possible to generate a direct interface of the
outcome assessment used in data collection with a
structured information system with functioning data.
The concepts comprised in health information can
be converted, resulting in the corresponding ICF
codes [33].

Final notes

Therefore, answering directly the four guiding
questions of the study, # 1 the use of an indicator
of functioning will enable health management to
obtain health information beyond the data regarding
deaths and frequency and distribution of health
conditions; #2 It is essential to health care, to provide

an adequate support to rehabilitation and orientation
as well as patient-centered therapeutic interventions.
The measurement of clinical patient outcomes of
participation can improve autonomy and it is high
indicated to monitoring health care offered, especially
in rehabilitation services; #3 disability data can be
collected in population health surveys by specific
tools proposed by WHO (MDS and WHODAS); #4 with
the use of the linking rules, it is possible to improve
medical records.

The generation of data can be provided by periodic
health surveys to identify the profile of the population
health status [23] and clinical information from
different health care levels can be integrated with
ICF codes [34]. The general information documented
in health care settings should quantify the creation of
a talking-culture about activity of participation and
contextual factors. Furthermore, it can contribute to
improve clinical decision-making during continuous
health care [35].

The ICF has been recognized internationally as
a useful tool and it is becoming a global trend [36].
The previously reported experiences demonstrate
that it is used by health professionals to improve
communication [37] and to enable the creation of
more effective therapeutic goals [38].This tool can
be a roadmap to define specific objectives as well as
appropriate interventions. Incorporating the ICF in
different levels of health care will contribute to the
diffusion of the biopsychosocial model [39].

In addition to the discussion, the increased
resilience of health services facing the current
economic, environmental, social and epidemiological
challenges focuses on improving the accountability
for resource allocation and in the necessity to
measure the intervention results. This discussion
highlights a global issue about properties of health
information [40]. Requirements such as data
quality, coverage, efficiency, and quality of care are
fundamental for universal health systems, and the
new epidemiological profile can be able of adapting
to new changes. The production of primary data by
health surveys is the main source for population data
and it should be used to reduce gaps in the collection
of health information in countries where routine
data is not filled by vital statistics [41]. The report
produced by surveys makes it possible to optimize
the systems by making them more responsive and
focused on the perception of the population about
the access and quality of health services offered.
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The improvement of health quality information and
the effort employed to improve the health conditions
can be more productive with the language, model
and system of the ICF. Then, it should be treated as a
priority [11]. Increasing expansiveness and coverage
of health information systems with the insertion of
this data is not limited to investments with expensive
technologies. It is essential to recognize the role that
technology can play. However, performance is not just
a matter of technology by itself [42].

Conclusion

Allied to investing in information technology in
different clinical care, the inclusion of a functioning
perspective into health education proposes can be
an outlet for the predominant biomedical point
of view. Also, adding ICF in health policy and its
implementation can bring positive benefits to users,
managers, and health care services. However, this
is not a unique recipe for success. It is a paradigm
shift - the paradigm of health care driven by the
biopsychosocial model.
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