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Aim: To describe the use of a “workable” visual profile of function and disability, based on a 

modified Brief International Classification of Functioning, Disability and Health (ICF) Core 

Set for chronic widespread pain, for initial assessments in a clinical setting of interdisciplinary 

pain rehabilitation teams.

Method: The Brief ICF Core Set was slightly adapted to meet the needs of an interdisciplinary 

rehabilitation medicine team working in a university outpatient clinic and admitting patients 

referred from primary care. The Core Set categories were made measurable by means of eg, 

assessment instruments and clinical investigations. The resulting profile was given a workable 

shape to facilitate rapid understanding of the initial assessment outcome.

Results: Individual patients showed different profiles of problems and resources, which 

facilitated individual rehabilitation planning. At the level of the study group, the profiles for the 

Core Set component Body Functions showed that most patients had severe impairment in the 

sensation of pain and exercise tolerance categories of function, but most had resources in the 

motivation and memory categories of function. Likewise, for the component Activities, most 

patients had limitations in lifting and carrying objects and remunerative employment, but most 

had resources in intimate relationships and family relationships. At first, the use of the modified 

Brief ICF Core Set in the team conference was rather time consuming, but after a couple of months 

of experience, the team assessment took approximately 30 minutes to complete per patient.

Conclusion: The profile of the modified Brief ICF Core Set for chronic widespread pain served 

as a common platform, facilitating cooperation between the rehabilitation team members and 

providing a uniform language, which helped in structuring the clinical work. The profile also 

provided an easily accessible, overall view of the patient’s problems and resources, which helped 

in understanding the functioning situation of the patient.
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Introduction
In many countries, specialized health care and rehabilitation for patients with long-

term/chronic pain conditions is provided by pain rehabilitation clinics or “pain clinics.” 

Rehabilitation for patients with long-term pain is often performed by interprofessional 

teams.1−3 This teamwork involves the patient and all team members working together in 

goal setting, planning of interventions, and evaluation of the rehabilitation (ie, evaluation 

of the interdisciplinary teamwork).4−6 An important task for these clinics is to evaluate 

patient functioning and disabilities. The literature indicates that the International 

Classification of Functioning, Disability and Health (ICF)7 could be a helpful resource to 
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provide a holistic, yet condensed picture of patient functioning 

and disabilities for this kind of evaluation. In a regular clinical 

setting, with its demand for high tempo, it is advantageous for 

the evaluation to be given a practical and “workable” shape. 

In this study, just such an easy-to-read version of the ICF 

categories was tested as a basis for evaluation.

The ICF provides a large number of categories covering 

different domains and therefore seems useful in the context 

of an interdisciplinary rehabilitation team, where different 

professions address different aspects of the ICF. The use of 

the ICF model seems helpful in directing our attention to 

different aspects of functioning rather than on focusing on 

diagnostic procedures.8 To facilitate its clinical application, 

comprehensive Brief ICF Core Sets have been developed 

for different diagnoses, such as low-back pain (LBP)9 and 

chronic widespread pain (CWP).10

One study examined whether it was feasible to construct 

a psychometrically sound clinical instrument to measure 

functioning in fibromyalgia, based on the Brief ICF Core 

Set for CWP.11 The study illustrated that it is possible to 

measure functioning as a unidimensional construct based on 

selected ICF categories. Following the analysis process, 14 of 

the 24 ICF categories remained in the model, each showing 

good fit to the model.

A systematic literature review spanning 2001 to 

2009 included 32 papers describing practical clinical 

applications of the ICF and 47 papers describing its use for 

specific conditions.12 Of these papers, only two addressed 

the clinical context of long-term pain.8,13 The validity of the 

ICF Core Set for CWP was studied from the perspective of 

fibromyalgia patients, using focus groups.14 Patients reported 

54 out of the 67 ICF categories in the earlier published version, 

and 48 additional categories not covered in the earlier presented 

version were identified. For instance, 27 and 15 additional 

concepts, respectively were linked to fine-motor hand use 

(d440) and hand and arm use (d445). Thirty-two additional 

concepts were linked to memory functions (b144).

