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RESUMO

Introducdo: Os core sets sdo desenvolvidos com o objetivo de identificar e agrupar
categorias da Classificacdo Internacional de Funcionalidade, Incapacidade e Saude (CIF)
e que caraterizam os principais problemas de funcionalidade dos individuos com uma
condigdo clinica especifica. Ao simplificar o niamero de categorias da CIF, facilita-se a

sua aplicacdo na pratica clinica.

Objetivos: O comprehensive core set da CIF para a Diabetes Mellitus (DM) representa o
conjunto tipico de problemas de funcionalidade em utentes com DM. O objetivo deste
estudo visa a exploracdo da validade do contetdo deste core set e identificar os problemas
mais comuns de utentes com DM a partir da perspetiva do fisioterapeuta através da

utilizacdo da CIF.

Metodologia: Foi realizado um estudo qualitativo, com fisioterapeutas com experiéncia
no tratamento de utentes com DM. Os dados foram recolhidos segundo o método de
Delphi, através da realizacdo de trés questionarios. As respostas foram analisadas por dois
investigadores que procederam ao linking para as categorias da CIF. O grau de
concordancia foi efetuado utilizando a estatistica de kappa.

Resultados: Sete fisioterapeutas de 5 centros de salide da regido centro de Portugal foram
questionados na primeira e segunda ronda; seis completaram a terceira ronda. Os
fisioterapeutas chegaram ao consenso sobre o total de 26 categorias da CIF, sendo que 19
correspondem as categorias presentes no core set e 7 as ndo incluidas no core set da CIF

para a DM. Seis componentes foram identificados como fatores pessoais.

Conclus6es: As categorias presentes no comprehensive core set da CIF para a DM pela
perspetiva dos fisioterapeutas foram apoiadas. Contudo, algumas categorias adicionais
foram propostas para inclusédo no comprehensive core set da CIF paraa DM.

Palavras-chave: Comprehensive Core Set para a Diabetes Mellitus; Classificacdo
Internacional de Funcionalidade, Incapacidade e Saude; Fisioterapeutas; Reabilitacdo;
Diabetes Mellitus



ABSTRACT

Introduction: Core sets are developed in order to identify and group categories of the
International Classification of Functioning, Disability and Health (ICF) and they
characterize the main functionality problems of individuals with a specific clinical
condition. Simplifying the number of ICF categories facilitates its application in clinical

practice.

Objective: The comprehensive ICF core set for Diabetes Mellitus (DM) represents the
typical set of functionality problems for people with DM. This study aims to explore the
content validity of this core set and identify the most common problems for people with

DM from the physiotherapist perspective through the use of ICF.

Design: A qualitative study was conducted with physiotherapists experienced in treating
people with DM. Data were collected using the Delphi method, by conducting three
questionnaires. The responses were analyzed by two researchers who performed the
linking to the ICF categories. The degree of agreement was evaluated using the kappa

statistic.

Results: Seven physiotherapists of 5 health centers in the central region of Portugal were
inquired in the first and second rounds; six completed the third round. Physiotherapists
reached a consensus on the total of the 26 ICF categories, from which 19 match the
categories present in the core set and 7 were not included in the ICF core set for DM. Six

components were identified as personal factors.

Conclusions: The categories present in the comprehensive ICF core set for DM from the
perspective of physiotherapists were supported. However, some additional categories

have been proposed for inclusion in the comprehensive core set of ICF for DM.

Key Words: Comprehensive Core Set for Diabetes Mellitus; International Classification
of Functioning, Disability and Health; Physical Therapists; Rehabilitation; Diabetes
Mellitus
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INTRODUCAO

O interesse sobre a visdo cientifica e holistica da saude tem vindo a desenvolver um
crescente interesse sobre os aspetos que influenciam a salde de acordo com as
necessidades de cada individuo (Dorr Goold & Lipkin, 1999). Engel(1977), acreditava
que para compreender e responder adequadamente aos utentes, os profissionais de salde
deveriam atender simultaneamente as dimensfes bioldgicas, psicoldgicas e sociais da
doenca. Esta alternativa holistica que dominava as sociedades industrializadas desde a
metade do século XX viu assim surgir um novo modelo conhecido como modelo
biopsicossocial, que adotava um novo quadro concetual centrado no individuo e em todas
as dimensoes, onde o individuo é visto como um ser que vive num determinado contexto
socioecondmico e a satde é definida e relacionada com o seu bem-estar. Este modelo tem
como objetivo promover a interacdo e envolvimento do individuo relativamente a sua
condicdo clinica procurando dar importancia as suas expetativas e perspetiva na deciséo

clinica (Borrell-Carrio, Suchman, & Epstein, 2004).

Os core sets sdo definidos como um conjunto ou itens principais que representam uma
selecdo de categorias da Classificagdo Internacional de Funcionalidade, Incapacidade e
Saude (CIF), descreve de forma caracteristica a funcionalidade dos individuos com uma

determinada condicdo de satde (Bolte et al., 2014).

A validacdo dos core sets da CIF & um procedimento que inclui as categorias
socioculturais mais relevantes. A categorizacdo do problema resulta de um consenso de
opiniBes de diversos especialistas de areas diferenciadas, tais como médicos, fisiatras,
fisioterapeutas, enfermeiros, psic6logos e terapeutas ocupacionais. Estes especialistas sdo
por vezes 0s mais recrutados para a reunido de consenso sobre a validagéo das categorias

para as diferentes condicdes de saude (Yen et al., 2013).

Neste sentido, o utente poderia ser um elemento integrante neste grupo de consenso,
sendo especialista do seu proprio “eu”, podendo reportar os seus problemas e todas as
suas dificuldades provenientes da sua condicdo. A informacdo referida pelo individuo
pode ser bastante util na identificacdo da problemaética da condig&o clinica (Yen et al.,
2013).

A intervengdo pode ser caraterizada por conceitos de funcionalidade, incapacidade e

salde, um paradigma para a préatica clinica. Assim, o sucesso da CIF depende da



compatibilidade com a tomada de decisao e a confiabilidade da sua aplicacdo na préatica
(Yen et al., 2013). Estes critérios revelam a enorme importancia da reabilitacdo para a
propagacdo da CIF, sendo a equipa de profissionais de saude frequentemente incluidos

no processo de consenso da CIF (Yen et al., 2013).

A Diabetes Mellitus (DM) designa um grupo de doencas metabdlicas de etiologia
maultipla, apresentando-se como uma das doencas que engloba uma grande variedade de
disfuncgdes e distarbios, cognitivos, incapacidade fisica, e outros problemas que poderdo
apresentar um impacto na qualidade de vida e na perda de independéncia dos individuos

(Internacional Diabetes Federation, 2015).

Em 2004 foi desenvolvido o comprehensive e brief core set paraa DM com 99 categorias
(Ruof et al., 2004), como padrdo minimos para a avaliagdo e comunicacdo de
funcionamento e saude e para avaliacdo e elaboracdo de relatérios de salde em estudos
na pratica clinica em utentes com DM (Gerold Stucki & Grimby, 2004). Muitos dos core
sets tém sido validados segundo a perspetiva dos profissionais de saude. Em 2013, o
comprehensive core set para a DM foi validado segundo a perspetiva do fisioterapeuta de
modo a obter um consenso sobre se este contempla todas as necessidades dos utentes com
DM (Awad & Alghadir, 2013). No entanto, este estudo presentou limitagdes quanto a sua
validade externa, revelando-se necessarios a realizacdo de mais estudos e outros
profissionais de salde e com fisioterapeutas de diferentes paises (Awad & Alghadir,
2013).

O presente estudo encontra-se dividido em quatro partes. A primeira parte consiste no
enquadramento tedrico; a segunda parte é referente a metodologia utilizada no estudo,
bem como, objetivos, tipo de estudo, populacdo alvo e amostra, instrumentos e recolha
de dados, procedimentos formais e éticos e o tratamento estatistico de dados; a terceira
parte onde se apresenta os resultados do estudo; e a quarta parte, referente a discussdo dos

resultados obtidos e da metodologia utilizada e, posteriormente, a concluséo.



1- ENQUADRAMENTO TEORICO

Os diagnosticos sdo necessarios, mas ndo sdao guias suficientes no fornecimento de
cuidados de saude contemporanea. Uma revisdo da literatura sugere que relativamente
aos cuidados de salde estes ndo devem incidir-se apenas sobre o resultado dos
diagndsticos pois este ndo prevé a necessidade de forma abrangente e global em torno do
individuo (Peterson, 2005).

A perspetiva do funcionamento e da salde € diferente quando visto através da perspetiva
do médico e da reabilitacdo. As intervencdes médicas sdo direcionadas principalmente
como consequéncia de uma doenca ou condicdo. No entanto, a medicao da funcionalidade
e da saude é necessaria para avaliar os resultados relevantes do utente numa intervenc&o.
Sendo que, as intervencgdes de reabilitacdo sdo direcionadas para a funcionalidade e estado
de satde dos individuos e ndo apenas como uma consequéncia de uma condicdo ou
doenca. Para além de que, sdo também, associados com fatores pessoais e ambientais e
com o contexto de reabilitacdo (G Stucki, Ewert, & Cieza, 2002).

Em 1976, a Organizacdo Mundial de Saude (OMS) aprovou a publicacdo de um
instrumento de classificacdo que incorpora a perspetiva do modelo social, a Classificacao
Internacional das Deficiéncias, Incapacidades e Desvantagens (CIDID). Esta definiu a
incapacidade no contexto de um modelo linear que a coloca numa sequéncia de niveis de
experiéncia da satde derivados de um estado patolégico, ou de uma doenca. Dessa forma,
uma modificacdo patoldgica, ndo necessariamente observavel ou percetivel, pode relatar
uma alteracdo da estrutura ou da funcdo corporal: que impecga o desenvolvimento de
atividades determinando uma incapacidade. A CIDID considera os limites sociais e
ambientais que recaem sobre o0s sujeitos, a sua coloca¢do como terceiro elemento do
esquema conceptual sugere que a desvantagem tem como causa a deficiéncia e a
incapacidade. O individuo com desvantagem, segundo esta classificacdo, é visto numa
relacdo desfavoravel com a sociedade, quando comparado aos individuos com
capacidades totais, que o impedem de desempenhar um papel social esperado pela

sociedade e compativel com a idade, género, condicdo social e cultural.

Apos a identificacdo das limitagfes do modelo, surge a necessidade de reflexdo sobre o
conceito e a sua aplicabilidade, centrado no modelo biomédico (Organizagdo Mundial de

Salde, 2004). Este modelo coloca no individuo a causa do problema e ndo apresenta o
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papel estruturante do ambiente na compreensdo da incapacidade e da desvantagem

(Méangia, Muramoto, & Lancman, 2008).

Com o progresso da versdo inicial da CIDID, a CIDID-2 foi introduzida como uma
ferramenta para pensar e descrever os estados de satde de funcionamento e deficiéncia
(Duncan, Jorgensen, & Wade, 2000). A CIDID-2 difere substancialmente a partir da
versdo de 1980 da CIDID na representacdo das inter-relagdes entre o funcionamento e
incapacidade. A CIDID verificou ser Util na reabilitacdo, porque o modelo subjacente
permite aos profissionais de saude indicar as relacbes complexas entre estado da salde,
desordens e doengas, 0s componentes da salde estruturas e funcdes do corpo, atividades

e participacao, e do contexto ambiental e fatores pessoais (Duncan et al., 2000).

Juntamente com o crescimento e aceitacdo internacional da CIF, o modelo da CIF é
considerada das futuras ferramentas para organizar informacdes sobre o funcionamento e
deficiéncia (Ustiin, Chatterji, Kostansjek, & Bickenbach, 2003). Alguns modelos podem
ser utilizados para gerar hipéteses sobre diferentes componentes, mas a chave para o
sucesso na gestdo da reabilitacdo é a compreensdo e relacdo entre os individuos e o
profissional de salde, sendo que o modelo biopsicossocial promove o individuo como

maior potencial e uma visdo mais alargada do seu estado de satde (Ustln et al., 2003).

A CIF € o resultado de um esforco que comegou em 1993 e que incidiu sobre a cultural e
questdes multissectoriais envolvendo a participacao ativa de 1.800 especialistas de 65
paises. Foram realizados estudos de forma a garantir que a CIF é abrangente e aplicavel
as diferentes culturas, faixas etarias e sexos, demonstrando-se viavel na recolha de dados
e analise sobre resultados de saude de individuos e populacBes (Ustiin et al., 2003).
Estando disponivel em 7 linguas: Inglés, Francés, Espanhol, Arabe, Chinés, Alemio e
Russo (Ustiin et al., 2003).

A CIF abordou muitas das falhas dos quadros conceptuais anteriores, pelo que podera
tornar-se um quadro conceptual geralmente aceite para descrever a funcéo e saide do
individuo em reabilitacdo (G Stucki et al., 2002). A linguagem comum da CIF podera
capacitar profissionais na area da reabilitacdo no seu trabalho diario com os utentes bem
como na comunicacgao e contribuicdo nas equipas multidisciplinares seja em qualquer
contexto laboral que se encontre inserido (G Stucki et al., 2002). Permitindo desencadear

uma identidade comum entre os profissionais de saide de reabilitagdo e levar a uma
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posicao mais forte da reabilitacdo dentro da comunidade médica. Podendo mesmo, tornar-
se a base para a avaliagdo multiprofissional do utente, a afixacdo das metas, a elaboragéo
da sua intervencao e avaliagdo. Esta pode também melhorar a comunicagdo entre utentes
e profissionais de reabilitacdo, pois a linguagem € toda apresentada em contextos que eles

podem compreender (G Stucki et al., 2002).

A CIF apresenta como objetivo oferecer uma linguagem unificada e padronizada assim
como uma estrutura de trabalho para descricdo da salde e estados relacionados com a
salide (Organizacdo Mundial de Salde, 2004). E uma classificacdo padrio para a
descricdo e avaliacdo da saude em que a funcionalidade pode ser percebida como a
operacionalizacdo da salde e representa o resultado da interacdo entre o estado de salde
de um individuo e dos seus fatores contextuais (Selb et al., 2015).

Esta foi desenvolvida pela OMS em 2001 com uma estrutura que visa documentar e
avaliar a funcionalidade e a incapacidade (Organizacdo Mundial de Sadde, 2004). E um
sistema de classificagdo que pretende apoiar a identificagdo padronizada e descri¢do da
salde e estados relacionados com a satde com base no modelo biopsicossocial que define
a interacdo entre uma pessoa com uma condicdo de salde e 0 ambiente em que se encontra

inserida (Organizacdo Mundial de Salde, 2004).

O objetivo global da CIF ¢é fornecer uma linguagem comum de funcionamento, a fim de
facilitar as comparacdes de dados e um esquema de codificacdo sistematica para 0s
sistemas de informacdo de salde (Organizacdo Mundial de Saude, 2004). A CIF
conceitua um quadro de funcionamento de uma forma holistica composto de fungdes
corporais, estruturas, atividades e participacdo, tendo em conta os efeitos simultaneos de
fatores ambientais e pessoais (0 Ultimo ndo classificado na CIF) (Organizacdo Mundial
de Saude, 2004). Desde 2001, o ICF tornou-se amplamente aceito tanto como um quadro
tedrico e como uma ferramenta til préatica clinica usado em diferentes disciplinas saude
e sociais (Maribo et al., 2016).

A CIF apresenta duas componentes a funcionalidade e a incapacidade (func¢des do corpo,
estruturas do corpo e as atividades/participacdo) e os fatores contextuais (fatores
ambientais e pessoais) (Organizacdo Mundial de Salude, 2004). Para integrar as varias
perspetivas de funcionalidade, a CIF utiliza um modelo biopsicossocial fornecendo uma
visdo coerente de diferentes perspetivas da satde, integrando assim, todas as informagdes

obtidas a partir de perspetivas biologicas, individuais e sociais (Yen et al., 2013). As
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organizagOes de pacientes e seus defensores tém vindo a reconhecer o potencial da CIF
para fortalecer a perspetiva do paciente nos sistemas de medicina e satde. Em linha com
essa visdo, a CIF supera a distingdo entre ser saudavel e apresentar incapacidades. E a
funcionalidade é visto como um potencialmente relevante para todos (Gerold Stucki &
Grimby, 2004).

A CIF utiliza um sistema alfanumérico no qual as letras “b”, “s”, “d " e “e " sdo utilizadas
para indicar func¢@es do corpo, estruturas do corpo, atividades e participacdo e os fatores
ambientais, respetivamente. Estas letras sdo precedidas por um cdédigo numérico que
inicia com o n° do capitulo (um digito), seguido pelo segundo nivel (dois digitos), pelo
terceiro (um digito) e pelo quarto nivel (um digito), esquematizado na (Figura 1).
Posteriormente, estes codigo sdo precedidos pela aplicacdo de qualificadores que indicam

a magnitude do nivel de salude (Organizacdo Mundial de Saude, 2004).

Figura 1- Estrutura da CIF

| ICF | Classification
1
| Functioning and Disability | | Contextual factors | Parts
| ' | ]
Body Functions Activities and Environmental Personal Components
and Structures Participation Factors Factors
Mot classified
Categories

i

b1os | [ s1es | d1-g9 Chapters/
| | 15t lewal

b110- s110- d110- e110-
b&aa 5899 4899 a58a 2nd level

%

b1100- 51100- d1550- e1100- 3rd level
bTa0a s8309 d9308 e5959

b11420- £11000- dth level
b5450% sTG00D

(Awad & Alghadir, 2013)

A CIF contém mais de 1400 categorias que tornam a sua aplicabilidade na pratica clinica
um desafio diario (Selb et al., 2015). A sua aplicacdo pratica CIF é custosa, podendo

demorar mais do que uma hora para descrever e classificar a funcionalidade e a salude de
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um individuo. Portanto, é necessario desenvolver abordagens que sejam abrangentes e
viaveis para facilitar a sua aplicagdo (G Stucki et al., 2002). De modo a superar o desafio
e facilitar a sua aplicacdo a Organizacdo Mundial de Saide (OMS) e o grupo de
investigacdo da CIF criaram um processo com base cientifico para o desenvolvimento de

core sets das categorias da CIF para fins concretos (Selb et al., 2015).

Os core sets da CIF tém como objetivo a selecdo de conjuntos de categorias de toda a
classificacdo, que podem servir como padrdes minimos para a avaliacdo e comunicagéo
de funcionamento e salde e como um padrdo minimo para a avaliacdo e elaboracéo de
relatérios de funcionamento e salde em estudos na pratica clinica (Gerold Stucki &
Grimby, 2004). Estes precisam de incluir o menor nimero de dominios possiveis para
facilitar a sua aplicacdo, mas deverdo apresentar tantos quantos forem necessarios para
cobrir todo o espectro de limitacdes no funcionamento e estado de satde de um individuo

numa determinada condi¢do especifica (G Stucki et al., 2002).

Existem trés tipos de core sets da CIF, principalmente os comprehensive core sets, 0s
brief core sets e 0s generic core sets (Bickenbach, Cieza, Rauch, & Stucki, 2012) que se
revelam conjuntos de dominios relevantes para condigdes especificas (G Stucki et al.,
2002).

e Os comprehensive core sets da CIF incluem todas as categorias que refletem uma
descricdo completa e detalhada dos problemas tipicos de uma pessoa com uma
determinada condicdo de salde, ou num contexto de salde especifico
(Bickenbach et al., 2012).

e Os brief core sets da CIF derivam dos comprehensive core sets da CIF e sdo
utilizados quando é necessario realizar uma avaliagdo breve da funcionalidade de
um individuo com uma condicdo de salde especifica (Bickenbach et al., 2012).

e Os generic core set da CIF foram desenvolvidos a partir de um estudo
psicométrico. As sete categorias nele incluidas sdo as categorias que melhor
diferenciam os diferentes niveis de funcionalidade entre pessoas com determinada
condigdo de saude ou em qualquer contexto de saude especifico. Podendo ser
utilizados para comparar a funcionalidade em condigdes de salude, definigdes,

contextos, paises ou grupos populacionais (Bickenbach et al., 2012).
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Os requisitos para um consenso no desenvolvimento de um core set sao complexos (Yen
et al.,, 2013).Até agora foram desenvolvidos 34 core sets (Selb et al., 2015),
nomeadamente para a DM (Ruof et al., 2004), acidente vascular cerebral (Geyh et al.,
2004), obesidade (A. Stucki et al., 2004), lesbes vertebro medulares (Biering-Sgrensen et
al., 2006), paralisia cerebral (Schiariti, Selb, Cieza, & O’Donnell, 2014), entre outros.

A DM é um grupo de doengas metabdlicas de etiologia multipla, caracterizada por
hiperglicemia cronica com distarbios no metabolismo dos hidratos de carbono, lipidos e
proteinas, resultantes de alteracfes na secrec¢do ou acdo da insulina podendo, inclusive,
ser resultante de ambas (American Diabetes Association, 2011). Estdo envolvidos no
desenvolvimento da diabetes varios mecanismos patogénicos dos quais destroem as
células-b do pancreas e outras que resultam na resisténcia a acdo da insulina (American
Diabetes Association, 2011). Os efeitos destas alteracbes metabdlicas incluem disfuncao
e/lou faléncia de varios Orgdos, nos casos mais graves de DM o desenvolvimento
progressivo de complicacBes especificas como retinopatia, nefropatia, amputacdes,
patologia cardiovascular e patologias vasculares periféricas podem conduzir a letargia,

coma e auséncia de tratamento levando a morte (American Diabetes Association, 2011).

De acordo com Gregg, Engelgau & Narayan (2002), outros problemas inerentes a DM
incluem distarbios cognitivos, incapacidade fisica, e outros problemas que poderdo
apresentar um impacto na qualidade de vida e na perda de independéncia dos individuos.
Estando relacionados com incapacidades relacionadas com a mobilidade, a concretizagao
das tarefas diarias, preparar refeicbes e gerir o seu dinheiro. Estes problemas sdo
explicados em parte pelas complicagcbes inerentes a DM como a doenca coronéria, a
arterial periférica, o acidente vascular cerebral, as alteracBes visuais, obesidade,
inatividade fisica e a depressdo (Gregg et al., 2002). O que pressupde a importancia da
prevencdo das complicacfes secundarias cardiovasculares, a perda de peso, programas de
exercicio fisico, o reconhecimento da depressdo e o seu tratamento como um fator que
poderd ajudar a prevenir a incapacidade (Gregg et al., 2002). A intervengdo em utentes
com DM revela-se complexa devido aos inerentes problemas associados o que representa
um desafio iminente para os profissionais de satde (Gregg et al., 2002). E necessario que
os profissionais de saude conhegam as implica¢des funcionais de individuos com DM
para poder avaliar e priorizar intervencfes. Sendo que sera necessario a realizacdo de

investigacbes de modo a se adaptar as condi¢des exigidas e os efeitos pela DM e
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intervencdes com vista aos resultados com mais importancia para os utentes (Gregg et al.,
2002).

A DM é uma das maiores emergéncias do século XXI. Analisando dados epidemioldgicos
referentes a incidéncia da patologia na populacdo mundial e nacional. Segundo dados de
2015, a prevaléncia de individuos com DM é de 415 milhdes o que corresponde a 8,8%
da populagdo mundial de 7,3 biliGes. Foi a causa da mortalidade mundial de 5,0 milhdes
de individuos. E estima-se que em 2040 a DM atinja 642 milhdes de individuos, o que
corresponde a 10,4% da populacdo mundial de 9,0 milhdes. Existem 320,5 milhdes de
individuos com idades compreendidas entre os 20-64 anos com DM e 94,2 milhdes entre

0s 65-79 anos com DM (Internacional Diabetes Federation, 2015).

