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Commentary
The development of biopsychosocial health models has been 

evolving over the years from Nagi’s disablement model in 1960s [1], 
to the International Classification of Disease (ICD) in 1980s [2], to 
the International Classification of Functioning, Disability, and Health 
(ICF) in 2001 [3]. Since the ICF model was approved by the World 
Health Organization (WHO) in 2001 [3], numerous research studies 
tried to validate its usage in different health conditions, just to mention 
some examples here such as its application on patients with Dupuytren’s 
disease [4], systemic sclerosis [5], cold sensitivity [6], carpal tunnel 
syndrome [7], hand osteoarthritis [8], and severe hand injures 
[9]. Moreover, other researchers and organizations tried to derive 
subcategories from the main ICF model to build new sub-models such 
as the Brief ICF Core Set for Hand Conditions [10], ICF for children 
and youth (ICF-CY) [11].

The American Physical Therapy Association (APTA) has established 
research groups to develop clinical practice guidelines of different 
health conditions and to link them to the ICF model [12]. Most of these 
guidelines have substantiated the use of the ICF model in clinical practice 
and based on these guidelines, most of the classification of diseases and 
health conditions using the ICF model has grade “A” level of evidence. It 
can be concluded from those published guidelines that the ICF should be 
endorsed as a common physical therapy language. Although the WHO 
[3] indicated that the combined use of the ICD and the ICF provides a 
more thorough picture of health conditions, the ICF model is not yet 
used clinically and is only studied in research papers. I think we should 
ask ourselves why this is happening and know the barriers.

Here in the United States, physical therapists still cannot use the 
ICF terminologies to bill for their services. This may be due to the 
influence of the physician’s lobby on the insurance system which may 
be bigger and stronger than the physical therapy one, or because the 
ICD codes are more universal, or due to pitfalls in the ICF model itself, 
or simply because of the fear of trying a newer version to describe 
a health condition. Although the physical therapy professional 
organizations are strong in the United States, they still fail to convince 
the insurance companies to accept the ICF terminologies to reimburse 
for physical therapy service. The question remains; can the ICF model 
be used to replace the currently endorsed ICD model for documenting 
functioning?

Our understanding is that the ICF model was not established to 
replace a previous model, rather, it was built to refine the concept of 
functioning in healthcare, to complement other models, and to eliminate 
the negative connotation associated with other models’ languages such 
as using “activity limitation” and “participation restriction” in the 
ICF model instead of using “impairment” and “disability” in Nagi’s 
model. Moreover, the ICF was established to further elaborate on the 
functioning aspect of a health condition such as documenting that the 
patient has neck pain and mobility deficits (b7101 mobility of several 
joints) in the ICF model versus using M43.02 spondylosis, cervical region 
as an ICD-10 code [13].

In this example, cervical spondylosis seems to be a vague term and 
does not indicate what is really going on with the cervical spine other 
than a mere diagnosis term to indicate degeneration in the cervical spine. 
It does not indicate function or deficits and whether it is associated with 
motor, sensory, coordination deficits or headache. The ICF came out to 
breakdown such diagnosis to more informative terminologies; cervical 
spondylosis, therefore, can be broken down to neck pain with mobility 
deficits, neck pain with movement coordination deficits, neck pain with 
headache, neck pain with radiating pain [14].

In a recently published study by the author of this commentary, 
Abdelmegeed et al. [15] found that the brief ICF Core Set for Hand 
Conditions useful in describing function in subjects with ulnar wrist 
pain. They concluded that the brief ICF Core Set for Hand conditions 
enables a useful systemic process for identifying, documenting, and 
communicating health status.

Unlike other functioning models and one of the advantages of the 
ICF model is that it recognizes the importance of the environmental and 
personal factors which might affect a health condition. Although this is 
not yet a well-researched topic, Kus et al. [16] used the brief ICF Core 
Set for Hand Conditions and applied it on a sample of 206 patients with 
different hand pathologies. They highlighted the significant contribution 
of the environmental factors and recommended consideration of the 
identified environmental factor such as e225 climate, e410 individual 
attitude of immediate family members, e460 social attitudes and other 
relevant factors when dealing with subjects with hand pathologies. 
They concluded that the Brief ICF Core Set for Hand Conditions should 
be used as the standard tool in addressing functioning in subjects with 
hand conditions [16].

Ptyushkin et al. [17] found that the disadvantages of ICF may include 
complicated terminology especially if used by public organizations and 
subjectivity of the assessor. They indicated that the organizations who 
reported it to have complicated terminologies may lack the appropriate 
training on how to use it. On the other hand, the participants in their 
study (professional and public organizations) found that the holistic 
approach of the ICF helped them to view their clients differently and 
more comprehensively. It should be noted, however, that they obtained 
their data from public and professional organizations in Slovenia only 
[17].
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A proper understanding of the ICF model and its terminologies 
opens a wide range of research studies in physical therapy and 
rehabilitation and provides a template for evidence-based practice 
in clinical settings. We think that the use of the ICF model and its 
derivatives like the Brief ICF Core Set for Hand Conditions is an integral 
part of the clinical language that should be endorsed by clinicians and 
therapists. Although researches have been attempted to focus on how 
ICF might explain health outcomes across different health conditions, 
more studies are needed to link physical therapy outcome measures to 
the ICF in different settings (e.g., assessment, treatment) for different 
health conditions.
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