No CWP study was found that focused on practical 

clinical applications, and therefore, LBP studies were used to 

introduce the topic, since LBP is another common long-term 

pain condition within rehabilitation. In one study, patients’ 

with LBP were asked to specify their greatest difficulty arising 

from to their back pain and something they used to enjoy 

but were now unable to do because of their LBP.13 This was 

compared to the LBP Core Sets, and the authors recommended 

an addition of the categories Recreation and Leisure, and 

Caring for Household Objects to the LBP Brief ICF Core Set. 

Low to moderate reliability was found when using the LBP 

Core Set, consequently the authors recommended improved 

operationalization of the categories.15

The Comprehensive ICF Core Set for LBP was tested 

for clinical use in patients with LBP, in a nationwide study in 

Norway.16 The authors concluded that it is possible to use the 

ICF in clinical settings. By using the ICF, the study personnel 

increased their knowledge about patients’ body function, 

activity, participation, and influential environmental factors. It 

was important that the personnel were first adequately trained to 

perform the scoring of the qualifiers. During the study, seminars 

and emails were used to discuss difficulties and uncertainties, 

and this was found to be important to accomplishing a common 

interpretation of the categories and scoring.

In a validation study17 that aimed to identify candidate 

categories from the ICF to be included in the Brief ICF 

Core Set for LBP, twelve ICF categories were found to 

be significant explanatory factors, four of which were not 

included in the previously proposed Brief Core Set for LBP.9 

This is one example of the ongoing scientific work to improve 

the practical clinical application of the ICF.

In another article,18 more studies were recommended to 

improve reliability and to identify the best methods for using 

the ICF in daily clinical practice. The authors argued that 

further clinical research is needed to improve the possibilities 

for clinical applications of ICF.

Research is relatively sparse on the benefits of using ICF 

as a basis for interdisciplinary team assessments of patients 

with long-term pain conditions. It seems that there is a lack 

of internationally published studies that use the Brief ICF 

Core Set (fully or in a modified version) for CWP in a clinical 

setting, for interdisciplinary assessments using qualifiers and 

visual profiles.

Aim
The aim here, was to describe a modified Brief ICF Core Set 

with qualifiers for CWP as a basis for the initial assessment 

of patients with long-term pain conditions in a clinical setting 

and for its use by an interdisciplinary pain rehabilitation team. 

To achieve this, a workable visual profile of the modified Brief 

ICF Core Set for CWP was applied to a sample of patients 

with long-term pain who were referred for interdisciplinary 

assessment and rehabilitation.

Methods and material
The modified Brief ICF Core Set 
for chronic widespread pain
The rehabilitation team’s need of a core set for assessment 

had the following criteria: (1) the profile’s capacity should 
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fit patients with long-term pain due to varied conditions of 

origin (but developed into widespread pain); (2) the category 

should match the needs of the clinical setting (not too time 

consuming to use, giving an overall view of the patient’s 

problems); (3) the Core Set should facilitate clinical activity; 

(4) the comprehensive generic assessments included in the 

Swedish Quality Registry for Pain Rehabilitation (NRS)19,20 

should fit the Core Set categories; (5) the amount of available 

information from the team members’ assessments, including 

the NRS, should be enough to score the categories in the Core 

Set after the patients had seen each team member once; and (6) 

it should be possible to use different assessment methods for 

scoring the qualifiers, for eg, interviews, questionnaires, and 

physical examinations, as well as performance tests carried 

out to improve agreement in scoring.

The Brief ICF Core Set for CWP was selected based on the 

criteria above.10 It included 24 different categories. A slight 

modification of the Brief ICF Core Set was made; the list was 

intended to be as short as possible and only contain categories 

that could be scored during the limited time available at 

the first visit with each team member. Thus, psychomotor 

functions (b147), control of voluntary movement function 

(b760), content of thought (b1602), solving problems 

(d175), and support from health professionals (e355) were 

all excluded. Drugs (e1101) were managed by the Physical 

and Rehabilitation Medicine physician without the need for 

consensus discussions by the rehabilitation team.