Os custos econdémicos associados a DM incluem o aumento da utilizacdo dos servigos de
salde, perda de produtividade e incapacidade. Esta imp&e uma elevada carga econémica
sobre os individuos e as familias, os sistemas nacionais de salde e 0s paises,
apresentando-se como um obstaculo significativo ao desenvolvimento econdémico
sustentavel (Internacional Diabetes Federation, 2015). Os gastos com salde em DM
foram responsaveis por 11,6% do total das despesas de saude em todo o mundo, sendo
que estdo incluidos despesas de saude publica e privadas inerentes a prestacdo de servico
de salde (preventivos e de tratamento), planos de atividades familiares, atividades
nutricionais e ajudas de emergéncia (Internacional Diabetes Federation, 2015). Muitos
governos e profissionais de salde desconhece o impacto atual da diabetes e das suas
complicacBes. Sem programas e prevencdo e intervencdo eficaz, o impacto da DM

continuara a aumentar em todo o mundo (Internacional Diabetes Federation, 2015).

Em Portugal, no ano de 2014 a prevaléncia de DM estimada em individuos com idades
compreendidas entre os 20 e os 79 anos foi de 13,1 %, ou seja, mais de 1 milhdo de
individuos dos 7,7 milhGes de individuos neste grupo etario (Sociedade Portuguesa de
Diabetologia, 2014). O impacto do envelhecimento na populacdo portuguesa reflete-se
por um crescimento de 12% na taxa de prevaléncia da DM entre 2009 e 2014, verificou-
se também, a existéncia de um forte aumento da prevaléncia da DM com a idade
(Sociedade Portuguesa de Diabetologia, 2014). Na ultima década tem-se verificado uma
diminuicdo significativa do numero de anos potenciais de vida perdida por DM em

Portugal (-37%) mas, a DM assume um papel significativo nas causas de morte, tendo
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estado na origem de 4,0% das mortes ocorridas em 2014 (Sociedade Portuguesa de
Diabetologia, 2014).

Por estes motivos, é importante a correta categorizagao e com esse objetivo foram criados
os core sets de forma a que o tratamento atinja os objetivos individuais de tratamento de
diversos profissionais de saude (Awad & Alghadir, 2013). Para além disso, o
conhecimento das perspetivas dos profissionais de salde contribuird para a aceitagdo e
credibilidade dos core sets na DM (Awad & Alghadir, 2013).

O desenvolvimento do core set da DM envolveu uma tomada de decisdo e um consenso
integrado em evidéncia recolhidos a partir de estudos preliminares, incluindo o processo
de Delphi, uma revisdo sistematica e uma coleta de dados empiricos através da lista da
CIF (Ruof et al., 2004). Baseado nisso, as categorias da CIF relevantes foram
identificadas num processo formal de consenso por quinze especialistas (oito médicos de
varias especialidades, cinco fisioterapeutas, um epidemiologista e um assistente social)
de nove paises (Ruof et al., 2004). Foram entdo incluidas no comprehensive core set para
a DM noventa e nove categorias (oitenta e cinco de segundo nivel e catorze de terceiro
nivel), correspondendo trinta e seis categorias as funcdes do corpo, dezasseis as estruturas
do corpo, dezoito as atividades e participacéo e vinte e nove aos fatores ambientais (Ruof
et al., 2004). Em relagdo ao brief core set da CIF para a DM foram incluidos um total de
trinta e trés categorias de segundo nivel com doze categorias nas funcées do corpo, seis
nas estruturas do corpo, cinco nas atividades e participacao e dez nos fatores ambientais
(Ruof et al., 2004).

Muitos dos core sets tém sido validados segundo a perspetiva dos profissionais de salde.
Num estudo realizado sobre a perspetiva do fisioterapeuta sobre o comprehensive core
set da ICF sobre a DM, os objetivos especificos deste estudo passavam, em primeiro
lugar, por chegar a um consenso entre os fisioterapeutas sobre o que seus objetivos de
tratamento sé@o com relacéo a problemas e recursos dos pacientes, bem como aspetos do
ambiente visto por eles na sua pratica diaria no campo da diabetes (Awad & Alghadir,
2013). Os resultados deste processo de consenso sdo entdo comparados com as categorias
da primeira versdo do core set da CIF para a DM. Além disso, foram identificadas as
categorias mais relevantes em que estes profissionais chegaram a um consenso (Awad &
Alghadir, 2013).

Neste, participaram vinte e trés fisioterapeutas de onze paises diferentes, alcangou-se o

consenso em quarenta e nove categorias da CIF, revelou que 73% dessas categorias estdo
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representadas no comprehensive core set da DM enquanto que 27% das categorias ndo se
encontram representadas, e também cinco conceitos ligados aos fatores pessoas da CIF
que ainda nédo se encontram classificados em categorias detalhadas(Awad & Alghadir,
2013). Existem limitaces quanto a validade externa deste estudo, pois apenas
participaram no estudo fisioterapeutas de 11 paises, 0 que nédo é representativo de todo o
espectro de fisioterapeutas com experiéncia no tratamento de pacientes com DM a nivel
mundial (Awad & Alghadir, 2013). Além disso, a cultura exerce um impacto consideravel
sobre a aplicabilidade das categorias individuais em varios paises diferentes (Ruof et al.,
2004), sendo necessarios realizar mais estudos de validacdo, ndo s6 com fisioterapeutas
de outros paises mas, também, com estudos Delphi com foco noutras profissdes de satde
envolvidos no tratamento de pacientes com DM (Awad & Alghadir, 2013).

A validade do conteddo do comprehensive core set da CIF para a DM foi apoiada pelos
fisioterapeutas, que mencionaram as categorias mais relevantes no core set para a DM e
orientando as suas respostas para as categorias que poderiam ser incluidas numa futura
versdo atualizada do core set (Awad & Alghadir, 2013). Deste modo, a CIF provou ser
uma classificacdo eficaz para o funcionamento e incapacidade me pacientes com DM a

partir da perspetiva dos fisioterapeutas (Awad & Alghadir, 2013).
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2-METODOLOGIA

2.1. OBJETIVOS DO ESTUDO

Este estudo tem o objetivo de compreender a perspetiva dos fisioterapeutas (Awad &
Alghadir, 2013), em atividade nas unidades de Cuidados de Saude Primarios (CSP) da
regido centro de Portugal, sobre a validade e de que forma estdo representados no

comprehensive core sets da CIF os problemas mais comuns dos utentes com DM.

2.2. TIPO DE ESTUDO

Este estudo segue uma comprovacdo qualitativa, promovendo a investigacdo e
entendimento segundo a perspetiva de um grupo de fisioterapeutas sobre uma das mais
referenciadas patologias em todo o mundo.

O estudo qualitativo ganhou reconhecimento na pesquisa em ciéncias da salde sendo cada
vez mais utilizado particularmente em investigacao na area da reabilitacdo. Este permite
que os individuos respondam com as suas proprias palavras utilizando as suas
categorizacBes (Kirwan et al., 2003). O estudo qualitativo pretende assim traduzir e
expressar o sentido dos fendmenos sociais, valores e comportamentos (Sandelowski,
Barroso, & Voils, 2007).

No presente estudo, os dados qualitativos foram recolhidos através do recurso a
questionarios, entre os investigadores e os profissionais de saude fisioterapeutas
colaboradores do estudo (tal como realizado no estudo de Coenen, 2008). Deste modo a
investigacao procura entender a perspetiva dos participantes, permitindo ao investigador
desenvolver conceitos, ideias e entendimentos (Sandelowski et al., 2007). O nosso foco
de investigacdo visa analisar e avaliar o tipo de métodos interventivos e os resultados que
os fisioterapeutas esperam obter direcionados na sua perspetiva. Partimos entdo para o
desenrolar do estudo de experiéncias comprovadas pela populagdo-alvo com o objetivo
de elaborar uma concluséo genérica especifica.

Este estudo de investigacdo baseia-se noutro estudo realizado a 34 fisioterapeutas de 11
paises como objetivo de obter a perspetiva dos fisioterapeutas utilizando os core sets da
CIF sobre a DM segundo o método de Delphi, previamente mencionado na introdugéo
(Awad & Alghadir, 2013).
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2.3. POPULACAO - ALVO E AMOSTRA

A populacdo-alvo deste estudo € composta por 18 fisioterapeutas que se encontram no
ativo nos Agrupamentos de Centros de Saude (ACES) da Administragdo Regional de
Saude (ARS) do Centro. Os profissionais de saide foram informados por meio de correio
eletronico onde constava a descricdo e objetivos especificos do estudo de investigacao,
sendo também solicitada a sua participacdo e contribuicio com a sua experiéncia
profissional. Do total dos individuos convidados, treze aceitaram contribuir para o estudo,
mas apenas seis 0 concluiram. Seis individuos ndo foram incluidos por ndo responderem
aos questionarios, e um ndo terminou a ultima fase do estudo. De ressalvar que todos o0s
profissionais que aceitaram integrar o estudo teriam de completar os critérios de inclusdo

e ndo se encontrar abrangidos por nenhum elemento de excluséo.

Os critérios de inclusdo determinados para o estudo em foco foram: fisioterapeutas que
trabalnem em unidades de CSP, géneros masculino e feminino. Relativamente aos
critérios de exclusdo estes foram considerados os seguintes: fisioterapeutas que nao se
encontrem no ativo em CSP e fisioterapeutas que ndo apresentassem experiéncia

profissional na area da DM.

2.4 PROCEDIMENTOS FORMAIS E ETICOS

A realizacdo deste projeto requer procedimentos formais e éticos fundamentais para a
recolha de dados e analise dos mesmos. Numa fase preparatdria, o procedimento visa a
necessidade de informar e apresentar o projeto aos fisioterapeutas em atividade nos
Cuidados de Saude Priméarios dos ACES da ARS do Centro, pelo que foi realizado um
primeiro contato por correio eletronico. Este inicialmente é procedido da apresentagédo
dos elementos que tomaram a iniciativa para a realizacdo do estudo, assim como, 0s
respetivos contatos para esclarecimento de qualquer davida, e incluiu assim, um convite
de cooperagdo e uma descri¢cdo detalhada do projeto que compreende: os objetivos, a
forma de selecdo dos participantes, o processo Delphi, a duracdo do projeto e o seu
procedimento (Awad & Alghadir, 2013).
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Na investigacdo foram tomadas as precaucdes devidas para proteger a privacidade e
confidencialidade dos dados pessoais dos participantes. Segundo Carlson, Boyd, & Webb
os participantes tém de ser informados da finalidade, métodos, beneficios expetaveis,
potenciais riscos do estudo e incomodos que lhe possam estar associados. Com este
objetivo de garantir o anonimato foi também indexado o consentimento informado com
base na Declaragdo de Helsinquia World Medical Association (2013)(ANEXO XVI).

A recolha de dados para o estudo foi realizada entre abril e junho de 2016 por estudantes
do altimo ano da licenciatura em fisioterapia da Escola Superior de Saude de Leiria. Os
métodos de recolha de dados sdo estratégias que possibilitam aos pesquisadores obter
dados empiricos que permitem responder as questbes investigadas. Os dados daqui
resultantes serdo analisados e interpretados de forma a poderem ser transformados em
resultados finais e conclusdes. Seguidamente a apresentacdo dos investigadores foi
explicado o objetivo do estudo de forma a obter um feedback e perceber o interesse na
participagdo de cada elemento da populacdo-alvo, assim como, transmitir os critérios de
inclusdo e exclusdo pré-estabelecidos. Aos interessados na colaboracdo no estudo de
investigacdo, posteriormente foi enviado o consentimento informado. Foram ainda
recolhidos dados referentes ao ACES a que pertencem, centro de salde onde exercem
atividade profissional, género, idade e anos de experiéncia profissional. Em anexo
encontra-se 0 questionario alusivo determinante a todo o processo realizado (ANEXO
).

Para a recolha dos dados utilizamos o método de Delphi, este baseia-se num processo
estruturado para a recolha e sintese de conhecimentos de especialistas por meio de uma
série de questionarios acompanhados de um feedback organizado de opinides. Este
caracteriza-se também, como um processo de comunicagdo estruturado, integrando o
mesmo quatro aspetos essenciais como: 0 anonimato; interagdo entre os intervenientes;
um grupo de resposta estatistica e ainda a colaboracdo de especialistas (Weigl et al.,
2004).

O método de Delphi consiste em trés etapas realizadas de forma sequencial intercaladas
pelo feedback controlado procurando ganhar o consenso de um grupo de peritos. A
primeira etapa consistiu num questionario (Coenen, 2008) de resposta aberta da
perspetiva do fisioterapeuta dos principais problemas nos individuos segundo o0s

componentes de categorizacdo da CIF, sendo que posteriormente essas respostas foram
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ligadas com as categorias na CIF, o linking. O segundo questionario os participantes
referem se concordam ou discordam sobre se a categorizagdes que o0s investigadores
efetuaram correspondem a sua resposta inicial. Relativamente ao terceiro questionario os
participantes recebem a lista elaborada sob a segunda ronda com a frequéncia das
respostas dos restantes participantes, sendo que esta lista final também sucede de uma
votacdo final de concordancia ou discordancia sobre a elaboragdo da lista final de
categorias (Villiers, Villiers, & Kent, 2005).

Pretendendo assim, atingir um consenso e conhecimento (Pechak & Black, 2014), entre
participantes (Powell, 2003) (Hsu & Sandford, 2007), sobre estes topicos, na aplicacdo
do método de Delphi, seguindo as orientagdes sugeridas por (Hsu & Sandford, 2007) e
(Awad & Alghadir, 2013) os questionarios foram enviados com prazo de 2 semanas entre
cada etapa para que os participantes conseguissem oportunamente responder e reenviar
as suas respostas por correio eletronico. De salientar que foram enviados dois lembretes
para estes individuos, uma semana e dois dias respetivamente antes do término de cada

prazo para esse efeito (Awad & Alghadir, 2013).

2.5. ANALISE DE DADOS

Na andlise de dados sdo descritas quatro etapas: analise qualitativa, linking para a CIF, a

comparagdo com os core sets da CIF e analise quantitativa.
Etapa 1 — Analise qualitativa

A anélise qualitativa dos dados ocorreu em uma subdivisdo repartida por trés fases. Na
primeira fase procedeu-se a transcricdo dos dados dos questionarios respondidos pela
populacdo-alvo. Apds essa transcricdo o investigador efetuou uma divisdo dos dados em
unidades de texto, uma vez que estas expressGes que ndo seguem as regras gramaticais
podem ser dotadas de determinados significados. Posteriormente, tendo em conta que
uma unidade pode conter mais do que um conceito, foram identificados todos os conceitos
possiveis nessas unidades (Awad & Alghadir, 2013).

Este processo de identificagdo de conceitos foi realizado separadamente pelos
investigadores, sendo posteriormente debatido entre os mesmos. O propdsito visa chegar
a um consenso acerca dos conceitos que se encontram presentes em cada unidade de
significado (ANEXO VII).
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Etapa 2 — Linking para a CIF

Nos procedimentos metodolégicos, a partir da recolha dos dados as ligagdes dos mesmos
com as categorias da CIF, designadamente a realizacdo do linking, torna-se significativo
obter dos individuos em estudo 0s seus pareceres para tornar relevante o processo de
producdo de resultados, uma vez que o linking se baseia na semantica retirada a partir das
expressoes (Abdullah et al., 2011).

Nesta etapa, as respostas obtidas foram vinculadas as categorias que mais se adequam
com a CIF (Awad & Alghadir, 2013) e de acordo com o0 que se encontra padronizado e
estabelecido nas linking rules (Cieza et al., 2005). Suprimindo qualquer ddvida que possa

ser suscitada, foi realizada uma visualizacdo complementar dos questionarios.

Deste modo, as respostas obtidas sdo ligadas as vérias categorias da CIF, através do
consenso entre dois investigadores, com amplos conhecimentos de CIF e do método
Delphi. O procedimento do linking ap6s uma analise independente entre investigadores,
promove a comparacdo e posteriormente, 0 consenso entre 0s mesmos de modo a

encontrar a categoria de CIF que mais se adequa a cada conceito (Cieza et al., 2005).

Cada resposta pode ser ligada a varias categorias da CIF e as respostas que ndo podem
ser ligadas a uma categoria deverao ser categorizadas. No caso de ocorrerem divergéncias
entre os dois investigadores, consideramos a opinido de um terceiro investigador (Awad
& Alghadir, 2013).

No decorrer da transcricdo dos dados, na realizacdo do linking apés o primeiro
questionario, procedemos a interpretacao das respostas procurando a melhor traducédo e
elaborando segundo as categorias da CIF as escolhas possiveis que os fisioterapeutas

queriam transmitir. Dando alguns exemplos:

e “Oaumento dos niveis de glicose circulante vai acabar por danificar os vasos que
vascularizam a retina, prejudicando o seu funcionamento e funcdo, podendo levar

a cegueira”.

e “Podem relacionar-se com problemas de visdo, sequelas de problemas
cardiovasculares ou cerebrovasculares, sequelas ou feridas ainda por resolver,

principalmente nos membros inferiores, amputagdes dos membros inferiores”.
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Etapa 3 — Comparacgdo com a etapa 2

Nesta etapa, através da aplicacdo de um novo questionario (ANEXO IV) com base nos
itens recolhidos da etapa anterior, sera possivel a recolha de contetdo mais especifico e
a oportunidade de obter informacédo precisa e a importancia dada aos itens (Hsu &
Sandford, 2007). Esta informacdo foi conseguida tendo em conta que os participantes
recebem a mesma lista de categorias da CIF que responderam na etapa anterior e 0 nimero
de participantes que votaram em determinada categoria (Awad & Alghadir, 2013).

No final do processo foi realizada a comparacdo dos cddigos anteriormente identificados

com os cddigos contemplados no comprehensive core set da CIF para a DM.

Etapa 4 — Anélise quantitativa

A andlise estatistica dos dados foi executada atraves do software IBM® Statistical
Package for Social Sciences (SPSS) versao 21, programa referenciado para o estudo das
ciéncias humanas e sociais, no qual permite a manipulacdo, analise e apresentacdo dos
resultados obtidos. Tendo como objetivo de caraterizar demograficamente a amostra e a
frequéncia de respostas, a analise destes dados foi obtida através de técnicas de estatistica

descritivas (relativas e absolutas). Sendo utilizado como limite da significancia para 0,05.

O estudo da concordancia entre dois investigadores foi calculado através do valor de
Kappa, este mede o grau de concordancia das avaliagdes nominais ou ordinais feitas por
varios investigadores aquando a avaliacdo das mesmas amostras. A interpretacdo desse
valor varia no intervalo entre -1 até 1, sendo que quanto maior for o valor mais forte € o
grau de concordancia assim sendo valores de 0,80 a 1 corresponde a uma concordancia
quase perfeita; 0,60 a 0,79 concordancia substancial; 0,40 a 0,59 concordancia moderada;
0,20 a 0,39 concordancia razoavel; 0 a 0,19 concordancia é a mesma que podia ser
esperada pelo acaso; 0< concordancia mais fraca do que era esperada pelo acaso, sendo
que esta raramente acontece (Coenen, 2008). Relativamente ao intervalo de estudo, uma
concordancia de 75% ja utilizado noutras investigacfes sobre a validagdo de core set,
permite aos investigadores uma comparacdo de resultados entre estudos (Awad &
Alghadir, 2013).
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2.6. PRECISAO E RIGOR DOS DADOS

Na realizacdo desta investigacdo serdo adotadas diversas estratégias com o objetivo de
melhorar e verificar a confiabilidade e veracidade dos dados qualitativos.

Codificagdo multipla

A andlise dos dados seré realizada por dois investigadores individualmente permitindo
garantir a abrangéncia dos dados (Awad & Alghadir, 2013), fundamentada nas linking
rules para vinculacéo das categorias da CIF (Cieza et al., 2005) e segundo o0 método de
Delphi (Powell, 2003). Este método é compreendido em quatro passos (figura 2). Com a
identificagdo dos conceitos (passo 1) e do consenso entre investigadores (passo 2) foi
efetuado o linking destes as categorias da CIF (passo 3), sendo estabelecido no ultimo
passo a comparacdo dos resultados obtidos. Com a finalizacéo do passo quatro, resultante
da informacdo obtida foi comparada com as categorias representadas no comprehensive
core set estabelecidos para a DM.

Figura 2 Procedimento do Linking

Step 1 Step 2 Step 3 Step 4
Identification of Comparison of Linkage to ICF Comparison of ICF
meaningful concepts concepis categories categories

—_— Linhﬂr.ﬁ.»\\ ——» Linker A -\._\_N_‘
— ————> Linker B —

—3 Linker B

Answaers of Agreed-on list Agread-on list of
participants of concepts ICF categories

(Coenen, 2008)
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Revisdo por pares

A revisdo por pares um processo onde é obtida posteriormente ao consenso entre 0s dois
investigadores uma lista com os diversos conceitos em relacdo as vinculacoes realizadas.
Desta lista final de forma aleatéria foram selecionados 15% desses conceitos onde depois
foram analisados e codificados individualmente por cada investigador. O resultado é
retratado em duas listas diferenciadas, sendo que o0 seu grau de concordancia sera obtido

pelo calculo de estatistica Kappa (Coenen, 2008).

3. RESULTADOS

3.1 CARATERIZACAO DA AMOSTRA

O presente estudo engloba 18 individuos, pertencentes as ACES da ARS centro, entre
estes apenas treze aceitaram participar apos receberem e lerem a informacao contida no
pedido de colaboracdo enviado por email com a descri¢do deste. Sendo que dos treze
apenas sete responderam ao primeiro e segundo questionarios. Apesar de lembretes
enviados, cinco participantes ndo responderam ao primeiro questionario e um ao terceiro
questionario (resposta invalida), perfazendo desta forma um total de seis participantes

gue responderam no conjunto das trés etapas.

A média das idades dos participantes incluidos foi de 42 anos, relativamente ao género,
participaram dois (33,3%) do sexo masculino e quatro (66.7%) do sexo feminino. Em
relacdo aos anos de experiéncia em CSP, a amostra representada contém uma média de 9
anos e oito meses no ativo com a condi¢do de satude da DM, como pode ser observado na
tabela 1.
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Tabela 1 Analise Sociodemogréfica da Amostra

Idade (anos) | Anos de experiéncia CSP ACES C.Saude

42 10 Déo-Lafbes C.S. Viseu

37 8 Baixo Vouga C.S. Aveiro

40 7 Baixo Vouga C.S. Aveiro

41 25 Baixo Mondego |C.S. Montemor-o-Velho

40 14 Pinhal Interior |C.S. Ansido

52 17 Pinhal Litoral ~ |C.S. Marinha Grande
Média =42 Média= 9,75

3.2. DADOS RELATIVOS A IDENTIFICACAO DOS CONCEITOS

Apos ter sido efetuada a transcricdo das respostas do questionério correspondente a
primeira etapa de Delphi, cada investigador identificou uma lista de conceitos. Na
sequéncia de uma discussdo entre investigadores, empoOs esse consenso resultou na
elaboracdo de uma sO lista com 149 conceitos identificados, sendo que foram

mencionados 98 conceitos diferentes (ANEXO [X).

3.3 DADOS RELATIVA AO LINKING DA PERSPETIVA DOS FISIOTERAPEUTAS
COM A CIF

De acordo com os conceitos identificados, 98 foram codificados para categorias da CIF,
com a realizagdo do linking (ANEXO X). Os demais conceitos foram considerados como
“nao definidos” (nd); “Condigdo de satde” (Cs); “fator pessoal” (fp). Assim foram obtidos

5 conceitos definidos como nd, 1 como cs, e 6 como fp (ANEXO X).

No periodo de realizacdo do linking pelos dois investigadores, verificou-se discordancia
na identificacdo de 11 cddigos, sendo que ap6s um debate sobre estas diferencas foi
alcancado um entendimento. No entanto, no que concerne a conceitos como “Capacidade
de gestdo de situagdes”; “Crengas e valores” e “Apoio social”, verificou-se a necessidade

de recorrer a um terceiro investigador com intuito de obter um consenso.