Since energy level (b1300) and motivation (b1301) are 

different dimensions, the category of mental function (b130) 

was divided into two. Motivation is particularly important for 

rehabilitation potential and needs to be assessed separately.21 

Since one of the important aims of the rehabilitation program 

was work resumption, the category fine hand use (d440) 

was also included. The profile adapted to the present project 

contained 21 categories, 18 of which were in agreement with 

the original Brief ICF Core Set for CWP.10

In the ICF, the amount of impairment/degree of difficulty/

degree of barrier is specified using five qualifiers scored from 

0 to 4. These translate to “none,” “mild,” “moderate,” “severe,” 

and “complete.” Each category was distributed to professionals 

within the team, according to the competence profile of the 

professional (Table 1). Thus, the category emotional functions 

(b152) was assessed by the psychologist, the social worker and 

the physician, while exercise tolerance function (b455) was 

assessed primarily by the physiotherapist, and doing housework 

(d640) was assessed by the occupational therapist.

Seminars on the use of the ICF classification, the scoring 

system, the linking of assessment methods to the categories, 

and the discussion of difficulties when quantifying the 

categories were arranged for the team.

The modified Brief ICF Core Set for CWP was used 

as the basis for the assessment; all patients underwent an 

interdisciplinary assessment during a 2-week period.

Interdisciplinary assessment
The team consisted of a PRM physician, a nurse, a psychologist, 

a social worker, a physiotherapist, and an occupational 

therapist, all with many years of experience with pain 

rehabilitation. The assessment took the form of a clinical 

examination by the physician and physiotherapist, and each 

team member conducted a profession-specific interview 

and other investigations, lasting up to about 90 minutes. All 

patients also underwent comprehensive general assessments 

included in the NRS before the interdisciplinary assessment: 

the Short Form (SF)-36® Health Survey (QualityMetric Inc, 

Lincoln, RI, USA),22 the Hospital Anxiety and Depression 

Scale (HAD),23,24 the EQ-5D,25 the Multidimensional 

Pain Inventory (MPI),26 and the Chronic Pain Acceptance 

Questionnaire.27 Other standardized tests and instruments 

employed were: the Test Instrument for the Profile of Physical 

Ability (TIPPA),28 the Assessment of Motor and Processing 

Skills,29 the Valpar Component Work Samples (VCWS),30 

and the Tampa Scale for Kinesiophobia.31

At the end of the 2-week comprehensive assessment 

period, the pain rehabilitation team met for a team 

conference. The outcomes of all assessments, interviews, 

and tests were interpreted, discussed, and translated into a 

qualifier number by consensus. If consensus was not directly 

reached, the qualifier number supported by the responsible 

PRM physician was chosen.

The needs and goals of the patients’ rehabilitation 

program were formulated based on discussions between 

the team members and the patients. Here, the Brief ICF  

Core Set profile was used as an essential guide during this 

planning process.

Patients
A consecutive series of 53 patients referred for interdisci-

plinary pain rehabilitation at an outpatient pain rehabilitation 

clinic at the Department of Rehabilitation Medicine at the 

Danderyd University Hospital, Stockholm, during September 

2009 to May 2010 were all (18 men and 35 women) included 

for study (Table 2). Of these, 90% were referred from primary 

health care units and 10% from other sources.

The exclusion criteria for pain rehabilitation were: 

current substance abuse, other current severe somatic or 

submit your manuscript | www.dovepress.com

Dovepress 

Dovepress

313

a modified Brief ICF Core Set profile for chronic widespread pain

www.dovepress.com
www.dovepress.com
www.dovepress.com


Journal of Multidisciplinary Healthcare 2013:6

psychiatric disease, inability to attend group interventions 

due to language or social barriers, or if previous adequate 

rehabilitation had not shown sustained results. The patients 

were all transferred to the same rehabilitation team (one team 

out of the seven teams at the pain rehabilitation clinic).