Por forma a transpor a informacédo acima referida, pode verificar-se na anélise da tabela
2, 0 total dos conceitos codificados, 151 categorias de 2° nivel, 32 de 3° nivel e 12 de 4°
nivel da CIF.
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Tabela 2 Informacdo Relativa ao Linking dos Investigadores

Niveis da | Fungdes do | Estruturas do Atividades e Fatores

CIF Corpo Corpo Participacéo Ambietais Total
2° Nivel 41 27 36 47 151
3°Nivel 8 6 8 10 32
4°Nivel 12 12
Total 49 45 44 57 195

Desta forma o linking alcangado entre os conceitos identificados com os codigos da CIF
resulta do linking dos dois investigadores e a intervencao do terceiro, quando necessario.
Para tal, foi calculado o nivel de concordancia entre os dois investigadores (kappa de
Cohen), tendo obtido o valor de 94,70%, indicando uma correlacdo quase perfeita

(ANEXO XI).

3.1.1. Linking da perspetiva do fisioterapeuta com o dominio das fun¢ées do

corpo

No dominio das funcbes do corpo foram identificados pelos fisioterapeutas um total de
44 problemas em utentes com DM como representando 26,7% da totalidade dos codigos
identificados (ANEXO XII). Sendo que neste dominio as categorias da CIF que
obtiveram um consenso superior a 75% entre os participantes apds o final das etapas do
processo de Delphi e as suas implicacdes na versdo alargada do core set para a CIF da

DM apos a terceira etapa encontram-se representadas na tabela 3.

Tabela 3 Categorias da CIF com Consenso > 75% no Dominio das Fungdes do corpo

Codigos CIF . 3 Ronda (n6) | Implicagdes no
Nives CIF Categorias CIF >75% Consenso |  core set DM
2° Nivel
b210 Funcges da visdo 83,3% Incluido
b260 Funcéo proprioceptiva 83,3% Incluido
b410 Funcbes cardiacas 83,3% Incluido
b455 Funcdes de tolerancia ao exercicio 100,0% Incluido
b770 Funcdes relacionadas como padrdo de marcha 83,3% Incluido
b810 Funcgoes protetoras da pele 83,3% Incluido

3.1.2 Linking da perspetiva do fisioterapeuta com o dominio das estruturas

do corpo

No que concerne ao dominio das estruturas do corpo foram identificados pelos
fisioterapeutas um total de 37 problemas em utentes com DM como representando 22,4%
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da totalidade dos codigos identificados (ANEXO XIII). Sendo que neste dominio as
categorias da CIF que obtiveram um consenso superior a 75% entre os participantes apos
o final das etapas do processo de Delphi e as suas implica¢Oes na versao alargada do core

set CIF da DM ap0s a terceira etapa encontram-se representadas na tabela 4.

Tabela 4 Categorias da CIF com Consenso > 75% no Dominio das Estruturas do Corpo

Caodigos CIF 3 Ronda(n6) | Implicacs
- . onda (n mplicacdes no
Nives CIF G Il >75% Consenso|  core set DM
2° Nivel 3° Nivel
s810 Estrutura das areas da pele 83,3% Incluido
s8104 |Pele do membro inferior 100,0% Né&o Incluido

3.1.3.Linking da perspetiva do fisioterapeuta com o dominio das atividades e
participacao

Relativamente ao dominio das atividades e participacdo foram identificados pelos
fisioterapeutas um total de 43 problemas em utentes com DM como representando 26,1%
da totalidade dos codigos identificados (ANEXO XIV). Sendo que neste dominio as
categorias da CIF que obtiveram um consenso superior a 75% entre os participantes apos
o final das etapas do processo de Delphi e as suas implicacdes na versao alargada do Core

Set CIF da DM ap0s a terceira etapa encontram-se representadas na tabela 5.

Tabela 5 Categorias da CIF com Consenso > 75% no Dominio das Atividades e Participagdo

Codigos CIF Ymay . —
Nives CIF Categorias CIF 7636 Gnsenso|  core 4tM
2°Nivel | 3°Nivel

d450 Andar 100,0% Incluido

d455 Deslocar-se 83,3% Incluido

d460 Deslocar-se por diferentes locais 83,3% N&o Incluido

d520 Cuidar de partes do corpo 100,0% Incluido

d570 Cuidar da prépria satde 100,0% Incluido
d5701 | Controle da alimentagéo e da forma fisica 83,3% N&o Incluido

de40 Realizar as tarefas domésticas 83,3% Né&o Incluido
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3.1.4. Linking da perspetiva do fisioterapeuta com o dominio dos fatores

ambientais

Quanto ao dominio dos fatores ambientais do corpo foram identificados pelos
fisioterapeutas um total de 41 problemas em utentes com DM como representando 24,8%
da totalidade dos cddigos identificados (ANEXO XV). Sendo que neste dominio as
categorias da CIF que obtiveram um consenso superior a 75% entre os participantes apos
o final das etapas do processo de Delphi e as suas implicagdes na versao alargada do core

set da CIF para a DM ap0s a terceira etapa encontram-se representadas na tabela 6.

Tabela 6 Categorias da CIF com Consenso > 75% no Dominio dos Fatores Ambientais

Caodigos CIF # Ronda(n6) | Implicacs
- . onda (n mplicagdes no
Categorias CIF
0 g >75% Consenso| core set DM
2° Nivel | 3°Nivel

1100 |Alimentos 100,0% N&o Incluido

e1101 |Medicamentos 100,0% N&o Incluido

e1150 \F/’iré)::tigrsi: tecnologias gerais para uso pessoal na 83,3% N30 Incluido
e310 Familia préxima 100,0% Incluido
€320 Amigos 100,0% Incluido
0325 Conhe(_:ldos, pares, colegas, vizinhos e membros da 83.3% Incluido

comunidade

0340 E:;sstg:i(s)res de cuidados pessoais e assistentes 83.3% Incluido
€355 Profissionais de satde 100,0% Incluido
€360 Outros profissionais 83,3% Incluido
e450 Atitudes individuais de profissionais de saude 100,0% Incluido
€580 f:(rj\élgos, sistemas e politicas relacionados coma 100,0% Incluido

3.4. Comparacdo da perspetiva dos fisioterapeutas com os comprehensive core sets

da CIF para a Diabetes Mellitus

Na analise dos dados apds a segunda etapa, foi efetuada a identificacdo de 165 categorias,
das quais 131 foram consideradas de 2° nivel, 24 de 3° nivel, e 10 de 4° nivel. De acordo
com as categorias anteriormente referidas, 58 foram identificadas de 2° nivel e, 3 de 3°
nivel, concluindo desta forma que 61 categorias se encontram incluidas nas 99 categorias

que constituem o comprehensive Core Set da CIF, equivalendo a 66,7% (ANEXO VI).

Explorando as categorias contidas no Core Set da CIF, no &mbito das fungdes do corpo,

constatou-se que das 36 categorias presentes no comprehensive core set da CIF da DM,
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19 constituem a perspetiva dos fisioterapeutas (52,8%), das quais 5 representam um
consenso dos fisioterapeutas de 83,3% e na “b455 Fungdes de tolerancia ao exercicio” a

concordancia foi unanime de 100%.

Em relacdo ao dominio das estruturas do corpo, das 16 categorias presentes no
comprehensive core set da CIF da DM, 10 constituem a perspetiva dos fisioterapeutas
(62,5%), sendo que apenas a “s810 Estruturas das areas da pele “conteve um consenso de

83,3% dos participantes.

Quanto ao dominio das atividades e participacdo, entre as 18 categorias existentes no
comprehensive core set da CIF da DM, 8 representam a perspetiva dos fisioterapeutas
(44,4%), cujo a categoria “d455 Deslocar-se” representa um consenso de 83.3% e neste
dominio os participantes identificaram unanimemente as categorias “d520 Cuidar de

partes do corpo”;” d570 Cuidar da propria saude” e “d450 Andar” como mais relevantes.

Concluindo no dominio dos fatores ambientais, das 29 categorias presentes no
comprehensive core set da CIF da DM, 24 refletem a perspetiva dos fisioterapeutas
(82,8%), das quais 3 obtiveram um consenso de 83,3% ¢ as categorias “e310 Familia
proxima”;” e320 Amigos”; “e355 Profissionais de satde”; “e450 Atitudes individuais de
profissionais de saude” e “e580 Servigos, sistemas e politicas relacionadas com satde”

representaram uma concordancia de 100%.

Constatou-se que no conjunto total das categorias identificadas nem todas se encontravam
abrangidas pelo core set da CIF da DM, assim sendo das categorias de 2° nivel, 73 ndo se
encontram abrangidas pelo core set da CIF da DM, das quais 19 correspondem ao
dominio das funcbes do corpo (26 %); 13 no dominio das estruturas do corpo (17,8%);
31 no dominio das atividades e participacdo (42,5%), sendo que neste dominio 83,3%
dos fisioterapeutas revelaram que”e460 Deslocar-se por diferentes locais”,”d640
Controle da alimentacéo e da forma fisica” e “d640 Realizar as tarefas domésticas” podem
ser considerados como um problema ; e ainda 10 no dominio a fatores ambientais
(13,7%).

Relativamente a categorias de 3° nivel, 24 ndo se encontram incluidas pelo core set da
CIF da DM, entre as quais 6 correspondem a fung6es do corpo (25%); 4 a estruturas do
corpo (16,7%), decorrendo que para todos os participantes consideram que “e8104 Pele

do membro inferior” ¢ um problema para esta condicdo de saude; 4 a atividade e
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participacao (16,7%) das quais o “d5701 Controle da alimentacéo e da forma fisica” é a
categoria referenciada com um consenso de 83,3% de todos os participantes; e 7 aos
fatores ambientais (29,2%) destacando as categorias “e1100 Alimentos” ¢ os “e1101
Medicamentos” como uma concordancia total dos fisioterapeutas sendo que 83,3% destes
concordaram que a categoria “e1151 Produtos e tecnologias gerais para uso pessoal na

vida diaria” pode ser considerado um problema para 0s utentes com DM.

Quanto a categorias de 4° nivel, 10 ndo se encontram incluidas pelo core set da CIF da

DM, correspondendo estas na sua totalidade ao dominio das estruturas do corpo (100%).

Tabela 7 - Andlise comparativa da perspetiva dos fisioterapeutas com os comprehensive core sets da CIF para a
Diabetes Mellitus

Atividades e L
Funcdes do Corpo | Estruturas do Corpo . .. |Fatores Ambietais Total
Participacdo
o B
N° de categorias identificadas na 44.(26,7%) 37 (22.4%) 43(26,1) 41(48%) | 165(100%)
3* Ronda
N° de categorias identificadas por
. - 6 2 7 1 26 (100%
mais de 75% dos participantes (100%)
N° de categorias incluidas no core
6 1 4 8 19 (73%
set CIF >75% (73%)
N° de categorias néo incluidas no
0 1 3 3 7 (27%
core set CIF >75% (27%)
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4. DISCUSSAO

4.1. DISCUSSAO DOS RESULTADOS

Neste estudo, com a perspetiva de intervencdo dos fisioterapeutas em utentes com
Diabetes Mellitus (DM), os problemas relatados pelos 7 participantes permitiram a
identificacdo de 149 conceitos que permitiram a codificacdo em 98 categorias da CIF.
Destas, 5 foram identificadas como “nd”, 1 como “cs” e 6 como “fp”, relembrando que,
“nao definidos” (nd); “Condigao de saude” (cs); “fator pessoal” (fp), tendo resultado o
total de 195 categorias. Que posteriormente, apds a aplicacdo do segundo questionario
(ANEXO 1V) foram refinadas em 165 categorias. Apos a aplicacdo do terceiro
questionario (ANEXO V), e através das respostas de 6 participantes, obteve-se o total de
165 categorias da CIF, das quais 66,7% fazem parte das categorias do comprehensive
core set da CIF para a DM, sendo que 33,3% n&o estdo presentes. Desta forma, os
problemas identificados pelos participantes neste estudo ndo comtemplam na integra as

categorias presentes no core set da CIF para a DM.

Em relacédo as 98 categorias da CIF que foram codificadas tendo 5 destas sido entendidas,
pela amostra, parece-nos relevante referir que a CIF ndo contempla uma classificacdo
para os fp, que neste estudo foram identificados por pelos participantes, designadamente
a “idade”, o “sedentarismo”, os “habitos tabagicos” e a “literacia”. Os fp s@o essenciais
na realizacdo de problemas de salde e no impacto perante a funcionalidade e do modo
como sdo experienciados pelo individuo. Deles fazem parte as caracteristicas dos
individuos, mas que ndo sdo parte de uma condicdo ou estado de salde e que tém uma
funcéo de fatores facilitadores ou barreiras. Os fp ajudam os profissionais de satde, assim
como, os individuos com ou sem problemas, a ganhar uma perspetiva abrangente sobre
uma condicdo, em contexto de reabilitagdo ou noutros contextos. N&o abordar estes
fatores podera conduzir a preocupacdes éticas, por se perder a perspetiva do individuo e
das suas experiéncias que estdo incluidos no seu contexto de funcionalidade e
incapacidade (Grotkamp, Cibis, Nuchtern, von Mittelstaedt, & Seger, 2012).
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Foram mencionados, pelos participantes, 8 conceitos especificos que ndo puderam ser
ligados as categorias da CIF, mas que se revelaram de grande interesse pois estdo
inteiramente ligados a prética do fisioterapeuta em utentes com DM sendo estes,
“problemas neuroldgicos”,”capacidade de cicatrizagdo”, “amputacdo dos membros
inferiores”, “dificuldade de interagdo com o meio”, “problemas na autonomia em
atividades sociais” “edema” ¢ “atrofia muscular”. Sugere-se a analise destes fatores para
futuros estudos e a sua possivel readaptacédo e integracdo nas componentes da CIF. Pois
a ndo descricdo destes aspetos relevantes e claramente relacionados com a DM podera
conduzir a ndo complementaridade do estado de funcionamento e salde dos utentes

(Awad & Alghadir, 2013).

De acordo com os resultados obtidos, os fisioterapeutas mencionaram, conforme a sua
experiéncia profissional de intervencdo em utentes com DM, alteracBes nas (b210)
funcdes visuais, (b260) funcbes propriocetivas, (b410) funcbes cardiovasculares, (b455)
funcdes tolerancia ao exercicio, (b770) funcdes relacionadas com o padrdo de marcha e
com as (b810) funcdes protetoras da pele. De salientar que todas as fun¢ées mencionadas
se encontram incluidas no comprehensive core set da CIF para a DM. Uma revisdo da
Cochrane, comparou a pratica de exercicio aer6bio ou exercicio resisténcia, com a
auséncia de pratica de exercicio, demostrando que programas de exercicio estdo
relacionados com a diminuigdo dos valores de hemoglobina glicada e ainda, com
diminuicdo da massa gorda e do tecido adiposo visceral, permitindo diminuir os
principais fatores para a sindrome metabolica (Thomas et al., 2006). Também evidéncias
sugerem que exercicio fisico aerdbio/resisténcia ou a combinacdo de ambos resulta, para
além da melhoria no controlo glicémico, no aumento da for¢a muscular dos individuos e
na melhoria da tolerancia ao exercicio fisico (Tokmakidis, Zois, Volaklis, Kotsa, &
Touvra, 2004)

Os utentes com DM apresentam problemas de disfuncéo da marcha e equilibrio o que esta
relacionado com a ocorréncia de um elevado numero de quedas. A complicagdo mais
comum em utentes com DM, a neuropatia diabética conduz a alteracBes sensoriais e
disturbios motores que conduzem a alteracdes da marcha e do equilibrio. Apresentando-
se 0 equilibrio como fundamental na mobilidade e estabilidade dos individuos, alteracdes
a este nivel podem conduzir a uma instabilidade postural, quedas, depresséo, ansiedade e
diminuicdo da qualidade de vida dos utentes (Kaur, Singh, & Vij, 2015). As alteragdes
do padrdo de marcha também poderdo ser referenciadas, pois os utentes com DM poderéo
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apresentar uma velocidade de marcha mais lenta, diminuicdo da cadéncia e menor
comprimento de passo. O fisioterapeuta, poderd incidir a sua intervencdo clinica em
relacdo a marcha e ao equilibrio que poderdo ser melhorados através de treino de marcha,
exercicios de equilibrio e exercicios de resisténcia (Allet et al., 2010). Aproximadamente
40% -60% de todas as amputacbes de membros inferiores sdo realizadas em pacientes
com DM (Apelgvist, Bakker, van Houtum, Nabuurs-Franssen, & Schaper, 2000). Em
utentes que foram submetidos a amputacdo, a fisioterapia intervém com o objetivo do
alivio da dor no pds-operatorio, reabilitacdo, limitacdo das incapacidades e numa

otimizacdo do uso de proteses (Sanjay & Bharti, Kalra; Naresh, 2007).

As estruturas do corpo com maior consenso pelos fisioterapeutas participantes estéo
relacionadas com a (s8104) pele do membro inferior e com as (s810) estruturas das areas
da pele. Revelando que intervencdo da fisioterapia podera incidir na transmissédo ao
utentes DM da importancia da postura e marcha o que podera prevenir e estabilizar as
complicagdes no pé, como as Ulceras tréficas (Sanjay & Bharti, Kalra; Naresh, 2007).
Também as pressbes plantares durante a marcha em pessoas com DM e neuropatia
diabética pode resultar em lesdes na pele e alteracfes estruturais do pé (Mueller et al.,
2003). Apresentando-se a estrutura (s8104) pele do membro inferior um parédmetro a

adicionar ao core set da CIF para DM ja que esta ndo se apresentava incluida.

No que refere as componentes das atividades e participacdo, foram identificadas
categorias relacionadas com componentes de mobilidade, sendo o (d450) andar, o (d455)
deslocar-se, o (d460) deslocar-se por diferentes locais, e autocuidados como (d520)
cuidar de partes do corpo, o (d570) cuidar da prépria saude, o (d5701) controlo da
alimentacdo e da forma fisica e, por fim, a (d640) realizacdo de tarefas domésticas
categorias importantes para a intervencdo em utentes com DM. Os utentes com DM séo
aconselhados as manter a sua integridade na atividade fisica e nas suas atividades da vida
diarias (Kaur et al., 2015).

A dieta e a atividade fisica séo fatores importantes que desempenham um papel central
na incidéncia, severidade e tratamento da DM (American Diabetes Association, 2008). A
dieta total e o padréo dos alimentos ingeridos séo um foco importante de um estilo de
alimentacdo saudavel. E que devera ser combinado com a regularidade da atividade fisica
(Nitzke & Freeland-Graves, 2007).
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Mostrando-se a importancia da inclusdo das categorias (d460) deslocar-se por diferentes
locais, (d5701) controlo da alimentacdo e da forma fisica e (d640) realizar tarefas

domesticas no core set da CIF para a DM.

A nivel ambiental os participantes chegaram a um consenso sobre as categorizacdes
(e1100) alimentos, os (e1101) medicamentos, os (e1150) produtos e tecnologias gerais
para uso pessoal na vida diaria, a (e310) familia proxima, os (€320) amigos, (e325)
conhecidos, pares, colegas, vizinhos e membros da comunidade, os (e340) prestadores
de cuidados pessoais e assistentes pessoais, 0s (e355) profissionais de salde e 0s (e360)
outros profissionais, as (e450) atitudes individuais de profissionais de saude e os (e580)
servicos, sistemas e politicas relacionados com a satde. Os utentes com DM apresentam
uma diminuicao na qualidade de vida devido as complicacdes a longo prazo, e por vezes,
devido a dependéncia de um apoio social ou financeiro, e pelo controlo e preocupacdes
diarias com a DM (Kaur et al., 2015).

Para os utentes com DM é essencial a existéncia de uma interagdo com os profissionais
de saude de modo a manter a satde e otimizar a sua qualidade de vida. Sendo que oferecer
cuidados de saude ao longo do tempo, de modo a evitar complicacdes futuras, requer
grandes mudancas para os sistemas de salde e para as praticas de autocuidados do utente
(Gucciardi, Demelo, Booth, Tomlinson, & Stewart, 2009). As caracteristicas contextuais
influenciam os comportamentos de saude, sendo que a dificuldade presente nos utentes
para aceder aos servicos de salde torna-os mais propensos a voltar mais tarde quando ja
existem problemas mais graves e quando requerem cuidados de salde com custos
maiores, devendo-se apostar em intervengdes preventivas (Gucciardi et al., 2009). O
estabelecimento de uma relacdo causal entre os medicamentos e os resultados de saude é
importante pois fornece um fundamento para apoiar os esfor¢cos na melhoria do estado de
salde dos utentes com DM, sendo que por exemplo, a percecdo da gravidade do estado
de doenga e os comportamentos de saude dos utentes esta relacionado com a aderéncia a
medicagdo. Fatores como o conhecimento prévio do controlo da glicose, os eventos
hipoglicemico e o aparecimento de complica¢des da DM pode influenciar a aderéncia a
medicacdo. Sendo que uma boa adesdo a medicacao, encontra-se associada ao controlo
da glicose (Simpson, Lin, & Eurich, 2016).

A necessidade de uma diversidade de dispositivos de assisténcia, que podem incluir os

produtos de apoio para lidar com as deficiéncias do corpo, limitacdo na atividade e
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restricdo na participacdo. ApOs amputacdo, os utentes com DM compartilham a
necessidade de serem capazes de andar e retomar o estilo de vida que desempenhavam
anteriormente. Podendo optar pela a utilizacdo de prétese com vista a melhoria da sua
mobilidade. Dado o objetivo destes individuos, ser 0 de manter a sua independéncia e

ndo necessitar de recorrer a utilizacdo de cadeiras de rodas (Hwang & Weiss, 2014).

De referir que frequentemente (muitas vezes) os fisioterapeutas desempenham um papel
importante no aconselhamento de ajudas protéticas e respetivos objetivos funcionais
como, o orientar e ensinar 0s utentes sobre a sua melhor utilizacao nas atividades préprias
e participacdo e desempenho na vida diaria (Awad & Alghadir, 2013). Revelando-se a
importancia da inclusdo das categorias (e1100) alimentos, (e1101) Medicamentos e
(e1150) Produtos e tecnologias gerais para uso pessoal da vida diaria, no core set da CIF

paraa DM.

4.1. DISCUSSAO DA METODOLOGIA

Tendo em consideracdo o objetivo de alcancar respostas para a problematica deste estudo,
a qual pretende compreender se através da utilizacdo do comprenhensive core set da CIF
para esta condicdo é possivel perceber as necessidades de utentes com DM segundo a
perspetiva dos fisioterapeutas, mais especificamente a intervir nas ACES da ARS centro,
destacando a utilizacdo do método de Delphi. Possuindo pontos fortes como o anonimato,
a necessidade de empregar poucos recursos para o desenvolvimento de projetos (sejam
estes o tempo de deslocagdo ou custos para a participagdo). O acesso ao conhecimento e
experiéncia prética por intermédio de um painel de peritos de uma determinada &rea de
intervencdo (ou conhecimento) como uma mais-valia em processos de tomada de decisao
(Powell, 2003).

surgem também aspetos menos positivos no estudo efetuado, como o fato de se verificar
uma diminuicdo no nimero de participantes, na primeira etapa, de 13 que inicialmente
concordaram participar para 7, apos terem sido enviados lembretes para a resposta do
primeiro questionario. Na etapa final verificou-se uma situagdo semelhante, a auséncia de
resposta por parte de 1 dos participantes, que apesar de todas as tentativas de contato com
o mesmo (lembretes, contato telefénico para centro de saude), ficando assim o grupo
reduzido a um total de 6. A semelhanca dos acontecimentos verificados no estudo de

Awad & Alghadir, (2013) onde foi utilizado o mesmo meétodo, ficando a divida sobre 0s
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verdadeiros motivos sobre a origem da ndo participacdo destes individuos, sendo estes

desconhecidos.

N&o obstante salientar que a literatura realca a importancia de um estudo que se oriente
segundo a metodologia de Delphi, dado este ndo depender de uma amostra estatistica que
pretenda representar uma populagéo, e sim de um mecanismo de decisdo grupal que se
fundamenta em individuos especializados com um conhecimento aprofundado em
determinados assuntos, através de dindmicas que promovam a obtencéo de consenso entre

estes peritos (Pawlowski, Suzanne D, Okoli, 2004).

Apesar de entre 10 a 18 peritos para a constituicdo de um painel Delphi ser o recomendado
pela literatura, estudos demonstram constantemente que para questdes que solicitem a
apreciacao de um especialista, apesar da média de respostas individuais ser inferior a das
geradas um grupo responsavel por processos de decisdo, 0 método de Delphi consegue

gerir estas diferencas (Pawlowski, Suzanne D, Okoli, 2004).

De salientar que a técnica de Delphi tal como outros métodos que busquem alcancar o
consenso ndo devem ser vistos estratégia para alcancar novos conhecimentos, e sim para
uma melhor utilizacdo da informacdo disponivel, seja esta de carater cientifico ou

proveniente da sabedoria dos participantes no seu todo (Powell, 2003).

Tendo em consideracdo que uma intervencao, através de uma perspetiva biopsicossocial,
devera ter como foco principal ter uma visdo centrada nas alteracdes e problemas do
utente (Steiner et al., 2002). De um ponto de vista empirico revela-se importante a
obtencéo de informac&o por parte de profissionais de satde sobre principais necessidades

destes utentes de acordo com as experiéncias individuais vividas por cada.

Assim no contexto do projeto de investigacdo em estudo, os fisioterapeutas encontram-
se numa posicdo privilegiada que lhes permite, através da interacdo com estes utentes a
obtenc¢éo de dados através de uma avaliacdo holistica. Compreendendo desta forma tanto
as suas limitagbes como as suas capacidades funcionais. Como tal estes profissionais
poderdo identificar se os instrumentos de avaliacdo que utilizam respondem as suas
necessidades, neste estudo em concreto o exemplo do comprehensive core set da CIF para
a DM, tendo sempre em consideracdo a individualidade de cada utente (Awad &
Alghadir, 2013).
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Toda a informac&o anteriormente referida, revela-se pertinente na préatica da fisioterapia,
dado que posteriormente numa intervencdo mais objetiva, em conjunto com o utente,
cujos objetivos de tratamento desta possam ser direcionados quer para a prevencao,
manutencdo, ou reabilitacdo da condicdo clinica do individuo. Como também
relativamente a promoc¢do capacitacdo do mesmo, por forma a potenciar a suas
capacidades funcionais e este simultaneamente possa gerir a sua condicdo o mais
autonomamente possivel (Awad & Alghadir, 2013). Denotando-se igualmente a
importancia interacdo com familiares e outros facilitadores (equipas multidisciplinares)
por forma a controlar fatores como a duracdo e, ou a necessidade de desenvolver
processos adaptativos mais ou menos estruturantes para o utente e para sua familia a
diversos niveis como por exemplo aspetos econémicos e sociais (Pais, Guedes, &
Menezes, 2004).
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5. CONCLUSAO

O presente estudo pretendeu compreender a perspetiva dos fisioterapeutas, da regido
centro de Portugal, sobre os problemas mais comuns em utentes com DM, se encontram
identificados no comprehensive core set da CIF para a DM. Verificando-se assim, a
relacdo entre os problemas identificados pelos participantes em cada dominio com o core
set da CIF para a DM. Percebeu-se, deste modo, que das 99 categorias presente no
comprehensive core set para a DM, as quais correspondem trinta e seis categorias
relativas as funcGes do corpo, foram identificadas pelos participantes um total de 6
categorias que ja se encontram incluidas. Das 16 estruturas do corpo presentes no core
set, e do total de 2 categorias mencionadas pelos participantes, apenas 1 se encontrava
incluida. Em relacéo as dezoito categorias nas atividades e participacdo presentes no core
set, e de um total de 7 categorias mencionadas, encontravam-se incluidas 4 categorias.
Por altimo, das 29 categorias presentes na componente dos fatores ambientais no core set
para a DM, e de um total de 11 categorias identificadas pelos participantes, 8

encontravam-se presentes.

Verificando-se que dos dados obtidos identificou-se 7 categorias que nao se encontram
presentes no core set da CIF paraa DM. Para além disso, identificaram-se fatores pessoais
com relevancia para a caracterizacdo da condi¢do dos utentes com DM e que ndo se
encontram caracterizaveis quer no core set, como na CIF. Também conceitos especificos
foram identificados pelos participantes, relacionados com a condicdo da DM, e que ndo
apresentam mencionados nas categorias da CIF. Concluindo-se que existem categorias
com relevancia que deveriam de ser incluidas no core set da CIF para a DM.

Tendo em consideracdo os dados obtidos, torna-se importante propor aspetos a explorar
em futuros estudos. Uma amostra mais ampla sustentada pela elaboracdo de estratégias
que permitam uma maior adesdo dos participantes ou o alargamento da investigacdo a
outras regides de Portugal, de modo a obter um maior numero de dados e retirar melhores
conclusdes. A colaboragéo dos fisioterapeutas neste estudo apesar da amostra pouco
abrangente possibilitou a recolha de informagdes importantes e efetivas sobre o tema, mas
seria relevante, se como noutros paises, Portugal ponderasse a criacdo de um grupo
creditado de especialistas no tratamento de individuos com esta patologia. Para finalizar,
sendo que o modelo da CIF considera os individuos como um ser biopsicossocial e que

se encontra inserido em diversos contextos e com diversas condi¢des de saude, tornar-se-
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ia importante a elaboracdo de uma associacdo entre o estudo relativo a perspetiva do

fisioterapeuta com estudos que abordem a perspetiva dos utentes.
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ABSTRACT

Awad H, Alghadir A: Validation of the comprehensive international classification of
functioning, disability and health core set for diabetes mellitus: physical therapists'
perspectives. Am J Phys Med Rehabil 2013;92:968-979.

Objective: The Comprehensive International Classification of Functioning,
Disability and Health (ICF) Core Set for Diabetes Mellitus (DM) is an application of
the ICF and represents the typical spectrum of problems in functioning in patients
with diabetes. The aims of this study were to explore the content validity of this
Core Set from the perspectives of physical therapists (PTs) and to identify the most
common problems of patients with DM from the perspectives of PTs using the ICF.

Design: In this observational study, PTs experienced in DM treatment were
asked about patients' problems, patients’ resources, and aspects of environment
treated by PTs in their practices. The survey was conducted in three rounds using
the Delphi technique. Responses were linked to the ICF by two persons. The
degree of agreement was calculated using the kappa statistic.

Results: Twenty-four PTs, from 11 countries, answered in the first round;
23 PTs completed the second and third Delphi rounds. The PTs reached con-
sensus on 49 ICF categories; 73% of the ICF categories are represented in the
ICF Core Set for DM, whereas 27% of the categories are not represented in the
ICF Core Set for DM. Five concepts were linked to the ICF component personal
factors, which is not yet classified into detailed categories.

Conclusions; The validity of the ICF Core Set for DM from the perspective of
PTs was supported. From the perspective of the PTs, some additional categories
qualified for future inclusion in the ICF Core Set for DM. The ICF seems to provide
an effective framework describing functioning and disability in DM from the per-
spective of PTs.

Key Words: Comprehensive ICF Core Set for Diabetes Mellitus, International
Classification of Functioning, Disability and Health (ICF), Physical Therapists (PTs),
Rehabilitation, Diabetes Mellitus (DM)
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FIGURE 1 Structure of the ICF.

The objective of this study was to validate the
ICF Core Sets for DM from the perspectives of PTs.
The specific aims of this study were, first, to reach
consensus among the PTs on what their treatment
goals are with respect to patients’ problems and
resources as well as aspects of the environment seen
by the PTs in their daily practice in the diabetes
field. The results of this consensus process are then
compared with the categories of the first version of
ICF Core Sets for DM. Moreover, the most relevant
categories on which the PTs reached consensus
were identified.

MATERIALS AND METHODS

Delphi Method

The authors conducted a three-round E-mail
survey with the PTs using the Delphi technique.'™ 2
The Delphi technique is applied to gain consensus
from a panel of individuals with knowledge of the
topic being investigated.?! Those informed persons
are commonly referred to as participants.®* The
Delphi method is a multistage process in which each
stage builds on the results of the previous one, and
a series of rounds is used both to gather and provide
information about a particular topic. The technique is
characterized by its anonymity to avoid dominance of
single individuals in the group; iteration, allowing

panel members to change their opinions in subse-
quent rounds; and controlled feedback, showing
the distribution of the group’s response, as well as
each individual’s previous response.'® Delphi sur-
veys conducted in two or three rounds aim to in-
crease participant compliance and the stability of
the responses.?>2

Recruitment and Participants

In the preparatory phase of this study, associa-
tions of PTs were informed about the study by E-mail
and asked to name PTs who are especially experi-
enced in the treatment of DM. In addition, Internet
search and personal recommendations were used
to identify individual PTs experienced in the treat-
ment of DM. Purposive sampling is based on the as-
sumptions that a researcher’s knowledge about the
population can be used to handpick the cases to be
included in the sample.?®

The first contact to identify PTs experienced
in DM included an invitation to cooperate and a
detailed description of the project’s targets (the
functional limitation for DM), the Delphi process,
and the timeline. PTs who gave written consent
and who see persons living with diabetes in their
practice were included in the sample and received
the questionnaire of the first Delphi round. No
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Question:
What are the patients' problems, patients’ resources
1st and aspects of environment treated by physical
Round therapists in patients with DM?
- Linking of answers to ICF
- Feedback of ICF
categories (Code, title,
description of content)
Question:
Do you agree that this ICF category represents
2nd patients' problems, patients' resources or aspects of
Round the environment treated by physical therapists in
patients with DM? 1
- Calculation of frequencies
- Feedback of individual and
group answer
Question:
Taking into account the answer of the group and your
3rd individual arswer in the second round, do you agree
Round that this ICF category represents patients' problems, -—
patients’ resources or aspects of the environment
treated by physical therapists in patients with DM?

FIGURE 2 Description of the Delphi process.

knowledge about the ICF was required to partici-
pate in the Delphi process.

Delphi Process

To ensure that the participants of this study
were informed individuals concerning diabetes,
the initial information letter stated that partici-
pants should be “PTs experienced in the treatment
of DM.” The first contact included an invitation
to cooperate and a detailed description of the proj-
ect, the Delphi process, the timeline, and the ICF
book. Initially, an open-ended questionnaire inquir-
ing about problems and resources of DM, as well as
environmental aspects treated by the PTs, was used
to get an overview about the perspective of the PTs
in DM. In addition, the participants’ expertise was
documented by self-report on professional back-
ground, including current professional activity and
speciality, as well as duration of professional and
practical experience with DM.

The process and the verbatim questions of
the E-mail survey using the Delphi technique are
displayed in Figure 2. The participants had 2 wks
to mail their responses for each round. Reminders
were sent 1 wk and 2 days before the deadline.

All participants were asked to complete ques-
tions on their own demographic characteristics and
professional experience.

The first Delphi round consists of a question-
naire asking open-ended questions. The participants
were asked to answer the central research question:
What are the patients’ problems, patients’ resources,

wWww.ajpmr.com

and aspects of environment treated by PTs in patients
with DM?%

The responses were collected and linked to the
most precise ICF categories according to stan-
dardized and established linking rules.?"?® Two
health professionals trained in the ICF and espe-
cially in the Delphi technique were advised to link
each response to the ICF category representing
this response most precisely. The responses that
could not be linked to an existing ICF category were
categorized by the research team.

In the second Delphi round, the participants
voted with yes/no on the ICF categories linked to the
responses of the first round. The participants were
requested to agree or disagree whether the respective
ICF category represents patients’ problems, patients’
resources, or aspects of environment treated by PTs
in patients with diabetes.

In the third Delphi round, the participants re-
ceived the same list of ICF categories including their
own previous answer and the numbers of the par-
ticipants who voted that the category represents a
treatment goal for PTs and had a final vote with yes/
no (see Fig. 2).

Linking

An ICF category is coded by the component
letter and a suffix of one to five digits. The letters b,
s, d, and e refer to the components body functions
(b), body structures (s), activities and participation
(d), and environmental factors (e). Figure 1 explains
the components, chapters, and levels. In the ICF,
the components’ letters are followed by a one-digit
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number indicating the chapler, the oode for the
second bevel bwo dehiks], and the third & fourth
lewels fone digit eachh. & higher-level (more de-
lailed] category shares the lmeer-leve] cabeories
ol which @ & the mmember, that = the e of a
higher-lisel cabegory implies tat the lower-level
gy is applicahle but not the other way round.
fin gample (rom the component body functions
is prisentid below

b2 Semsory lunclions and pain (Aestichapher level)
2D Seneation of pain econd liel)
h2RIL Pain an bl part |thied level]
h2RILS Pain i L lissds {fourth level)

Each responde wis linkidd to the most precise
CF calepoey. Thi linkage was pevfcamed separately
by bwe Iramed Fealth professions® on thie basis of
standardized Tinking rules, ™ & response could he
Tirked bo several ICF cabepores, Consensis bebasen
Fiealth professionals wis uead o degide which ICF
cabepormes werd nelaled to e participands. In case
of disagreements belween e v healih peo-
fessionals, thie suppestid categories were discussed
by & team comwrsting of fwo FTs and two prpcholo-
(s, Oy [ Basits 0f this dscussion, a joint decsion
wag made, With regard In represeniation of the re-
spereses of e FT5 in the Comprehersiee ICF Coge
Sef for OM, all ICF cabepores that Fad reached
pingirca ke the physatherpists in this Del-
pihi stusdy were compared with the ICF categdories of
twe Camnprehersive ICF Core Set for OM.'®

Btatistical Analysis

Statistical analysh was performed using the
SA% for Wirdows wersion B, Descriptive statisbes
wire whed fo characterize the samgle amd the fre-
quencies of answers. The bevel of significance was
sef ko 084, Wappa statistics with Boolsbrapped conv
fiderae imtervalwere used Lo deoribe Lhe agragmin
hebweeem e two kealth profesana who perfarmed
the linking ™"

Regarding the T5% egreervenl colsll ased in
prevous shudie on the walidation of OF Cone, using
the same cutofl o the difenenl sludies makes it
possile for reseanchers bo Compant The resuls acres
shuthes ¥

RESULTS

Recruiiment and Participants

Eighty-seven general phisacal thesagy asoca:
tions were contached warldwidi by E-mal to inform
thisn aboul the progect. T authors abe aled
ihem wihathier thiy can prcwsde inlamation about

the projict bo therr members. Four B-malls were
road, delivered because of E-mad fulare; 83 associa-
tioms réceived the E-rmail and prossded the infor-
rivalsoe e muthors sesdd Chims aboul the pragd b
thiar membérs wia E-mail of By plating an adwr-
tisermenl on Ureeir Wiebaike,

Twenty PT: specigheed an DM condached the
princpal imestigalor (H, Awald) sfer Baving resd
the infermalion s agreed (o parbopste, Do the
base of personal mcommendalsng, sditong ten
IFT's were comtected using U snoraball dyslisn aik-
ing participants through e sical rebaar ks Bout
ather pertcipants wha mesl the elgibility crifisia
and could potentially contribute Lo the study) ™ A2
I = 3} agfriedl bor participate aedd sisrded thi st
roril The Delpb procedure wis conducing befween
Octcher 2008 and January 2009, The demograghic
ard professioeal characteristics of A eipen®s are
showen in Table .

Dalphi Procoss

Twerity-four FT experls, o b 30 who wiresd
Le panticipale, rispondad 1o the first round. Despite
the remimdiers, six participants never answered The
reasiers for dropout are unknown bo the authors.

Twenily-three, of 24 pasticipants, returned the
questionnain of the second and third rounds.

Amceg ke participants, 58% were men and
A3% wre woimen,

Tre parbcipants arewers were Bnled by e
imdependent health prolessionals (H. dwad, M.C) b
T4 different ICF cutedories thak ervberad the secsnd
[z Iphi rowred. After the thind round, 49 (B3] of the
TR ICF categomes reached conserd: ameng more
than T5% of the parficipants (Tablg 3)

Linkimg

A components ol e [UF were neprrsented
29 cabeporiss Belong i the BCF comporent body
functions (Tahle 3); 10 cabeporees, to body struc
baries (Table 4k 5 catepories, bo activities and par:
licipation (Table 5); and another 5 categories, to
erwvircamnendal faehers {Table 6],

Fivie vesporses that were linked bo the ICF
comnparent personal factors have not yet been clas-
pili i imn de tariled cabegories, These address attitudes
that may affect the patient’s abilities im mansg-
img histher disease ima positive or & negelive way,
An agreement of more than T3% among the par-
ticipanits of the third Delpha round was resched in
2l items “self-corfidence om one's owe elficEncy
and fitness™; “education-lifestyle, distass specific,
ranapgzment”; "sell-efficaiy—irdiidusl, g (i,
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TABLE 1 Attrition of the participants between the Delphi rounds
Ist Round 2nd Round  3rd Round Professional Self-rating
Experience DM Expertise
Country n n n Age (Range), Yrs (Range), Yrs (Range)”
Brazil 1 1 1 38 13 4
Canada 6 6 6 27-55 3-33 3-5
Germany 1 1 1 38 15 4
India 3 3 3 30-39 9-19 4
Iran 1 1 1 44 10 3
Malaysia 1 1 1 28 4 3
Mauritius 1 0 0 57 35 4
New Zealand 1 1 1 29 6 3
Qatar 1 1 1 53 29 4
South Africa 2 2 2 39-52 15-30 4-5
Switzerland 2 2 2 31-43 6-20 34
United States 4 4 4 32-51 10-30 5
Total 24 23 23 Mean, 40 (27-57) Mean, 16 (3-35) Mean, 4 (3-5) |
Demographics and professional experience of the participants: alphabetical order. |
“On a scale of 1-5: 1, low; 5, excellent.

Stanford Self-Management)”; “physical inactivity”;
and “sedentary lifestyle.”

Five responses were not covered by the ICF and
were defined as “not classified” (Tables 7 and 8).

Statistical Analysis

The « statistic for the linking of the participants’
answers to the ICF categories after the first round
was 0.58, with a 95% bootstrapped confidence in-
terval of 0.53-0.63.

Representation of the Responses of the
PTs in the Comprehensive ICF Core Set
for DM '

Altogether, 49 ICF categories reached consen-
sus among the PTs as treatment goals in the care of
patients with diabetes. Thirty-six (73%) of 49 ICF
categories are covered in the Comprehensive ICF
Core Set for DM, whereas 13 (27%) of 49 are not
covered (Tables 2-6).

DISCUSSION

This study reached consensus on treatment
aims among the PTs experienced in the treatment of
patients with diabetes., An E-mail-based Delphi
study enabled the participants from 11 countries
to exchange thoughts and reach consensus without
traveling time and costs. The anonymity of the
Delphi process limits participants to dominate others
who may be equally experienced but have a more
reserved, quiet personality. Therefore, the Delphi
process served as a reasonable method for content
validation of the first version of ICF Core Sets for DM,
which had been adopted by an international but
multidisciplinary group at a consensus conference
where all participants were in a room. '

A majority of PT treatment aims in patients
with DM (73%) are covered by the first version of
ICF Core Sets for DM. Allocation of these treatment
aims to the ICF components shows that nearly 60%
of PT treatment aims refer to body functions.

Within body functions, the ICF category b280
sensation of pain and its corresponding fourth-level

Comprehensive ICF Core Sets for DM

TABLE 2 ICF categories that reached consensus in the Delphi process and their representation in the

for DM

Body Body  Activities and Environmental Total
Functions Structure Participation Factors (%)
No. ICF categories that were identified by more 29 5 10 ) 5 49 (100)
than 75% of the respondents
No. categories covered in the ICF Core Set for DM 22 4 6 4 36 (73)
No. categories not covered in the ICF Core Set 1 4 1 13 (27)

www.ajpmr.com
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TABLE 3 ICF categories from the ICF component body functions that reached consensus among
more than 75% of the participants after the Delphi rounds and their implications on the
comprehensive ICF Core Set after the third round

3rd Round
ICF Code (n =23)

_ Implications on the
2nd 3rd 4th >75% Comprehensive ICF
Level Level Level ICF Category Title Agreement Core Set for DM
b130 Energy and drive functions 95.7 Covered

b1301 Motivation 957 Covered
b156 Perceptual functions 82.6 Not covered
b240 Sensations associated with hearing and 91.3 Not covered
vestibular function
b260 Proprioceptive function 100.0 Covered
b265 Touch function 95.7 Covered
b2702 Sensitivity to pressure 95.7 Covered
b280 Sensation of pain 100.0 Covered
b28013 Pain in back 91.3 Covered
b28014  Pain in upper limb 100.0 Covered
b28015  Pain in lower limb 100.0 Covered
. b28016  Pain in joints 100.0 - Covered
b410 Heart functions 82.6 Covered
h4200 Increased blood pressure 82.6 Covered
b455 Exercise tolerance functions 87.0 Covered
b4550 General physical endurance 87.0 Covered
b4552 Fatigability 91.3 Covered
b530 Weight maintenance functions 100.0 Covered
b710 Mobility of joint functions 95.7 Covered
b730 Muscle power functions 95.7 Covered
b7303 Power of muscles in lower half of the body 95.7 Covered
b735 : Muscle tone functions 91.3 Not covered
b740 Muscle endurance functions 95.7 Not covered
b749 Muscle functions, other specified 87.0 Not covered
and unspecified

b760 Control of voluntary movement functions 913 Not covered

b770 Gait pattern functions 91.3 Not covered

b810 Protective functions of the skin 82.6 Covered

b&20 Repair functions of the skin 87.0 Covered

b840 Sensation related to the skin 87.0 Covered

categories proved to be highly important for the tions and mainly related to the musculoskeletal
participants reflected in a high level of agreement.  system.>* Physical therapy offers various effective
Pain control is a goal in managing DM complica- nonpharmacologic approaches for pain relief, such

TABLE 4 ICF categories from the ICF component body structures that reached consensus among
more than 75% of the participants after the Delphi rounds and their implications on the
comprehensive {CF Core Set after the third round

ICF Code 3rd Round (n =23)  Implications

- on the

Comprehensive
ICF Core Set

2nd Level 3rd Level 4th Level ICF Category Title >75% Agreement for DM
s730 Structure of upper extremity 82.6 Not covered
s750 Structure of lower extremity 95.7 Covered
$7502 Structure of ankle and foot 95.7 Covered
s75021  Ankle joint and joints of foot and toes 95.7 . Covered
s8104 Skin of lower extremity 82.6 Covered
974 Awad and Alghadir Am. J. Phys. Med. Rehabil. . Vol. 92, No. 11, November 2013
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TABLE 5 ICF categories from the ICF component activities and participation that reached consensus
among more than 75% of the participants after the Delphi rounds and their implications on the
comprehensive ICF core set after the third round

ICF Code

3rd Round
(n=23) Implications on the
Comprehensive ICF

>75% Agreement

2nd Level 3rd-Level 4th Level ICF Category Title Core Set for DM
d410 i Changing basic body position 91.3 Not covered
d420 Transferring oneself 91.3 Not covered
d440 Fine hand use 783 Covered
d445 Hand and arm use 783 Not covered
d450 Walking 95.7 Covered
d4551 Climbing 95.7 Covered
d465 Moving around using equipment 91.3 Not covered
d5200 Caring for skin 87.0 Covered
d5701 Managing diet and fitness 783 Covered
d5702 Maintaining one’s health 87.0 Covered

as using transcutaneous electrical nerve stimula-
tion and interferential therapy as criterion-standard
therapies for the relief of neuropathic pain, and has
proven benefits in the management of painful dia-
betic neuropathy, edema (buildup of fluid in tissue),
and resistant foot ulcers.3536

According to this study, PTs are closely in-
volved in the treatment of b530 weight maintenance
function; b455 exercise tolerance functions; b730
muscle power functions and cardiovascular prob-
lems, including b410 heart function and b4200 in-
creased blood pressure; b265 touch functions; and
skin problems (b810-b849).">3738 Such categories
represent the role of PTs in the management of
diabetes; a study comparing the effects of aerobic
training, resistance training, or both types of exer-
cise in people with type 2 diabetes concluded that
patients in each of the exercise groups had better
changes in hemoglobin A, values.>® In addition, a

Cochrane review looked at trials comparing aerobic,
fitness, or progressive resistance training exercise
with no exercise and emphasized that the impor-
tance of exercise programs in patients with type 2
diabetes is related to drops in hemoglobin A,
values.*” Category b210 seeing functions did not
reach a high level of consensus among PTs (>30%)
as a treatment goal. This sheds the light on the fact
that PTs do not consider this category as part of
their treatment goals.