Different professions/work categories were represented 

by the patients: health care (n = 6), transportation (n = 4), 

cleaning (n = 2), restaurant/café (n = 5), teaching (n = 4), 

economics and self-employment (n = 6), and miscellaneous 

(n = 10). Sixteen were unemployed at the time of the 

assessment (Table 2). The patients had persistent pain for 

a mean of 7 years and an average pain intensity of 6.8 (on 

a numeric rating scale 0−10). The mean number of pain 

locations was 16, and 44% described their pain location 

as varying. Zigmond and Snaith24 suggested two cut off 

scores $11 points for detecting depression and anxiety, 

Table 1 ICF categories, ICF codes, assessment methods and rehabilitation team members involved in assessment

Modified Brief ICF Core Set 
for chronic widespread pain

Code Operationalization/assessment 
methods

Professions

Body Functions
Energy and drive functions b1300 Interview 

SF®-36: vitality
1,2,3

Motivation b1301 Interview 1,2,3
Sleep functions b134 Interview 1,6
Memory functions b144 AQT 1,2,4
Emotional functions b152 HAD 

SF-36: mental functions 
eQ-5D: anxiety and depression 
Interview

1,2,3

Sensation of pain b280 VAS 
SF: bodily pain 
EQ-5D: pain and discomfort 
Pain drawing 
Clinical assessment 
Interview

1,5,6

exercise tolerance functions b455 TIPPa 
Valpar Component Work Sample

4,5

Muscle power functions b730 Clinical tests 1,5
Activity and Participation
Carrying out daily routines d230 Interview 

SF-36: role-physical 
SF-36: role-emotional 
COPM 
EQ-5D: usual activities and self care 
MPI: activity index

4

Handling stress and other psychological demands d240 Interview 1,2,3
Lifting and carrying objects d430 TIPPa 

Valpar Component Work Samples 
SF-36: physical function

4,5

Fine hand use d440 Valpar Component Work Samples 4
Walking d450 SF-36: physical functioning 

TIPPa
5

Doing housework d640 4
Family relationships d760 1,2,3
Intimate relationships d770 1,2,3
Remunerative employment d850 1,3,4
Recreation and leisure d920 3,4,5
Environmental Factors
Support from immediate family e310 2,3
Individual attitudes from immediate family e410 2,3
Social security service and policies e570 1,3

Notes: 1 = physician, 2 = psychologist, 3 = social worker, 4 = occupational therapist, 5 = physiotherapist, and 6 = nurse.
Abbreviations: aQT, a Quick Test; COPM, Canadian Occupational Performance Measure; haD, hospital anxiety and Depression scale; ICF, International Classification 
of Functioning, Disability and health; MPI, Multidimensional Pain Inventory; SF®-36, Short Form-36 health Survey; TIPPa, Test Instrument for Profile of Physical ability; 
VAS, visual analog scale.
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and accordingly, 51% in the present sample were depressed 

and 54% experienced anxiety, as measured by the HAD. 

The EQ-5D showed very low health-related quality of life 

and low self-perceived health.25 The SF-36 Health Survey 

subscales showed that all the patient’s health was decreased 

and well below the Swedish norms (see Table 2) for the 

general population.22

International Classification of Disease (ICD) diagnoses 
of the patients with chronic widespread pain
During the patients’ stay at the outpatient rehabilitation unit, 

a diagnostic investigation was performed in parallel with 

the functional assessment. The main, or major, diagnoses, 

as well as comorbidities, were established. In the current 

national insurance system, the major diagnosis (eg, for 

sickness allowances) is registered first in the documenta-

tion, followed by the comorbidity diagnoses (and in some 

documents, only the main diagnosis is available). The same 

principle with major diagnoses was applied for the registra-

tion in the National Pain Registry in the present study. This 

means that widespread pain need not be the main diagnosis; 

it may be an important comorbidity but consequently, not 

registered first in the document. For example, a spinal pain 

condition that has developed into a long-lasting widespread 

pain condition has the spinal diagnosis as the major and first 

registered diagnosis and widespread pain as a comorbidity.32 

Further, a patient can have depression as the major diagnosis 

and widespread pain as a comorbidity. In the present study, 

the major diagnoses were used, and some of those are “wide-

spread” by definition, such as fibromyalgia, osteoporosis, and 

generalized pain (Table 3, upper 26 patients). However, oth-

ers are regional or local diagnoses, and therefore, the number 

of pain locations was used as an indicator of the spreading 

of pain, in addition to the regional/local diagnosis (Table 3, 

lower 27 patients).