In the current version of the ICF Core Set for
DM, categories for lower extremity complications in
diabetes include b810 protective functions of the
skin, b820 repair functions of the skin, b770 gait
pattern functions, s750 structure of lower extrem-
ity, s7502 structure of ankle and foot, and s8104
skin of lower extremity. Approximately 40%—60% of
all lower extremity amputations are performed in
patients with diabetes.*!

TABLE 6 ICF categories from the ICF component environmental factors that reached consensus among
more than 75% of the participants after the Delphi rounds and their implications on the
comprehensive ICF core set after the third round

ICF Code
2nd 3rd  4th

3rd Round
(n =23)

_ Implications

>75%  on the Comprehensive

Level Level Level ICF Category Title Agreement ICF Core Set for DM
ell5 Products and technology for personal use in daily 78.3 Covered
living
ell51 Assistive products and technology for personal use in 78.3 Covered
daily living
el1201 Assistive products and technology for personal indoor 87.0 Not covered
and outdoor mobility and transportation
e355 Health professionals 82.6 Covered
5800 Health services 87.0 Covered
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TABLE 7 Responses that were linked to the ICF
component personal factors
3rd Round
(n =23)

Linking >75% Agreement
Self-confidence on one’s own 100.0

efficiency and fitness
Education-lifestyle, disease 95.7

specific, management
Self-efficacy—individual, group 91.3

(i.e., Stanford Self-Management)
Physical inactivity 100.0
Sedentary lifestyle 100.0

Percentage of the participants who considered the respective

response as relevant after the third round.

A small number of the participants’ responses
were linked to ICF categories assigned to the
component body structures. This suggests that PTs
focus more on body functions rather than body
structure. The structure of the foot, s7502 structure
of ankle and foot, is affected by DM; various foot
structures are thought to influence forefoot plantar
pressures during walking. High peak plantar pres-
sures during walking in people with diabetes and
peripheral neuropathy can cause skin breakdown
and foot structural changes (i.e., foot deformities).*?
Hence, the inclusion of the category s7502 struc-
ture of ankle and foot into the ICF Core Set for DM
might be indicated.

Regarding the component activity and partici-
pation, mobility and self-care are main working
sectors of PTs.3738 Therefore, the categories d570
looking after one’s health, d5701 managing diet and
fitness, and d5702 maintaining one’s health were
key categories with high level of agreement among
the PTs in this study. Within the component envi-
ronmental factors, the categories, namely, category
el151 assistive products and technology for per-
sonal use in daily living, reached high agreement.
This category subsumes an enormous diversity of
assistive devices, which may include the devices that
are designed to address body impairment, activity
limitation, or participation restriction. PTs provide
advice in the clinical determination of prosthetic
aids and their functional goals and also guide and
teach their patients about other assistive devices for
proper activities and participation performance in
their daily living.***

However, 13 categories have been identified by
the PTs as treatment aims in this study but are not
covered in the Comprehensive ICF Core Set for DM,
as presented in Tables 3-6, for instance, category

b770 gait pattern functions. Understanding the gait
in subjects with diabetes is vital because of its link
to diabetic foot ulcer development and skin prob-
lems. Some gait parameters, namely, variation
of step time and/or step width, are known to be
associated with an increased risk for falls.*> As in
a geriatric population, these parameters are also
associated with fall risk in patients with diabetes.*8
Changes in gait may be caused by muscle or joint
or bone abnormality; hence, physical therapy may
shed light on gait changes at the early stage of
diabetes to prevent risk for fall and diabetic foot
ulceration. As another example, categories such
as d410 changing basic body position and d420
transferring oneself were not covered in the Com-
prehensive ICF Core Set for DM. This emphasizes
the perspective of healthcare professionals because
the Comprehensive ICF Core Set for DM has to
include all relevant categories from the perspective
of different health professionals by adding all rele-
vant categories after any validation to modify the
Comprehensive ICF Core Set. One may argue that
the development process of the ICF Core Set for DM
was influenced by health professionals centrally
involved in DM (i.e., physicians). Hence, modifica-
tion in the ICF Core Set could be useful to have a
wider spectrum to cover all ICF domains in DM
from the perspective of a multiprofessional team.
A large number of the participants’ responses
were identified as personal factors according to the
ICF language. Personal factors are contextual fac-
tors that relate to an individual such as age, sex,
education, habits, coping styles, overall behavior,
character style, and individual psychologic assets.®
However, these are not yet classified into detailed
ICF categories in the ICF. Some personal factors
may contribute to disability by mediating from pain

TABLE 8 Responses that could not be finked to a
specific ICF category because the
concept is not covered by ICF

3rd Round
(n=23)
Linking >75% Agreement
Edema 100.0
Safety issues, for example, walking 91.3
in the neighborhoods
Frequent falls 95.7
Amputation at different levels 100.0
Balance problems 100.0

Percentage of the participants who considered the respective
response as relevant after the third round.
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to disability."” The personal factors identified in
this survey mostly refer to coping and lifestyle. A
person’s coping style is one of the most widely
recognized personal factors that affect the experi-
ence of disability.*® There is a consensus in litera-
ture that personal factors such as coping styles, self-
efficacy, self-esteem, and optimistic attitude modify
the degree of disability, physical activity function-
ing, and psychologic well-being in patients with
chronic illnesses.*3° Increasing patients’ knowl-
edge of disease and treatment and improving coping
with disease are common goals of education and
self-management programs in which PTs may involve.
The findings stress the need to develop the ICF com-
ponent personal factors. Otherwise, a description of
relevant aspects that influence patients’ functioning
and health will not be comprehensive and complete.

Five answers that could not be linked to the ICF
but are still of great interest to PTs in clinical practice
are safety issues, frequent falls, edema, amputation
at different levels, and balance problems. PTs treat
many diabetic foot complications, including edema
and amputation at different levels, that need reha-
bilitation to have a better quality-of-life and to obtain
balance through walking. Amputations, as such, are
not an ICF category but are still covered within the
ICF qualifiers, and the nature of the structural im-
pairment can be documented here. Assessing and
improving mobility are among the primary goals of
rehabilitation for people with lower limb amputa-
tions. Indeed, the role of PTs in wound management
in the United States has expanded and now covers
patient and wound evaluation, dressing selection and
application, debridement, orthotic-prosthetic train-
ing for amputees, and orthotics or total-contact cast
fabrication for offloading the diabetic foot; pressure
mapping for wheelchair and bed surfaces; edema
management; and enhancement of wound healing
with biophysical technologies.”!

However, there are some limitations regarding
the external validity of this study. Because PTs of
(only) 11 countries participated in this study, this
sample cannot represent the full spectrum of PTs
experienced in the care of patients with DM world-
wide. Further validation studies with PTs from other
countries and other Delphi studies focusing on other
health professions involved in the treatment of pa-
tients with diabetes are needed.

CONCLUSIONS

The content validity of the Comprehensive ICF
Core Set for DM was supported by the PTs. The
PTs mentioned the most relevant categories in

www.ajpmr.com

the Comprehensive ICF Core Set for DM and
addressed additional items/answers (not covered in
the Comprehensive ICF Core Set) that could be
included in a future updated version of the Com-
prehensive ICF Core Set for DM. As such, the ICF
proved to be an effective classification for func-
tioning and disability in patients with DM from the
perspectives of PTs.
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1 Background

1.1 Rheumatoid arthritis and disability

Rheumatoid arthritis (RA) is a chronic disabling disease. The prevalence of
RA in most industrialized countries varies between 0.3% and 1%, whereas in
developing countries it is at the lower end of this range [1]. Patients with RA may have
a shorter life expectancy [2,3] and disability in RA patients may be serious [4,5,6,7]. It
frequently affects patients in their most productive years and thus disability results in a
major economic loss [8,9]. In a comprehensive review it was found that at least 75%
of the total costs of this illness are due to the indirect costs of the relatively high work
disability rate. Moreover, the range of costs in the studies is remarkably similar, with
direct costs of between $4 and $6000 per year in constant dollars and indirect costs of
between $12 and $24,000(8].

The RA disease process may lead to impairments in functions and structures
of the body including musculoskeletal pain, fatigue, joint stiffness, joint swelling, loss
of range of motion, muscular weakness, and joint damage. Such impairments are
followed by limitations of physical activities [10] and restrictions in participation [11].
The relationships between impairments, activity limitations and participation
restrictions can in turn be influenced by the disease process itself and by contextual
factors including social support and job demands [11]. Current recommendations
regarding assessment of the disease and disease consequences, for example in trials
of anti-rheumatic drugs include the recommendation to measure functioning mainly
referring to physical function [12]. Accordingly, measures of function such as the Health
Assessment Questionnaire (HAQ) [13], the Arthritis Impact Measurement Scales
(AIMS) [14], or the McMaster Toronto Arthritis Patient Preference Disability
Questionnaire (MACTAR) [15] are increasingly used in RA studies [16]. However,
condition-specific measures, arguably with the exception of the AIMS [14,17], which

can be considered a generic instrument specific for RA, typically cover only selected



aspects of the whole patient experience associated with RA. Also, the measures vary
quite considerably regarding the concepts included [18]. It is also important to
recognize that these measures have been developed to measure the disease
consequences but not to measure functioning and health not only associated with the
disease process of RA but also with environmental and personal factors [19]. These
instruments have been developed according to the medical perspective and in line with
the current concept in outcomes and quality-of-life research of condition-specific
measures [20], i.e., they are based on the assumption that different conditions are
associated with salient patient problems in functioning. The individual influence of the
environment and personal factors is, however, rarely taken into account [21,22]. In
addition, widely used RA-specific health-status measures, like the HAQ, mainly
address activities far more than participation [23]. However, the patients’ experience
of functioning is determined by their interaction with the environment and their own
personal characteristics and not only by the health condition [24,25,26,27]. RA is also
very much associated with the inability to continue working, ultimately leading to the
experience of restriction in participation [4,28,29,30]. Thus, a very comprehensive
approach is required when addressing RA. Therefore, these measures may not be
ideal for rehabilitation where functioning and health is not primarily an outcome but the
starting point in the diagnosis or the assessment of a patient. It would therefore be
valuable for teaching, clinical practice and research to define what should be measured
to represent comprehensively the experience of patients with RA. To achieve this goal,
we need a comprehensive framework and classification, which can serve as a
universal language understood by health professionals, researchers, policymakers,

patients, and patient organizations.



1.2 The International Classification of Functioning, Disability and
Health (ICF)

Precise knowledge of patients’ RA related disability and functioning is
necessary in health services provision and research. Clinical management, but also
epidemiological and clinical research, depend on the careful detection of functioning

problems, as well as resources, in patients with a chronic health condition.

With the approval of the World Health Organization’s (WHO) International
Classification of Functioning, Disability and Health (ICF) [31], we can now rely on a
globally agreed framework and classification to define the typical spectrum of problems
in functioning of patients with RA. The ICF provides a comprehensive conceptual
framework and a unified standardized language to describe health and health related
states, both at the individual, as well as at population levels. It establishes the basis for
a more comprehensive description of the experience of patients suffering from a
determined disease. The ICF has been developed to complement the diagnostic
information provided by the International Statistical Classification of Diseases and
Related Health Problems (ICD-10) [32].

The ICF is based upon a biopsychosocial perspective, which aims to integrate
different perspectives of health into one unified and coherent view. The model relates
to six components of health: the Health Condition, Body Functions and Structures,
Activities, Participation, Environmental Factors, and Personal Factors. The central
concepts within this biopsychosocial perspective are functioning and disability.
Functioning is an umbrella term for intact body functions and body structures, activities
and participation. Functioning denotes the positive or neutral outcome of the
bidirectional complex interaction between an individual with a health condition and his
or her context. The complementary term disability is an umbrella term to denote
impairments of body functions and structures, activity limitations and participation
restrictions. Disability is the negative outcome of the interaction between an individual
with a health condition and his or her context. The current understanding of the
interactions of the components of functioning, disability and health within a

biopsychosocial perspective is depicted in Figure 1[31].
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Figure 1 The biopsychosocial perspective of functioning, disability and health [31]

The ICF as a classification reflects the underlying biopsychosocial
perspective. The ICF provides a list of Body Functions, a list of Body Structures, a joint
list of Activities and Participation, and a list of Environmental Factors. Personal Factors
are not implemented as a part of the classification, yet. Moreover, health conditions
are not classified by the ICF, but are classified by the ICD-10 [32]. The ICF as a
classification is a listing of categories, which are the units of the classification. The ICF
contains more than 1400 so-called ICF categories, each allotted to the named
components according to the biopsychosocial perspective with the exception of the
component Personal Factors. Each ICF category is denoted by a code composed by
a letter that refers to the components of the classification (b: Body Functions; s: Body
Structures; d: Activities and Participation and e: Environmental
Factors) and is followed by a numeric code starting with the chapter number (one digit),
followed by the so-called 2" level (two digits) and the 3" and 4™ levels (one digit each).
All ICF categories are accompanied by definitions, examples, inclusion, and exclusion
criteria. The ICF categories are organized within a hierarchically nested structure.
Consequently, a lower level category shares the higher level
category of which it is a member, i.e., the use of a lower level (more detailed) category
automatically implies that the higher level category is applicable, but not the



other way round. An example from the component Body Functions is presented in

the following:
b Body Functions (ICF component)
b2 Sensory functions and pain (1% level = ICF chapter)
b280 Sensation of pain (2" level ICF category)
b2801 Pain in body part (3" level ICF category)
b28010 Pain in head and neck (4" level ICF category)

The endorsement of the ICF by the Word Health Assembly (WHA) in May
2001 marks an important milestone in health services provision and research and
especially in the field of rehabilitation [33]. Since the ICF has been developed in a
worldwide, comprehensive consensus process over the last few years and was
endorsed by the WHA as a member of the WHO Family of International Classifications,
it is likely to become the generally accepted framework to describe functioning and
health. The potential uses of the ICF are numerous. With the ICF, not only an
etiologically neutral framework, but a globally-agreed-on language and a classification
is available to describe functioning both on the individual and the population levels and
from both the patient perspective and that of the health professionals. Therefore, the
ICF provides a universal terminology to describe functioning and disability, which is
applicable independent of a specific disease or health condition, etiology and
pathogenesis, of the profession or specialization of the user, of time, place, culture,
country, or health care system. The ICF is a multipurpose flexible tool that allows
describing health in individuals or groups, comparing different health conditions,
persons, defined groups, time points, countries, and health care systems. It
represents a useful common platform to communicate in a multi-professional team,
between different departments or facilities, between clinicians and scientists,
politicians, decision-makers, and not least, to communicate with the patients
[18,31,34,35]. The ICF can be used in clinical practice and rehabilitation to structure
and to lead through, thus to facilitate the rehabilitation process. It can provide a
standardized frame for rehabilitation understood as a problem solving process with its
steps: assessment and goal setting, assignment, intervention, and evaluation [19,36].

It can be used in teaching and education of



health professionals [37,38] but also to aggregate information, e.g. for health reporting
purposes, public health information systems and epidemiology to build the necessary
evidence basis for individual clinical, population-based institutional, or political
decisions [39]. Also, the ICF is a useful tool for research, e.g. to select and to describe
study populations, and also as a heuristic tool to clarify concepts, to generate and test

hypotheses, or to explain health states.

All member states of the WHO are now called upon to implement the ICF in
multiple sectors that include, among other things health, education, insurance, labour,
health-and-disability policy, statistics, etc. However, the ICF has to be tailored to suit
these specific applications [33]. In the clinical context, the main challenge is the length
of the highly comprehensive classification with it's over 1400 categories. This
comprehensiveness is a major advantage and strength of the ICF. But at the same

time it is the major challenge to its practicability and feasibility.

1.2.1 The development of ICF Core Sets

To enhance the applicability of the ICF classification, ICF-based tools need to
be tailored to the needs of the users, without forging the strengths of the ICF [40]. One
approach to enhance the application of the ICF is the development of so-called ICF
Core Sets for specific health conditions [33,41]. Within this approach functioning and
disability are explicitly connected to a defined health condition. This accords with the
biopsychosocial perspective and with the requirement of the joint use of the ICF
together with the ICD, as intended by the WHO. The WHO has recognized that in
everyday clinical practice, only a fraction out of the total number of the ICF categories
will be needed [42].

Accordingly, ICF Core Sets are practical tools that represent a selection of
categories out of the whole classification. ICF Core Sets for specific health conditions
are short lists of such ICF categories that are relevant to most patients with the
respective condition [40,41]. Scientifically based internationally agreed ICF Core Sets

for 12 chronic health conditions have been developed in a collaborative project of the



Ludwig-Maximilian University, Munich with the Classification, Assessment, Surveys
and Terminology Group (CAS) of the WHO, and together with partner organizations

worldwide, for the following chronic health conditions [41]:

o Breast Cancer [43]

e  Chronic Ischemic Heart Disease [44]
e  Chronic Widespread Pain [45]

o Depression [46]

o Diabetes Mellitus [47]

o Low Back Pain [48]

e  Obesity [49]

e  Obstructive Pulmonary Diseases [50]
e  Osteoarthritis [51]

e  Osteoporosis [52]

o Rheumatoid Arthritis [53]

e  Stroke [54]

The ICF Core Sets for patients with a determined health condition (‘condition-
specific ICF Core Sets’) represent a selection of ICF categories out of the entire
classification which can serve as standards for the reporting of functioning and health
for clinical studies and clinical encounters or as standards for multiprofessional,
comprehensive assessment under consideration of influential Environmental Factors.
Since the condition-specific ICF Core Sets address aspects within all the components
of the ICF (Body Functions, Body Structures, Activities and Participation,
Environmental Factors) they present a broad, condition-specific perspective that may

reflect the whole health experience of patients.

For each of these chronic health conditions listed above two types of ICF Core
Sets have been developed. Comprehensive ICF Core Sets include the prototypical
spectrum of problems in functioning in patients with a specific condition. They have
been developed to guide multi-professional comprehensive assessment and to include
as few as possible, but as many as necessary ICF categories to sufficiently describe
patients’ functioning. The Brief ICF Core Sets can serve as minimum data sets to be

reported in every clinical study and to be assessed at any



clinical encounter involving patients with the specific health condition. They include the
most important ICF categories in any situation, setting, country or culture [40,41]. Using
the universal terminology of the ICF, condition-specific ICF Core Sets preserve all
advantages and potentials of the classification, at the same time by their manageable

size enhancing its feasibility for the application field of a particular health condition.

The development of ICF Core Sets for 12 chronic health conditions is
conceived as an evidence-based scientific process and at the same time as a
consensus process. Preparatory studies have been conducted to provide the evidence
basis for selecting the relevant categories for the ICF Core Sets. The preparatory
studies for each health condition included a Delphi exercise to represent the health
professionals’ perspective [55], a systematic review on outcomes used in randomized
clinical trials (RCTs) to represent the researchers’ perspective [56,57,58,59], and an
empirical data collection based on the WHQO’s ICF Checklist [60] representing the
perspective of patients undergoing inpatient or outpatient rehabilitation [61]. The ICF
categories to be included in the first versions of the ICF Core Sets were identified in
international consensus conferences by the means of a formal decision-making and
consensus process integrating the evidence gathered from the preparatory studies
[41].

1.2.2 ICF Core Sets for rheumatoid arthritis

In line with the general definition of ICF Core Sets, the ICF Core Sets for
rheumatoid arthritis (RA) [53] are selections of salient ICF categories out of the whole
ICF classification, which describe the typical spectrum of problems in RA patients’
functioning based on the universal language of the ICF. Seventeen experts (7
physicians with at least a specialization in physical and rehabilitation medicine, 7
rheumatologists, 1 nurse, 1 occupational therapist, and 1 physical therapist) from 12
different countries attended the consensus conference for the ICF Core Sets for RA
[53].

10



The total number of ICF categories in the Comprehensive ICF Core Set for
RA is 96. These 96 ICF categories are made up of 25 (26%) categories from the
component Body Functions, 18 (19%) from the component Body Structures, 32 (33%)
from the component Activities and Participation, and 21 (22%) from the component
Environmental Factors. Fifteen of the 25 ICF -categories of the
component Body Functions are at the 2", five at the 3™ and five at the 4™ level of the
ICF classification. The 15 ICF categories at the 2" level represent 13 percent of the
total number of categories at the 2" level in this component. Most of the categories of
the Body Functions belong to chapter 7 ‘Neuromusculoskeletal and movement- related
functions’ (8 categories). The ICF categories included in the Comprehensive ICF Core
Set for RA are shown in Appendix 1.

With respect to the ICF categories at the 2" level contained in the
Comprehensive ICF Core Set for RA the Brief ICF Core Set for RA includes 8 (53%)
categories from the component Body Functions, 7 (88%) from Body Structures, 14
(44%) from Activities and Participation, and 10 (48%) from Environmental Factors. The
8 ICF categories of the component Body Functions represent 7 percent, the 7
categories of the component Body Structures 13 percent, the 14 categories of the
component Activities and Participation 12 percent , and the 10 categories of the
component Environmental Factors 14 percent of the total number of ICF categories at
the 2" level in their respective components. Appendix 2 shows the ICF categories that
have been selected for the Brief ICF Core Set for RA.

The Comprehensive ICF Core Set for RA is one of the largest ICF Core Sets
developed for the 12 chronic health conditions. The fact that 96 ICF categories
covering all components of the ICF classification and covering all 9 chapters of the
component Activities and Participation were included in the Comprehensive ICF Core
Set for RA reflects the multiple and important impairments, limitations and restrictions
of Activities and Participation involved, as well as the numerous interactions with

Environmental Factors.

11



Like all other 11 condition-specific ICF Core Sets, the Comprehensive ICF
Core Set for RA is now undergoing worldwide testing and validation using a number of
approaches including an international multicentre validation study and validation from
the perspective of health professionals [62]. Another key aspect is the validation from
the patient perspective. While the patient perspective was implicitly included in the
development of ICF Core Sets [61], the patients now will be explicitly involved in the
process of the validation of condition-specific ICF Core Sets. When measuring and
assessing daily functioning in people with RA from a comprehensive perspective in
rehabilitation, it is important to include the patient perspective because personal values
for outcomes vary between and within patients and professionals [63,64]. As standards
of functioning and health in research and clinical practice, the ICF Core Sets have to
show that they address the perspective of those who experience the disease.

However, no methodology has been so far developed to validate the condition-
specific ICF Core Sets from the patient perspective and most specifically, the ICF Core
Sets for RA.

1.3 Qualitative methodology: exploring the patient perspective

Qualitative methodology has gained recognition in health science research in
recent times and is now widely used and increasingly accepted in health research and
health-related sciences [65,66,67], particularly in rehabilitation research [68]. To obtain
a rich and comprehensive view on a specific research topic qualitative methods are
often included in mixed-methodology-studies together with quantitative methods
[69,70,71]. Qualitative methodology provides the possibility to explore the perspective
of those who experience a health problem, i.e. the so-called patient perspective
[72,73]. Unlike quantitative methods (e.g. survey research) qualitative methods allow
the individuals to respond in their own words, using their own categorizations and

perceived associations. However, they are not completely

12



lacking in structure, because the researcher does raise questions to guide the data

collection [74].

Two of the most broadly used methodologies in qualitative research are focus
groups [75,76,77] and individual interviews [78,79]. Focus groups are “carefully
planned series of discussions designed to obtain perceptions on a defined area of
interest in a permissive, non-threatening environment” (p. 5) [80]. They are especially
useful for studies that involve complex issues that entail many levels of feeling and
experience [81]. “The basic goal in conducting focus groups is to hear from the
participants about the topics of interest to the researcher” (p. 11) [82]. The idea behind
this methodology is that group processes can help people to explore and clarify their
views [83]. The non-directive nature of focus groups affords participants an opportunity
to comment, explain, disagree and share experiences and attitudes [84]. Focus groups
generate a rich understanding of people’s experiences and beliefs [85]. Carey outlined
the advantages of the focus group methodology, which is “especially well suited for
problems in health research where complex clinical issues are often explored through
a qualitative approach” (p. 227) [86]. Focus groups differ from individual interviews in
that the interaction and group process can enrich the information generated within a
group of individuals [74,75]. To attain the so-called triangulation of methodology
sometimes both methods were used for data collection in one and the same study.
Triangulation addresses the issue of internal validity by using more than one method
of data collection to answer a research question [87,88]. The data proceeding from
the two methods are usually reported together without any differentiation regarding
their “origin”. It is commonly assumed that focus groups revealed a larger number of
ideas and statements in comparison to individual interviews [89,90,91]. Focus groups
are, however, associated with more time and effort (e.g. more resources, participants,
costs), and a greater tendency for logistic problems. In general, these assumptions
were drawn without any evidence from the collected data.