Data analysis and statistics
The IBM SPSS statistics software (version 18.0; IBM, 

Armonk, NY, USA) was used for the analyses.

Descriptive statistics was used for describing the 

patients’ level of functioning and disability for each category 

(Table 2); the ICF qualifiers ranging from 0 to 4 were used,7 

and the percentages of ratings within the above qualifier 

groups, respectively, were calculated.

Results
Individual profiles
The available individual profile, obtained from the scoring of 

the modified Brief ICF Core Set for CWP, can be used as a 

basis for individual rehabilitation plans and goal setting, thus 

serving as a link between assessment and interventions. An 

individual profile also gives an easily accessible rapid overall 

view of the patient’s problems and resources, which helps 

understanding of the functional level of a patient.

Two examples , Cases 1 and 2, of visualized profiles 

illustrate different patterns of functioning and disability 

(Figure 1).

Case 1
Case 1 was a male patient of 37 years, diagnosed with 

generalized pain. He was born in a country outside Europe. 

Table 2 Sociodemographic data and self-assessment outcomes

Variables N Median Percentiles

25 75

Personal factors
Native country
 Sweden 25
 Other Nordic country 2
 Other European country 2
 Other country 24
Education level
 Nine-year compulsory school 12
 Upper secondary school 23
 University 15
 Other 3
Work situation
 Employed 37
 Unemployed 16
age (years) 53 47 39 52
HAD
 anxiety
  0−10 points 24
  11−21 points 23
 Depression
  0−10 points 21
  11−21 points 25
TSK 44 43.5 31.3 50.8
EQ-5D
 Index 46 0.04 0.00 0.19
 VAS 46 30 24 40
health-related quality of life (SF-36)
 Physical functioning 47 50 30 60
 Role – physical  46 0 0 0
 Bodily pain 47 22 12 22
 general health 46 35 20 45
 Vitality 47 15 10 35
 Social functioning 47 38 25 50
 Role – emotional 45 0 0 33
 Mental health 47 44 32 66
 PCS 43 29 24 33
 MCS 43 30 23 40

Abbreviations: haD, hospital anxiety and Depression scale; SF®-36, Short Form-36 
health Survey; MCS, Mental Component Summary; PCS, Physical Component 
Summary; TSK, Tampa scale for kinesiophobia; VAS, visual analog scale.
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His highest education level was upper secondary school, 

and he worked as a taxi driver but had not been working for 

37 months, on the grounds of sick leave. He scored a high 

degree of depression (HAD score 20) and anxiety (HAD 

score 16) and rated a low quality of life, ie, EQ-5D index = 0 

[−1 to 1] and EQ-5D visual analog scale (VAS) = 15 [0 to 

100]. The individual profile illustrates severe and even total 

impairment of the Body Functions presented (Figure 1). The 

components of Activity and Participation illustrate severe 

limitations in seven categories but mild limitations in only 

two. Severe barrier was assessed in one category and mild/

no barriers in two. Resources were seen in two categories 

within the component Activity and Participation, with only 

mild limitations and no problems regarding social security 

services, systems, and policies.

Case 2
Case 2 was a male patient of 45 years, diagnosed with 

cervicobrachial syndrome and CWP. He was born 

in a country outside Europe. His highest education level 

was university degree. He was working as an employment 

officer and was not, at the time of study, on sick leave. He 

showed no signs of depression according to the HAD (HAD 

score 5) but some degree of anxiety (HAD score = 11). He 

had low quality of life, ie, EQ-5D index = 0.19 and medium 

EQ-5D VAS = 60. The individual profile of case 2 (Figure 1) 

illustrates mild or no impairments in seven and moderate 

impairment in only one of the Body Functions presented. 

The dimension of Activity and Participation illustrated 

no or mild limitations in seven categories and moderate 

or severe limitations in only one. Moderate barriers were 

assessed in the two categories presented. Resources were 

seen in all Body Functions but pain, and in all but three 

activities (handling stress, family relationships and intimate 

relationships).

The profiles of the two individuals show different pat-

terns of problems and individual resources. The differences 

in profiles influenced the rehabilitation planning.

Note that, as seen in Figure 1, all steps in the ICF qualifier 

scale were utilized.

The use of group profiles
Almost all of the categories’ qualifiers were scored by 

one to three team members/professions using different 

assessment methods (Table 1). As described in Methods, 

consensus about the scoring number was reached at a team 

conference.

In the group profiles, the 53 patients showed major 

limitations/restrictions in the ICF component Activity and 

Participation. In all categories, the qualifiers none, mild, 

moderate, and severe were used. The qualifier “complete” 

was only applicable in a few categories. Thus the scale 

Table 3 Main diagnoses, according to ICD-10, of the patients with widespread pain conditions and the number of pain locations as an 
indicator of the spreading of pain

Primary diagnosis/ICD-10 diagnosis 
group

ICD chapter + code Number 
of patients

Number of pain 
locations, mean

Number of pain 
locations, median

generalized pain r52.9 14 13.5* 12*
Fibromyalgia M79.0 6 28.2 32
Arthropathy M12.8 1 27
Osteoporosis M81.0 1 15
Chronic pain or ache R52.2 4** 17*** 16***
Subtotal 26
Section spinal diseases, M-chapter 
musculoskeletal and connective tissue diseases

M43.6, M47.2, M51.0, M53.1, 
M54.2, M54.5, M54.8

13 12.6# 12.5#

Section diseases in shoulder, M-chapter 
musculoskeletal and connective tissue diseases

M75.1, M75.4 2 15

Primary gonarthrosis M17.1 2 14
M-chapter: other musculoskeletal and 
connective tissue diseases

M96.0, M99.0 2 4

Diseases in nerve roots and plexuses g54.0 1 14
Depression, anxiety F32.2, F41.1, F41.2, F41.9 6 19.5 17.5
Pain from abdomen and pelvis R10.3 1 7
Subtotal 27
Total 53

Notes: N = 53. *Due to some uncertainty as regards the documentation, two patients were not included in the calculation, n = 12; **for one patient, the documentation was 
unclear; ***calculated on n = 3; #due to some uncertainty as regards the documentation, three patients were not included in the calculation, n = 10.
Abbreviations: ICD, International Classification of Disease; M-chapter, diseases of the musculo-skeletal system and connective tissue.
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demands (d240) (51%); in lifting and carrying objects 

(d430) (51%), remunerative employment (d850) (58%), and 

recreation and leisure (d920) (36%). The most prominent 

“moderate” difficulties were: carrying out daily routine 

(d230) (40%), handling stress and other psychological 

demands (d240) (45%), and doing housework (d640) (45%) 

(Figure 2). Few patients had “complete” difficulties.

Fine-motor hand use in these patients, resources were 

seen in the categories of fine hand use, doing housework, 

intimate relationships, and family relationships.

Body Functions
In the component of Body Functions, the severe impairments 

with the highest frequencies were: sensation of pain (b280) 

(77%), exercise tolerance functions (b455) (45%), sleep 

functions (b134) (42%), and emotional functions (b152) 

(42% ) (Figure 3). The most prominent moderate impairments 

were in: muscle power functions (b730) (51%), emotional 

functions (b152) (49%), energy level (b1300) (42%), and in 

sleep functions (b134) (40%) (Figure 3). Few patients had 

complete impairment.

Resources were found in motivation and memory 

functions.

environmental Factors
The most frequent severe barriers were: support from 

immediate family (e310) (12%), and attitudes of immediate 

family (e410) (12%) (Figure 4). Approximately 25% of the 

patients had moderate barriers in support from immediate 

family (e310), and attitudes of immediate family (e410). 

Few patients had complete barriers in the component 

Environmental Factors (Figure 4).

Resources were found in support and attitudes from 

immediate family. Social security and services, systems, and 

policies were assessed as a resource in 60% of the patients.