Only a few studies compare focus groups and individual interviews in a
structured way. Thomas and colleagues reported that certain concepts were more

likely to occur in focus groups than in individual interviews [89]. However, no
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difference was found between the two methods in the depth of data generated. The
authors also described logistic problems with focus groups and were able to conduct
a far greater number of individual interviews. In marketing research, Fern
systematically tested the effect of group size on response quantity and quality in focus
groups and the effect of the number of individual interviews [92]. In contrast to Thomas
and colleagues the author reported that individual interviews generated significantly

more ideas and significantly higher quality of ideas than focus groups.

There seems to be out of question that focus groups and individual interviews
are methodologies of first choice when exploring the patient perspective. However, no
recommendations can be provided so far regarding which methodology should be used
in which situation, especially when the patient perspective is explored within the
context of the validation of the ICF Core Sets.

The comparison of results proceeding from both methodologies can be
facilitated by using a common reference. It can be assume that the ICF can be
successfully used for this purpose [93,94] when the information gathered from patients
refers to functioning and disability.
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2 Research objectives

The overall objective of this doctoral thesis is to identify the most appropriate

method to validate condition-specific ICF Core Sets from the patient perspective.

The specific aims are 1) to compare the advantages and disadvantages of two
qualitative methods when used to validate ICF Core Sets from the patient perspective,
2) to develop a protocol to validate ICF Core Sets from the patient perspective to be
used for different health conditions and in different countries and 3) to examine the
content validity of the Comprehensive ICF Core Set for RA applying the selected
method.

With respect to these specific aims the doctoral thesis is subdivided into three
parts. The first part presents an analysis of qualitative data obtained from two
qualitative studies to establish the most appropriate method to validate condition-
specific Comprehensive ICF Core Sets. The following part illustrates the development
of a protocol regarding the validation of condition-specific ICF Core Sets from the
patient perspective with respect to the results reported in the previous part. Finally, the
last part presents the results of the validation of the Comprehensive ICF Core Set for
RA from the patient perspective using the method that was considered most
appropriate. Each of these parts contains a respective discussion section referring to

the specific results.
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3 Development of a method to validate ICF Core Sets
from the patient perspective: Comparison of two
gualitative methods

3.1 Objective

The general objective of this part of the doctoral thesis is to compare the
advantages and disadvantages of two qualitative methods when used to validate ICF
Core Sets from the patient perspective. To reach this objective two qualitative methods
— focus groups and individual interviews — and two different approaches used in both
methods — ‘open approach’ and ‘ICF-based approach’ — are examined to come
forward with the most appropriate method to validate ICF Core Sets from the patient

perspective.

3.2 Methods

3.2.1 Design

Two studies were conducted with RA patients using two qualitative methods,
namely focus groups and individual interviews. To come forward with an appropriate
method to validate Comprehensive ICF Core Sets from the patient perspective for each
of the two methods two different approaches were used — the so-called ‘open
approach’ and the ‘ICF-based approach’. The two methods with their respective
approaches were compared with regard to (1) formal aspects (costs of the methods
applied) and (2) the results obtained (content).
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In both approaches open-ended questions asking the patients to name their
problems in Body Functions, Body Structures, and Activities and Participation were
used. Furthermore, the participants were asked about Environmental Factors (barriers
and facilitators) influencing their everyday life (see Table 1). In the ICF- based
approach, each of the titles of the ICF chapters from which categories are included in
the Comprehensive ICF Core Set for RA were additionally presented to the participants

to stimulate the naming of problems.

Both studies were approved by the institutional review boards of the Medical

University of Vienna and the Ludwig-Maximilian University Munich.

3.2.2 Participants

Sampling of participants

In focus groups and individual interviews patients with RA diagnosed
according to the revised ACR criteria [95] who were willing to participate gave written
informed consent according to the Declaration of Helsinki 1996. Participants were
selected by the maximum variation strategy [96] based on the criteria disease duration

and age group.

Specifics in focus groups

All patients who had been treated in the day clinic of the Department of
Physical Medicine and Rehabilitation of the Ludwig-Maximilian University in Munich at
any time since 2001 were contacted by mail and asked whether they would like to
participate in the study. Further participants were recruited from the German self-help
service (‘Deutsche Rheuma-Liga e.V.’). The group size was set at a maximum of seven

persons to represent different opinions and facilitate interactions.

Specifics in individual interviews

All patients who had appointments on five consecutive, randomly selected

days in the outpatient department of the Rheumatology Outpatient Clinic of the
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Vienna Medical University were asked whether they would like to participate in the

study.

Sample size

The sample size was determined by saturation of data. Saturation refers to
the point at which an investigator has obtained sufficient information from the field
[80,96]. A detailed description of saturation is given in paragraph 3.2.4 ‘Data analysis:

saturation of data’.

3.2.3 Data collection

Focus groups and individual interviews were conducted in a non-directive
manner according to a guideline, including open-ended questions (see Table 1) and
further instructions (e.g., procedure of the session, technical aspects). At the beginning
of each focus group and individual interview, the procedure of the session was
explained to the participants. Then one of the two different approaches was performed
(open approach or ICF-based approach). In the ICF-based approach the model of the
ICF was presented in layman terms to the participants. The open-ended questions (see
Table 1) and the titles of the chapters (only ICF-based approach) were presented
visually to the participants. At the end of each focus group and interview, a summary
of the main results was given to the participants allowing them to verify and amend
emergent issues. The two approaches were conducted alternately.

ICF components Open-ended questions
b Body Functions If you think about your body, what functional problems do you have?
s Body Structures If you think about your body, where are your biggest problems?

d Activities & Participation | If you think about your daily life, what are your biggest problems?

e Environmental Factors If you think about your environment, factors in your surroundings, and
your living conditions,
- what do you find helpful or supportive?
- what do you find cumbersome?

Table 1 Open-ended questions of focus groups and individual interviews
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Both the focus groups and the individual interviews were digitally recorded and
transcribed verbatim. For each method and each approach applied the following

variables were recorded:

e  Characteristics of participants

e Time needed to conduct the studies, especially for the (a) recruitment of
participants, (b) preparation of the sessions, (c) duration of the sessions
(including a short break of 10 minutes in the focus groups), (d)
transcription of the sessions, (e) data check of the transcripts, (f) analysis
of the data, (g) peer review process, and (h) overall time needed to
perform the studies

e Frequencies of concepts identified by the participants’ statements (see

3.2.4 ‘Data analysis: Qualitative analysis’)

e Frequencies of ICF categories linked to the identified concepts (see
3.2.4 ‘Data analysis: Linking to the ICF)

e  Frequencies of ICF categories of the Comprehensive ICF Core Set for
RA confirmed from the patient perspective using the methods and
approaches applied (see 3.2.4 ‘Data analysis: Confirmation of the
Comprehensive ICF Core Set for RA")

Specifics in focus groups

The focus groups were conducted by the author of this doctoral thesis and one
group assistant, who observed the group process and recorded the data. Additionally,
the assistant filled in field notes according to a standardized coding schema. Field
notes refer descriptive observations of the group interaction and of the topics of
discussion. The open-ended questions and the titles of the chapters (only ICF-based
approach) were presented visually to the participants by a PowerPoint presentation.
After each focus group a debriefing with moderator and assistant took place to review

the course of the respective focus group.
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Specifics in individual interviews

The individual interviews were conducted by another investigator under the
supervision of the autor of this doctoral thesis. The open-ended questions and the titles
of the chapters (only ICF-based approach) were presented visually to the participants

by a hardcopy.

3.2.4 Dataanalysis

Descriptive statistics

The number of patients participating in both methods and approaches, and
descriptive statistics of the variables ‘gender’ (n), ‘age’, ‘disease duration’ (x, sd) and
‘time’ (x, sd, sum) were calculated. The Fisher's Exact Test (gender) and the
independent t-test (age, disease duration) were performed to compare participants’
characteristics regarding the two methods applied. A probability value of less than
0.05 was considered significant. The statistical analyses were performed by using
SPSS for windows 14.0 (SPSS Inc., Chicago, lllinois, USA).

Qualitative analysis

The so-called ‘meaning condensation procedure’ [78] was used for the
qualitative analysis of data. In the first step, the transcripts of the focus groups and
individual interviews were read through to get an overview over the collected data. In
the second step, the data were divided into units of meaning, and the theme that
dominated a meaning unit was determined. A meaning unit was defined as a specific
unit of text either a few words or a few sentences with a common theme [97]. Therefore,
a meaning unit division did not follow linguistic grammatical rules. Rather, the text was
divided where the researcher discerned a shift in meaning [78]. In the third step, the
concepts contained in the meaning units were identified (see Table 2: first and second

column). A meaning unit could contain more than one concept.
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Linking to the ICF

Every concept of each meaning unit was linked to the most precise ICF
category using the same linking rules which have been developed to link health- status
measures to the ICF in a specific and precise manner [21,22]. The linking rules are
guidelines, which enable concepts to be translated into the language of the ICF in a
standardized manner. According to these linking rules, health professionals trained in
the ICF are advised to link each concept identified in the qualitative analysis to the
ICF category representing this concept most precisely (see Table 2: third column). If a
meaning unit contains more than one concept, it was linked to more than one ICF
category. An example is the meaning unit ‘using a shopping device which | can pull
behind me because | have problems with shopping’ which contains the concepts
‘shopping device’ and ‘problems with shopping’. The concept ‘shopping device’ was
linked to the ICF category e720 ‘Products and technology for personal indoor and
outdoor mobility and transportation’. The concept ‘problems with shopping’ was linked
to the ICF category d6200 ‘Shopping’.

Concepts that cannot be linked to the ICF are documented in two ways. If a
concept is not sufficiently specified to make a decision about which ICF category to
use, the concept is coded ‘nd’ (not definable). For example, concepts such as ‘physical
disability’ or ‘health’ are not sufficiently specified for precise linking. If a concept is not

represented by the ICF, this concept is labeled ‘nc’ (not covered) [21].

However, two modifications beyond the linking rules were made for this linking
of qualitative data, namely, if the content of a concept was not explicity named in the
corresponding ICF category, the 2™ level of the ICF classification was linked, rather
than the ‘other specified’ option at the 3@ and 4" level of the ICF classification. The
second modification was that, if a patient was more specific than the ICF, the
specification of the patient was documented.

According to the purpose of ‘multiple coding’ [87,88], the identified concepts

were linked to the ICF by two health professionals to ensure the rigour of the data

analysis. Both health professionals conducted this procedure independently from

21



each other, thus two independent linking versions were created, and then compared.
Consensus between the two health professionals was used to decide which ICF
category should be linked to each identified concept. In case of a disagreement, a third
person trained in the linking rules was consulted. In a discussion led by the third
person, the two health professionals that linked the concepts stated their pros and cons
for the linking of the concept under question to a specific ICF category. Based on these

statements, the third person made an informed decision.

Transcription > Meaningunit ————» ICF category
Concept

Qualitative analysis Linking
Moderator: If you think about your

body, what functional

Patient A: | used to go to sports restriction of d9201  sports

very often. Now | can’t

anymore. | even had to quit swimming d4554  swimming
Patient B: Quit swimming.

Exactly! | also had to
Patient C: quit cycling d4750  driving human-powered
auit swimmineg.

Moderator: If you think about your

body, where are your
biggest problems?

Patient C: Toes, ankle joints, toes s7502  structure of ankle & foot
knee joints, fingers ankle joints s75021 ankle joint & joints of foot & toes

knee joints s75011 knee joint fingers

Table 2 Scheme of the qualitative data analysis and linking procedure

Saturation of data

In this study saturation of data retrieved from focus groups or individual
interviews was defined as the point during data collection and analysis when the linking

of the concepts of two consecutive focus groups or individual interviews reveals no

additional 2" level ICF categories of the Comprehensive ICF Core Set for
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RA with respect to previous focus groups and individual interviews, respectively.

Saturation was checked separately for the two approaches.

Confirmation of the Comprehensive ICF Core Set for RA

An ICF category of the Comprehensive ICF Core Set for RA was regarded as
confirmed if the identical or a similar category emerged from the focus groups or
individual interviews (e.g. s299 ‘eye, ear and related structures, unspecified’ confirmed
by s230 ‘structures around eye’). Since the ICF categories are arranged in a
hierarchical code system, the 2" level ICF categories of the Comprehensive ICF Core
Set for RA were considered confirmed when the corresponding 3" or 4™ level ICF
category of which they were a member had been named by the participants.

Accuracy of data analysis

To audit the accuracy of the analysis, 15 percent of the transcribed text of the
focus groups and individual interviews were randomly selected, analysed according to
the meaning condensation procedure, and linked to the ICF by two health professionals
as a peer review. This process was performed in addition to the ‘multiple coding’
described in the paragraph ‘Linking to the ICF’. The degree of agreement between the
two investigators regarding the linked concepts of this 15 percent of transcribed text
was calculated by kappa statistic with 95%-bootstrapped confidence interval [98,99].
The values of the kappa coefficient generally range from
0to 1, whereas 1 indicates perfect agreement and 0 indicates no additional agreement
beyond what is expected by chance alone. The data analysis was performed with SAS
for windows V9.1 [100].
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3.3 Results

3.3.1 Descriptive statistics

Forty nine RA patients (open approach: n=25; ICF-based approach: n=24) and 21
patients (open approach: n=13; ICF-based approach: n=8) participated in the focus
groups and individual interviews, respectively. Participants’ characteristics are
summarized in Table 3. The differences between the two methods and the two
approaches regarding the characteristics of the participants were not statistically
significant (see Table 4).

Characteristics Focus groups Individual Interviews
Open ICF-based COipen ICF-based
approach approach approach approach

Age (years) M (SD) 50,0 (214.8) 54,3 (12.8) 58,7 (£13.7) 57,0 (X15.8)

Range 24-81 A5-T5 30 -7Ta 25-73
Gender 22f, 3m 20f 4m 11f.2m TE1m
Dwration of M [(SD) 15,83 (£10.4) 14.82 (£12.5) 9.7 (10,8} 11,7 (£8.8)
disease (years)

Table 3 Characteristics of the participants in focus groups and individual interviews

Characteristics Focus groups Individual P
interviews
e, . |
Gender n (%) female 42 (B5.T) 18 (85,7} p=1.000 "
n (%) male T(14,3) 3(14.3)
Age (years) M (5D) 5.7 (£13.9) 57,7 (+1.8) t=-262 "
p=.7o4
Dwration of M [(5D) 153 [£11.4) 10,3 (=8.5) t=1,711"
disease [years) p=.082

Table 4 Comparison of the participants’characteristics

* Fisher's Exact Test
** |ndependent t-test



The time to perform the sessions in the open approach was, on average, in
the focus groups 1:21 hours (+ 0:09; Range: 0:52 h - 1:15 h) and in the individual
interviews 0:26 hours (+0:06; Range: 0:19 h - 0:44 h). The time to perform the sessions
with the ICF-based approach was, on average, in the focus groups 1:47 hours (£0:24;
Range: 1:17 h - 2:06 h) and in the individual interviews 0:36 hours (+0:08; Range: 0:28
h - 0:54 h). Table 5 shows the mean time to perform the different aspects of the study
in detail regarding the two methods and approaches applied. With an overall time of
183 hours, the ICF-based approach of the focus groups was the most time-consuming

approach compared to the other approaches of focus groups and individual interviews.
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Time-related aspects

Time for
- recruitment

- preparation of sessions

M (SD)

Total

M (SD)

Total

Duration of sessions

M (SD)

Total

Time for data analysis

- transcription M (SD)

- data check

Total
M (SD)

Total

- qualitative analysis

- linking

- peer review

Overall time

Table 5

M (SD)
Total
M (SD)
Total
M (SD)
Total
M (SD)

Total

Focus groups

Open approach

4:00h (+0:00)
20:00h

2:00h (:0:00)

10:00h

1:21h (+0:09)

6:48h

6:48h (+1:26)
34:00h

3:44h (+0:35)
18:00h

4:14h (£0:37)
21:10h

5:15h (+0:44)
26:16h

1:25h (£0:12)
7:06h

28:48h (+3:22)
144:00h

ICF-based
approach

4:00h (+0:00)
20:00h

Individual Interviews

Open approach

0:30h (+0:00)
6:30h

ICF-based
approach

0:30h (+0:00)
4:00h

2:00h (+0:00)

10:00h

0:05h (:0:00)

1:05h

0:05h (:0:00)

0:40h

1:47h (+0:24)

8:59h

9:00h (+2:23)
45:45h

0:26h (+0:06)

5:46h

2:29h (+0:38)
32:17h

0:36h (+0:08)

4:48h

3:24h (+0:50)
27:12h

4:51h (+£1:09)
24:15h

0:49h (£0:12)
10:45h

1:08h (£0:16)
9:04h

5:45h (+1:40)

28:45h

1:38h (+0:25)

21:33h

2:16h (+0:33)

18:09h

7:10h (+2:07)
35:50h

2:03h (+0:31)
26:51h

2:49h (+0:42)
22:38h

1:56h (£0:34)
9:41h

36:39h (+8:09)
183:15h

0:33h (+0:08)
7:15h
8:37h (+2:01)
112:02h

Time to perform focus groups and individual interviews

0:45h (+0:11)
6:07h

11:34h (+2:43)
92:38h
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3.3.2 Qualitative analysis: Identified concepts

In the focus groups 897 concepts (open approach) and 1003 concepts (ICF-
based approach) were identified within the statements of the participants, respectively.
In the individual interviews 522 concepts were identified in the open approach and 374

concepts in the ICF-based approach, respectively.

3.3.3 Linking to the ICF: Identified ICF categories

In the focus groups a total of 188 ICF categories in the open approach and
231 ICF categories in the ICF-based approach were considered as relevant by the
participants. These categories could be assigned to 26 out of the 30 chapters (1%'level
ICF categories) of the entire ICF classification for both approaches. In the individual
interviews a total of 102 ICF categories (open approach) and 110 ICF categories (ICF-
based approach) were identified. These categories represent 16 chapters of the ICF
classification in the open approach and 21 chapters in the ICF- based approach. The
frequencies of the identified 2", 3" and 4" level ICF categories of the four ICF

components are shown in Table 6 for both methods and approaches applied.
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Level of ICF categories Focus groups Individual interviews

Open ICF-based Open ICF-based
approach approach approach approach

Body Functions
2" level ICF categories 26 39 6 9
3" |evel ICF categories 14 32 11 14
4" level ICF categories 5 9 2 2
2"level ICF categories 8 9
3" |evel ICF categories 11 12
4™ |level ICF categories 9 10 5
— I VU
2"level ICF categories 18 24 18 14
3" |evel ICF categories 46 48 26 29
Environmental Factors
2" level ICF categories 30 28 15 15
3" level ICF categories 21 20 12 12
Total
2"|evel ICF categories 82 100 41 43
3 level ICF categories 92 112 i 54 = 63
4" level ICF categories 14 19 7 4
Table 6 Identified ICF categories in focus groups and individual interviews

3.3.4 Saturation of data

Saturation of data was reached after conducting 5 focus groups and 13
individual interviews in the open approach and 5 focus groups and 8 individual
interviews in the ICF-based approach, respectively (see Figure 2). After conducting
two focus groups 83 percent (open approach) and 92 percent (ICF-based approach)
of the overall identified ICF categories within the focus groups emerged, respectively.
After five individual interviews using the open approach and four individual interviews

using the ICF-based approach 87 percent (open approach) and 86 percent (ICF-
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based approach) of the overall identified ICF categories of the individual interviews

emerged.

a0
open appoach
e = = =[CF-based appToac
7a =" ; “ T Focus groups
, - Individual interviews

.-"""Hll-
60 —0———""T1"""—"+-=- 7
E.l:I / F * I

Cumulafiva frequeancias of new 2 level calegories

I:I 1 1 1 1 1 1 1 1 1 1 1 1
1. 2 3. 4 2. B f.oof8 9. 100 11, 12 A&

Mumber of sessions

Figure 2  Saturation of data in focus groups and individual interviews

3.3.5 Confirmation of the Comprehensive ICF Core Set for RA

For the further analysis, the ICF categories identified in both methods (focus
groups and individual interviews) and in both approaches (open approach and ICF-
based approach) are checked to what extent they confirm the Comprehensive ICF
Core Set for RA.

In total, 74 categories (focus groups) and 65 categories (individual
interviews) out of 76 2" level ICF categories contained in the current version of the
Comprehensive ICF Core Set for RA were reported by the participants based on both
approaches, respectively. Table 7 illustrates the number of the confirmed ICF
categories of the Comprehensive ICF Core Set for RA regarding the four

components of the ICF classification and the two approaches. All 2" level ICF
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categories of the components Body Functions (n=15) and Body Structures (n=8) which
are included in the Comprehensive ICF Core Set for RA were reported by the
participants of ICF-based focus groups. A detailed listing of the 76 ICF categories of
the Comprehensive ICF Core Set for RA confirmed by both methods and approaches

applied is shown in Appendix 3.

ICF components Focus groups Individual interviews
Open ICF-based Open ICF-based
approach approach approach approach
Body Functions (n=15) 12 15 9 9
Body Structures (n=8) ' 8 : 8 : 5 8
Activities and Participation (n=32) 26 30 25 26
Environmental Factors (n=21) 19 18 15 15
Total (N=76) . e | 71 | 54 | 58

Table 7 Confirmed 2" level ICF categories of the Comprehensive ICF Core Set for RA

3.3.6  Accuracy of data analysis

In the focus groups the kappa coefficient for the agreement between the linked
ICF categories of the focus groups by the two health professionals (peer review) was
.66. The 95%-bootstrapped confidence interval, which indicates the precision of the
estimated kappa coefficient, was .61 to .73. The result of the kappa statistic for
agreement between the two health professionals regarding the individual interviews

was .62 with a 95%-bootstrapped confidence interval of .59 to .66.
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34 Discussion

In this part of the doctoral thesis it could be demonstrated that the ICF
classification can be a useful tool to compare the results of focus groups and individual
interviews when the topic of interest is functioning and disability. Based on the ICF it
could be shown that more ICF categories were identified in the focus groups than in
the individual interviews. In addition, more ICF categories were revealed by the ICF-
based approach in both methods (focus groups and individual interviews). Regarding
the performance of focus groups, the ICF-based approach was more time-consuming
compared to the individual interviews and the open approach. For the examination of
the efficiency of the methods, the number of sessions to reach saturation of the data
also had to be taken into account. To reach saturation more individual interviews than
focus groups were conducted. The ICF- based approach appears to be more
structured. This approach offers the participants of focus groups and individual
interviews more prompts by naming the titles of the ICF chapters in the open-ended
guestions, which were used to initiate the data collection of both methods.

No significant differences between the two methods and approaches
concerning the characteristics of the participants were found. The participants’
characteristics (gender, age, disease duration) are comparable to participants in other
German, Austrian [101,102], and international samples [28,103].

The focus groups were more time-consuming than the individual interviews.
Some authors pointed out that focus groups are relatively inexpensive and less time-
consuming than other qualitative approaches [91,104]. Others emphasize that one can
hear several individuals within a single session and cover many topics in a relatively
short time [105]. On the other hand, several authors argued that focus groups could
not be considered as a ‘quick method’ because a great amount of time is needed for
the recruitment of the groups, the transcription, and analysis of the collected data
[85,106,107]. Additionally, the logistic aspects of focus groups which were necessary

to bring together the several participants of one focus group at the
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same time and location were seen as very time-consuming [89]. The findings of this
part of the doctoral thesis regarding the effort and time of the two methods supported
these facts. Unfortunately, no empirical comparison in the literature regarding these

assumptions was found.