Discussion
The modified Brief ICF Core Set for CWP profile was given 

a workable shape to facilitate the rapid understanding of the 

initial assessment outcome by any of the rehabilitation team 

members. At first, the use of the modified Brief ICF Core Set 

during the team conference was rather time consuming, but 

after a couple of months of experience, the team assessment 

took approximately 30 minutes per patient. This can be 

compared with, due to the lack of CWP studies, a LBP study, 

where it was found that the clinical feasibility of the ICF 

Comprehensive Core Set for LBP was affected by the fact 

that the scoring was rather time consuming.16 In that study, the 

0

1

2

3

4

ICF Body Functions

S
co

re

0

1

2

3

4

ICF Activity and Participation

S
co

re

0

1

2

3

4

b1300 b1301 b134 b144 b152 b280 b455 b730

d230 d240 d430 d440 d450 d640 d760 d770 d850 d920

e310 e410 e570

ICF Environmental Factors

S
co

re

A

B

C
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Figure 1 (A) Body Functions categories: b1300: energy and drive, b1301: motivation,  
b134: sleep, b144: memory, b152: emotional, b280: pain, b455: exercise tolerance, 
b730: muscle power. (B) activity and Participation categories: d230: carrying out 
daily routines, d240: handling stress, d430: lifting and carrying, d440: fine hand use, 
d450: walking, d640: doing housework, d760: family relationships, d770: intimate 
relationships, d850: remunerative employment, d920: recreation and leisure. 
(C) environment and the categories: e310: support from immediate family, e410: 
individual attitudes from immediate family, e570: social security service and policies.
Abbreviation: ICF, International Classification of Functioning, Disability and 
Health.

points captured the referred patients’ variations in function-

ing status.

Activity and Participation
Difficulties were found in all important aspects of daily life 

activities (Figure 2). The “severe” difficulties with highest 

frequency were: handling stress and other psychological 
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d770

d760

d640
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d440

d430

d240

d230

Complete Severe Moderate Mild No 

Carrying out daily routine (n = 52)

Handling stress and other
psychological demands (n = 53)

Lifting and carrying objects (n = 53)

Fine hand use (n = 51)

Walking (n = 52)

Doing housework (n = 51)

Family relationships (n = 52)

Intimate relationships (n = 39)

Remunerative employment (n = 53)

Recreation and leisure (n = 52)
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Figure 2 The percentage of patients in each ICF category of activities and Participation.
Abbreviation: ICF, International Classification of Functioning, Disability and health.
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Sleep functions (n = 53)

Memory functions (n = 44)

Emotional functions (n = 53)

Sensation of pain (n = 53)

Exercise tolerance functions (n = 51)

Muscle power functions (n = 52)

Figure 3 The percentage of patients in each ICF category of Body Functions.
Abbreviation: ICF, International Classification of Functioning, Disability and health.
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Support immediate family (n = 50)

Attitudes of immediate family
members (n = 43)

Social security services, systems
and policies (n = 44)

Figure 4 The percentage of patients in each ICF category of environmental Factors.
Abbreviation: ICF, International Classification of Functioning, Disability and health.

submit your manuscript | www.dovepress.com

Dovepress 

Dovepress

318

Löfgren et al

www.dovepress.com
www.dovepress.com
www.dovepress.com


Journal of Multidisciplinary Healthcare 2013:6

time spent on coding the ICF Core Set for LBP varied from 

10 to 120 minutes (mean 48 minutes, standard deviation [SD] 

25 minutes). The coding lasted for .60 minutes in 22% of the 

cases, while in 5%, the time consumed was .90 minutes.

The visual profile provided by the modified Brief ICF 

Core Set also provided an easily accessible, overall view 

of the patient’s problems and resources, which helped in 

understanding the functional level of the patient. The profile 

provided by the modified Brief ICF Core Set for CWP was 

used as a basis for individual rehabilitation plans and goal 

setting, thus serving as a link between assessment and 

interventions, ie, for decisions about content of individual 

rehabilitation programs.

It should be noted that the study group prof iles 

(Figures 2−4) can be used in two complementary directions; 

reading first from left to right gives an impression of the 

severe/moderate impairments, disabilities, and environmental 

barriers, while reading in the opposite direction, from right to 

left, gives an idea of the patients’ resources, ie, the occurrence 

of low qualifier numbers can be considered as patient 

resources. This has particular importance when planning for 

further vocational rehabilitation. No or mild barriers in the 

environmental categories also constitute relevant information. 

Similarly, concerning individual profiles (Figure 1), high 

numbers in upper parts of the graphs indicate severe/moderate 

problems, while low numbers in lower parts of the graph 

suggest resources for that individual.

The two individual profiles (Figure 1) can be used as 

examples for discussing rehabilitation planning. Case 1 

exemplifies how a patient with great difficulties and few 

resources can be assessed. The difficulties included low 

motivation for rehabilitation, high impact on activities, and 

severe pain. This has to be accounted for in the planning 

of motivational measures, psychological measures, such as 

cognitive therapy, and a carefully implemented increase in 

physical and daily activities. The primary long-term goal 

here would not be resuming work but rather, increasing the 

patient’s ability to manage activities in daily life.

Case 2 (Figure 1) exemplifies a patient with many 

resources and some difficulties. This patient profile includes 

high motivation, mild impact on activities (except for intimate 

relationships), and moderate pain. This patient would need 

less rehabilitation measures, which might include physical 

exercises and supportive measures for maintaining working 

capacity, as a long-term goal.

To our knowledge, no similar study with individual and 

group profiles (Figures 1−4), including the frequencies of 

the category qualifiers has been described for CWP. Due to 

the lack of CWP studies, a study of LBP patients, of similar 

scope to the present study, was used for comparison; in 

that study, few impairments/limitations or restrictions were 

scored as severe and extremely few as complete, while the 

qualifier zero/no problem showed high frequencies.16 In the 

present study of Swedish CWP patients, a similar pattern of 

distribution of frequencies was observed, with few or none 

scored as severe or complete. However, the patients with 

LBP differed from the CWP patients in the present study 

in duration of pain and chronicity, since the LBP study also 

included patients with acute and subacute pain. On account 

of this, further comparisons between the two studies are not 

meaningful.

Limitation of the study
A limitation of the present study is the adaptation made to 

the original version of the Brief ICF Core Set for CWP, due 

to the time limitations of the primary assessment. However, 

the modified profile contained 21 categories, of which 18 

were in agreement with the original Brief ICF Core Set for 

CWP.10 Since one of the important aims of the rehabilitation 

program was work resumption, the category fine hand use 

(d440) was included. In a focus group study,14 27 additional 

concepts were linked to fine hand use (d440), which may 

be seen as support for the addition of this category in the 

present study.14

In an extensive study with psychometric analysis, 14 

of the categories of the Brief ICF Core Set for CWP were 

included in the final model.11 Those 14 categories did not 

contain: control of voluntary movement functions (b760), 

muscle power function (b730), lifting and carrying objects 

(d430), doing housework (d640), or recreation and leisure 

(d920), compared with the original list of the 19 categories 

of the components Body Functions, and Activities and 

Participation from the Brief ICF Core Set for CWP.10 For 

comparison, in the present study, control of voluntary 

movement functions (b760) was also excluded. In addition, 

four categories were excluded due to apprehension of 

difficulties in their assessment, analysis, and scoring within 

a limited time; these were: psychomotor functions (b147), 

content of thought (b1602), solving problems (d175) 

and support from health professionals (e355). Excluding 

categories may limit an assessment; however, we argue that 

the modified Core Set profile covered the essential parts of 

the patients’ functioning. There are, in fact, several ongoing 

scientific studies investigating the development of the Brief 

and Comprehensive ICF Core Sets for CWP.11,14,33,34

Another limitation may have been the mix of primary 

diagnoses in the patients included. However, in our opinion, 

the number of pain locations documented for each patient 
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has probably been a sufficient indicator of the spreading of 

pain (see Table 3).

Clinical experience and implications
By using the modif ied Brief ICF Core Set for CWP, 

the team members experienced value in discussing the 

resulting profile, and the team-based assessment became 

more structured. By visualizing the completed easy-to-read 

profile, the team members got an overview of the patients’ 

abilities and disabilities. This can serve as a tool when 

discussing the rehabilitation plan with the patient. The 

profile provided by the modified Brief ICF Core Set for 

CWP may facilitate the dialogue between team members 

during consensus discussions and thus, probably, improve 

team cooperation.
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