In the qualitative analysis more concepts were identified in the focus groups
compared to the individual interviews. Similar to this finding regarding the identified
concepts of the qualitative analysis, more ICF categories within several levels of the
classification (2" to 4" level) in the focus groups than in the individual interviews were
found. Thus, the precision of statements and ICF categories is higher in the data of the
focus groups compared to the data of the individual interviews. In contrast to the results
presented here, Thomas and colleagues did not find data with greater ‘depth’ in focus
groups compared to individual interviews [89]. All concepts identified in their analysis
were found in both methods. The result refering to the amount and precision of data
could be due to the interaction process in the focus groups supporting the popular
assumption that group processes can help people to explore and clarify their views
[83]. The non-directive nature of focus groups allows participants to comment, explain,
disagree, and share experiences and attitudes [84]. Several authors pointed out that
in focus groups there would be greater synergy and spontaneity which optimizes the
generation of (new) ideas [74,75,89]. Statements of participants in focus groups could
be seen as stimuli for other participants to add similar experiences or problems to the
discussion. In one of the focus groups a participant reported his/her experiences with
hiking: “Hiking is a problem for me. Going uphill is OK, but going down — | can’t do it
anymore”. A second participant added to this statement: ,Oh yes, walking down is very
difficult for me, too. | walk backwards when there are only a few stairs. Going down
backwards is much easier than going forwards®. Furthermore, in “individual interview([s]
the interaction is limited to the interviewer and the respondent, while in [... focus
groups] there is much more interaction between the [several participants]” ([105]; p
434)). Therefore a more
relaxed atmosphere could be established in focus groups than in a one-to-one
setting. The single participants of a focus group do not feel forced to answer every

guestion [77]. Since they feel comfortable and free to speak in a safe forum, their
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self-disclosure is facilitated [85,108]. Additionally, this more relaxed atmosphere in
focus groups could create a setting where sensitive topics can be discussed more
frequently and openly than in other qualitative methods [86,105]. In contrast,
Greenbaum pointed out that sensitive topics could be addressed more often in
individual interviews avoiding the possible embarrassment of individuals in a focus
group setting [109]. The differences regarding the sensitive topics in focus groups and
individual interviews can not be confirmed in this doctoral thesis. The participants of
the focus groups as well as the participants of the individual interviews named several
sensitive topics (e.g. weight maintenance, urination functions, and intimate
relationship). Some authors argued that potential differences regarding the amount of
information revealed in focus groups and individual interviews and the willingness of
individuals to self-disclosure depend on the research topic and the composition of the
group [109,110]. Ezzy [111] summarized that the type of information revealed in focus
groups is different to that obtained in individual interviews. The participants’ statements
revealed in focus groups — and in a next step the interpretations of these statements -
are profoundly influenced by the group processes and the relationship between the
participants, whereas statements in individual interviews are influenced by the
relationship between the interviewer and the interviewee. With regard to the results
presented in this part of the doctoral thesis, the difference regarding the type of
information between the two qualitative methods applied can not be confirmed. Further
methodological research is needed to clarify the differences between focus groups and
individual interviews regarding the amount of ideas generated with these two

qualitative methods.

Saturation of data was reached earlier in the focus groups than in the
individual interviews. According to the conventions of qualitative data analysis the
unit of data analysis - and in a next step the unit for applying saturation of data - is
the focus group and not the single participants of the group [112,113]. Nevertheless
more patients participated in the focus groups than in the individual interviews. It
seems to be only one paper in the literature that systematically explored the
occurrence of saturation of individual interviews [114].The results presented here are

comparable to the findings of Guest and colleagues who reported that 73 percent
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and 92 percent of all identified themes of a total of 30 interviews was found after

conducting the first 6 and first 12 individual interviews, respectively.

Comparing the two approaches (open approach versus ICF-based
approach) the ICF-based approach provided more identified concepts and ICF
categories in both methods (focus groups and individual interviews). The higher
amount of concepts within the ICF-based approach could be associated with the
naming of the ICF chapters in the open-ended questions of this approach. Because of
the wording of these questions the participants could be encouraged to name
experiences and problems in functioning, which they would not have come across
spontaneously in the open approach. It is important to mention that some patient-
sensitive issues were only reported in the ICF-based approach (e.g. sexual functions,
toileting). Issues concerning mood, disease management and coping were reported in

detail in the open approach.

There are also some limitations in this first part of the doctoral thesis that
need to be mentioned. It is important to notice that the reported time is the working
time to perform and analyze the sessions without consideration of the time needed
for the development of the study audit, the development and specification of study
materials and methods (e.g. topic guide, guidelines for data analysis), and the
ongoing practical and methodological discussions during the study’s progress. By
interpreting the reported time frames, one has to take into account that the author of
this thesis and the health professionals involved in the multiple coding and the peer
review have expert knowledge and experiences in the performance and data analysis
of qualitative studies, and the application of the ICF. Additionally, one has to consider
potential ‘hidden costs’ occurring with the planning and performing of focus groups,
which were not described in the results reported above. However, these hidden costs
could extremely raise the amount of time needed to plan and perform a study.
Finding an appropriate and convenient location could be more difficult in focus
groups compared to individual interviews [85]. A focus groups’ moderator has to fulfill
more qualifications compared to the interviewee, because the one-to-one setting

required in individual interviews is generally considered to be easier to handle than
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group discussions [106,109]. The recruitment strategy of participants (e.g. availability,
accession) has to be carefully planned to assure an unproblematic sampling.
Additionally, for the sampling of the focus groups’ participants, an over- recruitment is
reported as being beneficial [115] to compensate the cancellation of single participants.
Depending on the willingness of the individuals to participate in a focus group, a higher
number of potential participants has to be planned. The transcription of the focus
groups’ recordings should be done by a highly experienced person because it is
especially labour-intensive and often challenging [112,116]. Distinguishing between
participants talking at the same time, quietly spoken statements, and indifferent

pronunciation of single participants could make the transcription problematic.

It is important to mention, that these hidden costs of the focus groups reported
here were comparatively low. The author of this doctoral thesis could use the facilities
and equipment of the medical department without having any time- consuming or
logistic problems. The participants of the focus groups were closely bound in the day-
clinic of rheumatology. The effort concerning the support and contact (e.g. additional
telephone calls, letters, and information) to the participants prior to the focus group
sessions was relatively small. Their willingness and trustworthiness were remarkable
high. Therefore no over-recruitment regarding the sampling of the focus groups was
needed. The experience of the person responsible for the transcription of the
recordings has also to be considered. It should be noted that the importance and the
degree of these hidden costs of focus groups could be diverse in other studies using

focus groups.

Another limitation is associated with the qualitative data analysis and the
linking of the identified concepts to ICF categories. One has to take into account that
the individuals’ way of telling their problems or views is very different. It can be
assumed that some participants of the focus groups and individual interviews tend to
tell extended and detailed stories. Others tend to generalize their experiences in a
few words on a very global level. This has an effect on the qualitative analysis

(phrasing of the concepts), the level of the linked ICF categories and the precision of
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the data. Linking concepts to ICF categories is a kind of generalisation and
standardization of t he data. Therefore some detailed statements of the participants
and very specific concepts would be summarized on a higher level of abstraction by
the application of the linking procedure. Several individual perspectives could thus be
summarized under one ICF category. One example is the ICF category d445 ‘hand
and arm use’, the following four concepts were documented from the patient
perspective and assigned to this category: ‘opening a milk package’, ‘using a coffee
machine’, ‘using one’s hand while sailing’ and ‘using hand and arm to lean on
something’. The precision of the data could be underestimated as a consequence of
this aggregation. On the other hand, the linking procedure offers the opportunity to

compare the results of the two methods and approaches applied.

Saturation of data operationalized by the cumulative frequencies of 2™ level
ICF categories included in the Comprehensive ICF Core Set for RA might be a
questionable criterion to determine the amount of groups and number of participants
in a study. Saturation is defined differently in the literature and an engaging
operationalization is missing [114]. It might not ever be possible to have obtained
sufficient information from the field, especially in the individual interviews because
adding one individual participant after two interviews which did not reveal any new
information could still add some more issues from the individual's perspective.
Additionally, one has to note that the higher number of identified ICF categories
revealed in the focus groups could also be related to the number of participants
included. The inclusion of further participants in the individual interviews could probably
increase the number of identified ICF categories, whereas the reported saturation of

the interviews’ data were contrary to this argument.

In conclusion, focus groups using the ICF-based approach are the
recommended methodology to validate condition-specific ICF Core Sets from the
patient perspective. However, it has still to be taken into account that the performance
of focus groups, and especially the ICF-based approach were more time-consuming
compared to the individual interviews and the open approach, respectively. Focus

groups and the ICF-based approach raised more ICF categories.
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This could be relevant if the perspective of patients should be explored as broadly and
deeply as possible. Thus, the final recommended approach should not only be superior
concerning the precision of data generated and the amount of concepts found, but also
concerning the feasibility and economic aspects. Additionally, the decision about the
favoured method should depend on the objective of the study, the attributes of the

health condition and the participants involved in the study.
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4 Validation of ICF Core Sets from the patient
perspective: Development of a protocol

4.1 Objective

The objective of this part of the doctoral thesis is to develop a protocol to
validate condition-specific ICF Core Sets from the patient perspective to be used for

different health conditions and in different countries.

4.2 Method

According to the results of the comparison of the two qualitative methods and
approaches reported in paragraph 3.3 of this doctoral thesis a protocol for the
validation of condition-specific ICF Core Sets from the patient perspective was
developed. The aim of this protocol is to provide interested researchers with detailed
information on how to perform the validation of ICF Core Sets from the patient
perspective using focus groups and the ICF-based approach. All materials were
prepared in English avoiding the naming of a specific health condition, so that they can
be easily adapted for the validation of ICF Core Sets for any other health condtition
beside RA. Based on the author’s experiences with the performance of focus groups
and individual interviews with RA patients some modifications were taken into account

when developing these study materials.
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4.3

4.3.1

Results

Protocol

The standarized protocol can be found in Appendix 4 of this doctoral thesis.

These are the contents of the standardized protocol:

4.3.2

Protocol Synopsis: basic data of the study

Responsibilities

Background: information on the comprehensive biopsychosocialmodel
of functioning and disability, the ICF, ICF Core Sets, qualitative
methodology, patient perspective, and the ICF Core Sets’ validation
process

Objective

Methods: information on study design, study population (sampling,
inclusion and exclusion criteria, sampling strategy), instruments (topic
guide, questionnaires), data collection, data analysis (qualitative
analysis, linking of concepts to ICF categories, comparison with the ICF
categories of ICF Core Sets, saturation of data),

Monitoring and accuracy of data: information on multiple coding and

peer review
Ethics

Project management, coordination, and collaboration

Time frame

Protocol attachement: Guideline for the performance and analysis of

focus groups

The guideline provides the researcher with information on the performance

and analysis of ICF-based focus groups to validate condition-specific ICF Core Sets

from the patient perspective. The entire guideline can be found in the attachment of

the protocol (see Appendix 4: pages 109-148).

39



These are the contents of the guideline:

o Background: information on ICF Core Sets, focus groups and individual
interviews

e General considerations: information on requirements concerning the

focus groups’ moderator and participants of the study, information
regarding the time needed to perform the sessions, the setting (room),
technical equipment, and templates provided by the ICF Research

Branch

o Preparatory work: recommendations on the recruitment of participants,
information on sample size, patient information and agreement,
description and instruction for the use of the Case Record Form (CRF),
the topic guide (with the open-ended questions), and further study
materials (research diary, seating plan, field notes)

. Procedure of focus group sessions: detailed information and instructions

on the performance of focus groups (hints for warm up, initiating the
group discussion between the participants, conversation techniques,
closing words)

e  Transcription: requirements and instructions on the transcription of the
recorded data

o Procedure of data analysis: detailed information on the qualitative

analysis, linking of concepts to ICF categories, comparison with the ICF
categories of ICF Core Sets, saturation of data, accuracy of data analysis
(multiple coding, peerreview)

° Contact information

To ensure a standardized data analysis nine rules for the identification of
concepts are included in this guideline (see Appendix 4: pages 140-143). Examples
from the focus group study with RA patients illustrate the application of the respective
rule. Additionally, one can find a version of the linking rules of Cieza and colleagues
[21,22] in the guideline. These rules were originally developed for the linking of

concepts identified in health status measures. Therefore some modifications and
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additions were nessecary for their use in the linking of patients’ statements. Numerous
examples from the focus group study with RA patients ensure a standardized

application of these rules (see Appendix 4: pages 144-148).

4.3.3 Further materials

Open-ended questions

An English template of a PowerPoint presentation was developed that can be
used to guide the focus group sessions (‘Topic guide’) (see Appendix 4; pages 122-
126). It is recommended to translate the open-ended questions presented in Table 8
into the respective language of the country according to a standardized translation
process with forward translation and back-translation into English. The translation
process should be performed by at least two persons who should (1) compare their

results of the translations and (2) build an agreed-on version of the translated

questions.
ICF components Open-ended guestions*
Body functions If you think about your body and mind, what does not work the way it is
supposed to?
Body structures If you think about your body, in which parts are your problems?

Activities & Participation  If you think about your daily life, what are your problems?

Environmental factors If you think about your environment and your living conditions, what do
- facilitators you find helpful or supportive?

Environmental factors If you think about your environment and your living conditions, what

- barriers barriers do you experience?

Table 8 Open-ended questions

* The open-ended questions are followed by the title of the chapters from which
categories are included in the selected Comprehensive ICF Core Set
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Further templates

To ensure a standardized data collection further templates were established

which can be adapted to the needs and characteristics of the respective study site:

4.4

Case Record Form (CRF): to collect patient and disease specific

variables. The CRF contains the following parts: inclusion criteria,
disease specific data, socio-demographic data, ratings on general health
and functioning from the patient perspective, health conditions, diagnosis
and comorbidities. A detailed description of the CRF is presented in
Appendix 4 (see pages119-121)

Patient information and agreement (see Appendix 4: pages116-118)

Seating plan: to document the patients participating in the respective
focus group sessions (see Appendix 4: page 127)

Form to take field notes: During the focus group session, the group

assistant records field notes. Field notes may provide the researcher with
additional information useful for the data analysis. In the case of a break
down of the recorder, the information recorded on this form will minimize

the loss of data (see Appendix 4: pages127-128).

Transcription sheet: to ensure a standardized transcription of the
recorded data (see Appendix 4: page 134)

Application of the protocol

In September 2006 an international workshop of interested researchers from

different countries (Australia, Germany, Hungary, and Sweden) took place at the ICF

Research Branch (Munich) to train the participants on the validation of ICF Core Sets

for chronic conditions from the patient perspective according to the protocol

mentioned above. The workshop was organized by the author of this doctoral thesis.

In the meantime several researchers have started the process of validating ICF Core

Sets for different health conditions using the provided materials (see Table 9). For
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the studies in foreign countries listed below the open-ended questions were

successfully translated according to the recommended translation procedure.

Health condition Country Method Status

Chronic widespread pain Germany focus group in process

Diabetes mellitus Germany focus group in process

Low back pain Hungary focus group in process
Germany focus group planned

Osteoarthritis Singapore  focus group completed [117]

Rheumatoid arthritis Germany focus group completed [93,118,119]
Austria individual interview  completed [94]

Stroke Sweden individual interview  in process
Finland individual interview  in process
Germany individual interview  in process
Germany focus group planned

Table 9 Status of validation studies from the patient perspective

Y The validation of the Comprehensive ICF Core Sets for osteoarthritis was not performed
according to the protocol which is presented in this doctoral thesis

4.5 Discussion

The protocol on the validation of condition-specific ICF Core Sets from the
patient perspective ensures a standardized design and methodology to be used with
different patient populations and in different countries. The protocol is being
successfully implemented in Germany (chronic widespread pain, diabetes mellitus,
and stroke) and in further countries (Hungary: low back pain; Sweden and Finland:
stroke). The results of these ongoing studies will made their contribution to the
validation of the respective ICF Core Set from the patient perspective.

The experiences with the ongoing validation studies and the successful

implementation of the protocol in different health conditions and different countries

indicate to the applicability and practicability of the design and the provided materials.
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The network of researchers working on the validation of the ICF Core Sets for
chronic conditions from the patient perspective is steadily growing. The work
performed by all researchers of this framework will essentially contribute the final
versions of the condition-specific ICF Core Sets helping to include one of the most
important perspectives, namely, the perspective of those who suffer the disease — the

patient perspective.
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5 Content validity of the Comprehensive ICF Core Set
for rheumatoid arthritis from the patient perspective
using focus groups

5.1 Objective

The objective of this part of the doctoral thesis is to examine the content
validity of the Comprehensive ICF Core Set for RA applying the selected method. The
specific aim is to explore the aspects of functioning and health important to patients
with RA using the ICF-based focus group methodology and to examine to what extent
these aspects are represented by the current version of the Comprehensive ICF Core
Set for RA.

5.2 Methods

The methods are described in detail in paragraph 3 ‘Development of a method
to validate ICF Core Sets from the patient perspective: comparison of two qualitative
methods’ of this doctoral thesis. Thus, only a few methodological details which are

specific for this focus group study using the ICF-based approach are presented below.

5.2.1 Design

A qualitative study with RA patients using the ICF-based focus group
methodology was conducted. According to the results of the part of the doctoral thesis
dealing with the comparison of the qualitative methods and approaches (see
paragraph 3) the most appropriate method was used to validate the Comprehensive
ICF Core Set for RA from the patient perspective, namely a focus group study using

the ICF-based approach.
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5.2.2 Participants

Patients with RA diagnosed according to the revised ACR criteria [95] were
recruited form the day clinic of the Department of Physical Medicine and Rehabilitation
of the Ludwig-Maximilian University in Munich and the German self- help service

(‘Deutsche Rheuma-Liga e.V.’).

5.2.3 Data collection

The focus groups using the ICF-based approach were conducted according
to the focus group guideline including open-ended questions and further instructions

(e.g. introduction, procedure of the session, technical aspects).

5.2.4 Dataanalysis

The linked ICF categories of the focus group study using the ICF-based
approach were compared with the current version of the Comprehensive ICF Core Set
of RA with its selected 2™ level ICF categories (n=76) [53]. The following three

outcomes are documented:

e confirmed 2" level ICF categories of the Comprehensive ICF Core Set
for RA: an ICF category of the Comrephensive ICF Core Set for RA is
regarded as confirmed, if the identical or a similar ICF category emerged
from the focus groups (e.g. s299 ‘eye, ear and related structures,
unspecified’ confirmed by s230 ‘structures around eye’). Since the ICF

categories are arranged in a hierarchical code system, the 2™ level ICF
categories of the Comprehensive ICF Core Set for RA are considered

confirmed when the corresponding 3™ or 4™ level ICF category of which
they are a member had been named by the participants.

46



e notconfirmed 2"level ICF categories of the Comprehensive ICF Core
Set for RA: an ICF category is regarded as not confirmed if it is contained

in the current version of the Comprehensive ICF Core Set for RA, but

was not named from the patient perspective

e additional 2" level ICF categories of the Comprehensive ICF Core Set
for RA: an ICF category is regarded as additional if it is not contained in
the current version of the Comprehensive ICF Core Set for RA, but was

named from the patient perspective.

5.3 Results

5.3.1 Description of the focus groups

Focus groups with a total of 24 participants were conducted. Participants’
characteristics are summarized in Table 10. Saturation of data was reached after
conducting five focus groups. The focus group sessions lasted from 1:17 hours to 2:06

hours with a mean of 1:47 hours.

Characteristics of participants

Number of participants, n 24
Mean age, year (range) 54 (35-75)
Gender, % female 83
Mean disease duration, year (range) 15 (3-56)

Table 10 Characteristics of participants of the ICF-based focus groups
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5.3.2 Confirmed ICF categories ofthe Comprehensive ICF Core Set for RA

In total 71 out of the 76 2™ level ICF categories included in the Comprehensive
ICF Core Set for RA were confirmed by the participants of the focus groups using the
ICF-based approach. All 2" |evel categories of the components Body Functions (n=15)
and Body Structures (n=8) which are included in the Comprehensive ICF Core Set for
RA were reported by the participants (see Table 11
- Table 14; ICF categories in bold typeface).

5.3.3 Not confirmed ICF categories of the Comprehensive ICF Core Set for
RA

Five ICF categories out of the 76 2" level ICF categories included in the
Comprehensive ICF Core Set for RA were not confirmed by the participants of the ICF-
based focus groups. These ICF categories are allotted to the components Activities
and Participation (n=2) and Environmental Factors (n=3) (see Table 11 - Table 14;

grey shaded ICF categories in italic typeface).

5.3.4 Additional ICF categories

Fifty six 2" level additional ICF categories which are not included in the current
version of the Comprehensive ICF Core Set for RA were identified in the focus groups
(see Table 11 - Table 14; ICF categories in grey font). Most of these additional
categories derive from the component Body Functions (n=28) followed by
Environmental Factors (n=16). Eight additional ICF categories were reported by the
participants as related to the component Activities and Participation. Four additional
ICF categories referred to the component Body Structures.
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54 Discussion

The current version of the Comprehensive ICF Core Set for RA could be
confirmed almost entirely from the patient perspective using focus groups with the ICF-
based approach. A large number of patient-relevant aspects of functioning and health
are included in the Comprehensive ICF Core Set for RA and confirmed by the
participants of the focus groups. However, some issues emerged from the patient
perspective which had not yet been covered by the Comprehensive ICF Core Set for
RA or even by the ICF classification. Saturation of data was reached after conducting

five focus groups with a total of 24 RA patients.

The ICF-based focus groups confirm relevant outcomes of treatment in RA
from the patient perspective which have been found in other studies with RA patients
(e.g. pain, stiffness, fatigue, mobility, muscle strength, getting social support)
[73,103,120]. The ICF categories of the Comprehensive ICF Core Set for RA not
reported by the participants were d560 ‘drinking’, d570 ‘looking after one’s health’,
e135 ‘products and technology for employment’, e360 ‘other professionals (support
and relationship)’, and €540 ‘transportation services and policies’. The ICF category
d570 ‘looking after one’s health’ refers among other things to the patients’ compliance
with medical advice or managing diet which are important issues from the perspective
of health professionals. However, from the patient perspective, compliance represents
behaviour that they may take for granted and, therefore, did not mention. In the same
line, a lot of concepts referred to needs and side effects of medication, food, nutrition
and diet linked to ICF categories of the component Environmental Factors were found.
This points to the importance of the themes ‘health’ and ‘health-related behaviours’
from the patient perspective without reporting these themes on the basis of daily
activities. The ICF category e360 ‘other professionals’, which means all service
providers working outside the health system, like lawyers, teachers, architects, and
designers, seems to have no relevance for the patients with RA in their daily living.
Another explanation for this finding is that patients with RA have no experiences with
this kind of support and relationships, because supporting structures exist exclusively

within the health system.
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Fifty six additional 2" level ICF categories which are not covered in the current
version of the Comprehensive ICF Core Set for RA were raised from the patient
perspective. Most of these additional ICF categories belong to the component Body
Functions (n=28) followed by the component Environmental Factors (n=16). Some of

these additional ICF categories need special discussion.

It is important to emphasize that there were a number of ICF categories that
were hamed by the participants of the focus groups at a higher level of specification
than the 2" level of the ICF classification. Some of these more specific ICF categories
are included in the Comprehensive ICF Core Set for RA, and some are not [53]. One
of these very specific categories not included in the Comprehensive ICF Core Set for
RA at higher levels of specification are ‘fatigue’ and ’fatiguability’. ‘Fatigue’ and
'fatiguability’ were linked to the 3" level ICF categories b1300 ‘energy level’ and b4552
‘fatiguability’, which belong to the 2™ level ICF categories b130 ‘energy and drive
functions’ and b455 ’exercise tolerance functions’, respectively. Fatigue was also
identified as an area of particular importance to patients with RA at several OMERACT
sessions [72,121,122,123,124,125], as patient-relevant outcome in RA [103,123,126],
and as an adverse effect of medication [127,128]. It could, thus, be a suggestion from
this doctoral thesis that the categories b71300 ‘energy level’ and b4552 ‘fatiguability’
should be specifically and explicitly included in the Comprehensive ICF Core Set for
RA. This suggestion is strengthened by the findings of the ICF Core Set validation
study deriving from individual interviews [94] and validation studies from the

perspective of health professionals using the Delphi exercise [62].

Numerousness additional ICF categories were related to side effects of
medication, which are an important issue for satisfaction with treatment from the
patient perspective [73,103,129]. Some of these causal relationships can also be
found in the literature as complications due to medication [130,131,132,133,134,135,
136,137,138] or as relevant problems from the patient perspective [139,140]. The
participants of the ICF-based focus groups explicitly attributed some ICF categories
from the components Body Functions and Body Structures to side effects of anti-
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rheumatic medication. Some of these causal relationships can also be found in the
literature. The ICF categories b515 ‘digestive functions’, b525 ‘defecation functions’,
b535 ‘sensations associated with the digestive system’ and the ICF categories s530
‘structure of stomach’ and s540 ‘structure of intestine’ could be related to
gastrointestinal complications due to disease modifying anti-rheumatic drugs
(DMARDSs) [130,131] or non-steroidal anti-inflammatory drugs (NSAIDs) [132,133].
Other relevant side effects of medication reported by the patients were b210 ‘seeing
functions’, b220 ‘sensations associated with the eye and adjoining structures’, b810
‘protective functions of the skin’, b820 ‘repair functions of the skin’, b840 ‘sensations
related to the skin’, b850 ‘functions of hair’, b860 ‘functions of nails’, and s830 ‘structure
of nails’. Skin problems, such as skin thinning, rashes, and trouble with dry skin, are
relevant problems from the patient perspective [139,140] and are reported as side
effects of glucocorticoid treatment [134,135,136]. The question whether ICF categories
concerning side effects of medication should be included in the Comprehensive ICF
Core Set for RA has to be considered carefully. With the advent of new medications,
new side effects may appear. On the one hand, one has to keep in mind that the ICF
Core Sets establish the standards of ‘what to measure’ in patients with RA independent
of the treatment (one could even say independent of ‘fashionable treatment’). On the
other hand, the intake of medication and the suffering of side effects belong to the
reality of patients with RA. Perhaps one solution to this dilemma could be the
development of treatment-specific ICF Core Sets.

Ten categories of the component Activities and Participation which are not
included in the Comprehensive ICF Core Set for RA are relevant from the patient
perspective. They probably reflect the individual perspective of some patients and the
complexity and individuality of Activities and Participation which could be affected by
RA. However, the ICF category d240 ‘handling stress and other psychological
demands’ was extensively reported by the participants in the focus groups. The
inclusion of this ICF category was also discussed by the expert panel at the ICF
Consensus Conference for the development of the Comprehensive ICF Core Set for

RA. Taking into account the large number of ICF categories included in  the
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Comprehensive ICF Core Set for RA, the experts decided that the psychosocial factors
influencing RA disability are sufficiently represented by the ICF category b152
‘emotional functions’ [53]. Nevertheless, and under the consideration of the results of
this study, the inclusion of this ICF category could be reconsidered when the final
version of the Comprehensive ICF Core Set for RA will be established.

Within the component Environmental Factors numerous ICF categories not
included in the current version of the Comprehensive ICF Core Set for RA were
reported by the participants of the focus groups. Grimby et al. [141] pointed out that
there is a need for research into the effects of contextual (environmental) factors.
Information about the relevance and the importance of specific Environmental Factors
can primarily be given by patients. There is no doubt that social support is an important
Environmental Factor for patients with RA [102]. Several studies pointed out the
relationship and interaction between social support and disease activity, pain or
disability [28,142,143]. The ICF category e165 ‘(financial) assets’which is not included
in the current version of the Comprehensive ICF Core Set for RA was reported by the
participants in the focus groups as a relevant Environmental Factor. Economic
consequences in relation to income reduction or to loss of paid work due to physical
disability were also found to be an important issue to patients with RA in the literature
[4,28,29,144]. Within this context, it has to be taken into account, that patients with RA
often have substantial RA-related out-of-pocket medical expenditures for copayments
for prescribed drugs, over-the-counter drugs and costs to complementary and

alternative medicine [145,146].

In qualitative research and studies with focus group methodology, sample
sizes typically remain small because intensive data analysis is required [76,80]. A
small sample size with a diverse range of participants (n=24) was used to obtain the
required level of rich and meaningful data. According to Curtis et al. [147] the small
samples in qualitative research are studied intensively and typically generate a large
amount of information. By keeping the questions open-ended, the moderator can
stimulate useful trains of thought in the participants that were not anticipated [148].

The focus groups were composed of four to seven participants. Groups with few
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participants were performed because of the complexity of the topic and the expertise
of the participants according to the literature [107]. With a small group size, each
participant has a greater opportunity to talk, which is reported as an important aspect
for the group dynamics in groups with elderly and ill participants [76,67,149].

It is important to mention, that several strategies were used to improve and
verify the trustworthiness of the qualitative data. (1) Multiple coding was performed to
ensure the rigour of analysis. (2) Continuous data analysis was used according to Pope
et al. [150] to check the saturation of data. (3) Reflexivity was assured by conducting
a research diary for the documentation of memos concerning the design, data
collection and analysis. (4) Clear exposition was used establishing guidelines for
conducting the focus groups (including open-ended  questions), verbatim
transcription, and linking rules [21,22]. Thus, a clear account of methods of data
collection and analysis was assured. (5) Finally, a peer review was performed to
quantify the accuracy of analysis. The kappa coefficient of .66 (.61 - .73) for the
accuracy of the peer review is comparable to other studies reporting kappa statistic
concerning the linking of ICF categories [62,94] and can be regarded as ‘substantial

agreement’ [151].

There are also some limitations that need special mention. The sample
consists only of German participants. Studies using the same methodology should now
be conducted in other countries to establish a cross-cultural perspective. Secondly, the
linking process was performed by two health professionals according to established
linking rules [21,22]. However, it remains unclear whether other health professionals
would have decided differently. Finally, the strategy of saturation during data analysis
with the criteria of two consecutive focus groups revealing no additional 2" level ICF
categories of the Comprehensive ICF Core Set for RA with respect to previous focus
groups was followed. Participants in a sixth focus group still might report new themes

and concepts not yet reported.
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6 Conclusion

The doctoral thesis presented here, identified the ICF-based focus group
methodology as the most appropriate method to validate condition-specific ICF Core
Sets from the patient perspective. The comparison between the two methods (focus
groups and individual interviews) and the two approaches applied (‘open approach’
and ‘ICF-based approach’) shows that more ICF categories were revealed by the focus
groups and the ICF-based approach, respectively. However, the focus groups and the
ICF-based approach are more time-consuming compared to the individual interviews
and the open approach. Thus, the final recommended approach should not only be
superior concerning the precision of data generated and the amount of concepts found,
but also concerning the feasibility and economic aspects. Additionally, the decision
about the favoured method should depend on the objective of the study, the attributes

of the health condition and the participants involved in the study.

To come forward with the validation of condition-specific ICF Core Sets from
the patient perspective a standardized protocol regarding the most appropriate
method, namely the ICF-based focus group methodology was developed and is being
successfully implemented in different countries and different health conditions. The
experiences with the ongoing validation studies and the successful implementation of
the protocol indicate to the applicability and practicability of the design and the

standardized protocol.

Based on the ICF-based focus group methodology the Comprehensive ICF
Core Set for RA was validated from the patient perspective. A large number of
patient-relevant aspects of functioning and health are included in the Comprehensive
ICF Core Set for RA and were confirmed by the participants of the focus groups.
However, some issues emerged from the patient perspective which had not yet been
covered by the Comprehensive ICF Core Set for RA. The results of the focus groups
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will be presented at an international WHO conference and will be taken into account

for the decision on the final version of the Comprehensive ICF Core Set for RA.
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7 Summary

Background

Rheumatoid arthritis (RA) is a chronic disabling disease that lead to
impairments in body functions and structures, limitations of activities, and restrictions
in participation under consideration of contextual factors (e.g. environmental and

personal factors) and the health condition itself.

With the World Health Organization’s International Classification of
Functioning, Disability and Health (ICF) [31] a globally agreed-on language and
classification is available to describe functioning and health of individuals by means of
more than 1400 so-called ICF categories. To enhance the applicability of this
comprehensive classification so-called Comprehensive ICF Core Sets for 12 chronic
health conditions [41], amongst other for RA [53] were developed. The Comprehensive
ICF Core Set for RA is a short list of ICF categories, which are relevant for most
patients with RA and describe the typical spectrum of problems in functioning based
on the universal language of the ICF. The condition-specific ICF Core Sets are now
undergoing worldwide validation using a number of approaches. One key aspect is the
validation from the patient perspective. Qualitative methods provide the possibility to
explore the perspective of those who experience a health problem. However, no
methodology has been so far developed to validate the ICF Core Sets from the patient

perspective.

Objectives

The overall objective of this doctoral thesis is to identify the most appropriate
method to validate condition-specific ICF Core Sets from the patient perspective. The
specific aims are 1) to compare the advantages and disadvantages of two qualitative
methods when used to validate ICF Core Sets from the patient perspective, 2) to

develop a protocol to validate ICF Core Sets from the patient perspective to be used

60



for different health conditions and in different countries, and 3) to examine the content

validity of the Comprehensive ICF Core Set for RA applying the selected method.

With respect to these specific aims the doctoral thesis is subdivided into three
parts. The first part presents an analysis of qualitative data obtained from two
qualitative methods and two approaches to establish the most appropriate method to
validate condition-specific Comprehensive ICF Core Sets from the patient perspective.
The next part illustrates the development of a protocol regarding the validation of ICF
Core Sets with respect to the results reported in the previous part. In the last part the
results of the validation of the Comprehensive ICF Core Set for RA from the patient

perspective using the most appropriate method are reported.

Development of a method to validate ICF Core Sets from the patient
perspective: Comparison of two qualitative methods

The objective of this part of the doctoral thesis is to compare the advantages
and disadvantages of two qualitative methods when used to validate ICF Core Sets
from the patient perspective. Two qualitative methods — focus groups and individual
interviews — and two different approaches used in both methods — open approach and
ICF-based approach — are examined to come forward with the most appropriate
method to validate condition-specific ICF Core Sets from the patient perspective. The
two methods with their respective approaches were compared with regard to (1) formal
aspects (time) and (2) the results obtained (content).

Patients diagnosted with RA were selected by the maximum variation strategy
[78] to participate in focus groups and individuals interviews. Sample size was
determined by saturation of data [96]. Focus groups and individual interviews were
conducted in a non-directive manner by using open-ended questions according to a
standardized guideline, were digitally recorded and transcribed verbatim. The
meaning condensation procedure [78] was used for the qualitative analysis of data.
The identified concepts of this qualitative analysis were linked to the most precise
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ICF categories using standardized linking rules [21,22]. To audit the accuracy of the

analysis a peer review was performed.

Forty nine patients and 21 patients participated in the focus groups and
individual interviews, respectively. Saturation of data was reached after conducting 5
focus groups and 13 individual interviews in the open approach and 5 focus groups
and 8 individual interviews in the ICF-based approach. It could be demonstrated that
the ICF classification can be a useful tool to compare the results of focus groups and
individual interviews when the topic of interest is functioning and disability. It was
shown that more concepts and more ICF categories were identified in the focus groups
than in the individual interviews. In addition, more concepts and more ICF categories
were revealed by the ICF-based approach in both methods (focus groups and
individual interviews). Regarding the performance of focus groups, the ICF- based
approach was more time-consuming compared to the individual interviews and the
open approach. The ICF-based focus group approach is the most appropriate method

to validate condition-specific ICF Core Sets from the patient perspective.

Validation of ICF Core Sets from the patient perspective: Development of a
protocol

The objective of this part of the doctoral thesis is to develop a protocol to
validate condition-specific ICF Core Sets from the patient perspective to be used for
different health conditions and in different countries.

Based on the most appropriate method to validate ICF Core Sets from the
patient perspective, namely the ICF-based focus group methodology, a protocol was
developed to provide interested researchers with detailed information on how to
perform the validation of ICF Core Sets from the patient perspective in a
standardized way. The protocol is being successfully implemented in Germany
(chronic widespread pain, diabetes mellitus, and stroke) and in further countries
(Hungary: low back pain; Sweden and Finland: stroke).
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Content validity of the Comprehensive ICF Core Set for rheumatoid arthritis
from the patient perspective using focus groups

The objective of this part of the doctoral thesis is to examine the content
validity of the Comprehensive ICF Core Set for RA applying the selected method. The
specific aim is to explore the aspects of functioning and health important to patients
with RA using the ICF-based focus group methodology and to examine to what extent
these aspects are represented by the current version of the Comprehensive ICF Core
Set for RA.

A qualitative study with RA patients using focus groups and the ICF-based
approach was conducted. The methods are described in detail above (‘Development
of a method to validate ICF Core Sets from the patient perspective: Comparison of two
qualitative methods’). The linked ICF categories were compared with the current
version of the Comprehensive ICF Core Set for RA. Five focus groups with a total of
24 patients were conducted. The current version of the Comprehensive ICF Core Set
for RA was confirmed almost entirely from the participants. In total, 71 out of the 76
ICF categories (2™ level) of the Comprehensive ICF Core Set for RA were named by
the patients. However, some issues emerged from the patient perspective which had
not yet been covered by the Comprehensive ICF Core Set for RA. These issues are
mostly related to Body Functions and Environmental Factors and many of them could

be explained by side effects of medication.

Conlusion

The ICF-based focus group methodology is the most appropriate method to
validate ICF Core Sets for chronic conditions from the patient perspective. However,
the final recommended approach should not only be superior concerning the precision
of data generated and the amount of concepts found, but also concerning the feasibility

and economic aspects.

The standardized protocol for the validation of condition-specific ICF Core

Sets from the patient perspective is been successfully implemented in different health
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conditions and in different countries. The experiences with the ongoing validation
studies and the successful implementation of the protocol indicate to the applicability

and practicability of the design and the standardized protocol.

Using the ICF-based focus group methodology the Comprehensive ICF Core
Set for RA was validated from the patient perspective. A large number of patient-
relevant aspects of functioning and health and ICF categories of the Comprehensive
ICF Core Set for RA were named and confirmed by the participants of the focus groups,
respectively. The results of the focus groups will be presented at an international WHO
conference and will be taken into account for the decision on the final version of the

Comprehensive ICF Core Set for RA.
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8 Zusammenfassung

Hintergrund

Rheumatoide Arthritis (rA) ist eine chronische Erkrankung, die zu
Schadigungen von Korperfunktionen und —strukturen sowie Beeintrachtigungen von
Aktivitaten und Partizipation unter Bertcksichtigung von Kontextfaktoren, wie Umwelt-

oder personenbezogenen Faktoren, sowie der Krankheit selbst fuhrt.

Mit der Internationalen Klassifikation der Funktionsfahigkeit, Gesundheit und
Behinderung (ICF) [31] der Weltgesundheitsorganisation WHO steht eine global
verbindliche Sprache und Klassifikation zur Verfiigung, mit der Funktionsfahigkeit und
Gesundheit von Individuen anhand von mehr als 1400 sogenannten ICF- Kategorien
beschrieben werden kann. Um die Anwendbarkeit dieser umfangreichen Klassifikation
zu erhdhen, wurden sogenannte Comprehensive ICF Core Sets flr 12 chronische
Erkrankungen [41], darunter auch rA [53] entwickelt. Das Comprehensive ICF Core
Set fur rA ist eine kurze Liste mit ICF-Kategorien, die fur die meisten Patienten mit rA
relevant sind und das typische Spektrum der Probleme im Bereich Funktionsfahigkeit
auf der Basis der universellen Sprache der ICF beschreiben. Die ICF Core Sets
werden nun einer weltweiten Validierung unter Verwendung zahlreicher Methoden
unterzogen. Einen wichtigen Aspekt stellt dabei die Validierung aus der
Patientenperspektive dar. Qualitative Methoden bieten die Moglichkeit, die Perspektive
derjeniger zu explorieren, die die Gesundheitsstorung ,erfahren“. Bisher wurde
allerdings keine Methode entwickelt, um ICF Core Sets aus der Patientenperspektive

zu validieren.
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Ziele

Das allgemeine Ziel dieser Doktorarbeit ist es, die am besten geeignete
Methode zu identifizieren, mit der krankheitsspezifische ICF Core Sets aus der
Patientenperspektive validiert werden konnen. Die spezifischen Ziele sind 1) die Vor-
und Nachteile von zwei qualitativen Methoden zu vergleichen, die zur Validierung von
ICF Core Sets aus der Patientenperspektive eingesetzt werden, 2) ein Protokol zu
entwickeln, mit dessen Hilfe, ICF Core Sets fur verschiedene Gesundheitsstérungen
und in verschiedenen Landern aus der Patientenperspektive validiert werden kénnen
und 3) die Inhaltsvaliditat des Comprehensive ICF Core Set fur rA unter Anwendung

der ausgewahlten Methode zu Uberprifen.

Unter Berlcksichtigung dieser spezifischen Ziele gliedert sich die hier
vorgelegte Doktorarbeit in drei Teile: Im ersten Teil wird eine Analyse von qualitativen
Daten, die aus der Anwendung zweier verschiedener qualitativer Methoden stammen,
dargestellt, um die am besten geeigneten Methode zur Validierung von
Comprehensive ICF Core Sets aus der Patientenperspektive zu bestimmen. Im
nachsten Teil der Doktorarbeit wird die Entwicklung eines Protokols zur Validierung
von ICF Core Sets unter Einbeziehung der Ergebnisse aus dem vorangegangenen Teil
geschildert. Im letzten Teil werden die Ergebnisse zur Validierung des Comprehensive
ICF Core Set fur rA aus der Patientenperspektive unter Anwendung der am besten

geeigneten Methode prasentiert.

Die Entwicklung einer Methode zur Validierung von ICF Core Sets aus der
Patientenperspektive: Ein Vergleich zweier qualitativer Methoden

Das Ziel dieses Teils der Doktorarbeit ist es, die Vor- und Nachteile zweier
qualitativer Methoden zu vergleichen, die zur Validierung von krankheitsspezifischen
ICF Core Sets aus der Patientenperspektive eingesetzt wurden. Zwei qualitative
Methoden — Fokusgruppen und Einzelinterviews — sowie zwei Vorgehensweisen, die
in beiden Methoden angewandt wurden — die 'offene’ Vorgehensweise und die ‘ICF-
basierte’ Vorgehensweise — wurden Uberprift, um die am besten geeignete Methode

zur Validierung krankheitsspezifischer ICF Core Sets aus der Patientenperspektive
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zu bestimmen. Beide Methoden als auch die beiden Vorgehensweisen wurden

hinsichtlich (1) formaler Aspekte (z.B. Zeit) und (2) der Ergebnisse (Inhalt) verglichen.

Patienten mit der Diagnose rA wurden nach der ‘maximum variation’ Strategie
[78] zur Teilnahme an Fokusgruppen bzw. Einzelinterviews ausgewahlt. Die
StichprobengroRe wurde anhand der Sattigung der Daten bestimmt [96].
Fokusgruppen und Einzelinterviews wurden nondirektiv unter Verwendung offener
Fragen nach einer standardisierten Guideline durchgefuhrt, digital aufgezeichnet und
wortlich transkribiert. Die Methode der 'meaning condensation’ [78] wurde fur die
qualitative Analyse der Daten verwendet. Die Konzepte, die in der qualitativen Analyse
identifiziert wurden, wurden unter Anwendung von standardisierten Linking- Regeln
[21,22] zu der jeweils prazistesten ICF-Kategorie ,gelinkt’ (Ubersetzt). Um die

Genauigkeit der Auswertung zu Uberprifen, wurde ein peer review durchgefihrt.

Neunundvierzig bzw. 21 Patienten nahmen an den Fokusgruppen bzw.
Einzelinterviews teil. Die Sattigung der Daten wurde nach der Durchfihrung von 5
Fokusgruppen sowie 13 Einzelinterviews in der offenen Vorgehensweise und 5
Fokusgruppen sowie 8 Einzelinterviews in der ICF-basierten Vorgehensweise erreicht.
Es konnte gezeigt werden, dass die ICF-Klassifikation ein nutzliches Werkzeug
darstellt, um die Ergebnisse von Fokusgruppen und Einzelinterviews zu vergleichen,
wenn der Fokus der Untersuchung auf Funktionsfahigkeit und Behinderung liegt. Es
wurde dargestellt, dass im Vergleich zu den Einzelinterviews in den Fokusgruppen
mehr Konzepte und ICF-Kategorien identifiziert wurden. Zuséatzlich wurden in beiden
gualitativen Methoden — Fokusgruppen und Einzelinterviews - mehr Konzepte und
ICF-Kategorien in der ICF-basierten Vorgehensweise gefunden. Hinsichtlich der
Durchfihrung von Fokusgruppen wurde gezeigt, dass diese in der ICF-basierten
Vorgehensweise am zeitaufwendigsten verglichen mit den Einzelinterviews bzw. der
offenen Vorgehensweise sind. Die ICF- basierte Vorgehensweise der Fokusgruppen
stellt die am besten geeignete Methode zur Validierung krankheitsspezifischer ICF
Core Sets aus der Patientenperspektive dar.
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Validierung von ICF Core Sets aus der Patientenperspektive: Entwicklung
eines Protokolls

Das Ziel dieses Teils der Doktorarbeit ist es, ein Protokoll fur die Validierung
von krankheitsspezifischen ICF Core Sets aus der Patientenperspektive zu entwickeln,
das fur verschiedene Gesundheitsstérungen und in verschiedenen Landern

angewendet werden kann.

Auf der Grundlage der am besten geeigneten Methode zur Validierung von
ICF Core Sets aus der Patientenperspektive, namlich der Methode der ICF-basierten
Fokusgruppen, wurde ein Protokoll in standardisierter Form entwickelt, das
interessierten Forschern detaillierte Informationen zur Validierung von ICF Core Sets
aus der Patientenperspektive anbietet. Das Protokoll konnte bereits erfolgreich in
Deutschland (fur chronischen Ganzkérperschmerz, Diabetes mellitus und
Schlaganfall) sowie international (Ungarn: chronischer Rickenschmerz; Schweden

und Finnland: Schlaganfall) implementiert werden.

Inhaltsvaliditat des Comprehensive ICF Core Set fur rneumatoide Arthritis aus
der Patientenperspektive unter Anwendung von Fokusgruppen

Das Ziel dieses Teils der vorliegenden Doktorarbeit ist es, die Inhaltsvaliditat
des Comprehensive ICF Core Set fiir rA unter Anwendung der ausgewahlten Methode
zu untersuchen. Das spezifische Ziel ist, die Aspekte von Funktionsfahigkeit und
Gesundheit, die fur Patienten mit rA wichtig sind, anhand der Methode der ICF-
basierten Fokusgruppen zu untersuchen. Zudem soll Uberprtft werden, in welchem
Ausmall diese Aspekte in der aktuellen Version des Comprehensive ICF Core Set fur

rA repréasentiert sind.

Es wurde eine qualitative Studie mit rA Patienten unter Anwendung der
Methode der ICF-basierten Fokusgruppen durchgefihrt. Die Methodik dieses Teils der
Doktorarbeit wurde bereits oben dargestellt (siehe ‘Entwicklung einer Methode zur
Validierung von ICF Core Sets aus der Patientenperspektive: ein  Vergleich zweier
qualitativer Methoden’). Die gelinkten ICF-Kategorien wurden mit der aktuellen

Version des Comprehensive ICF Core Set fur rA verglichen. Funf
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Fokusgruppen mit insgesamt 24 Teilnehmern wurden durchgefihrt. Die aktuelle
Version des Comprehensive ICF Core Set fur rA wurde weitestgehend von den
Teilnehmern der Fokusgruppen bestatigt. Insgesamt wurden 71 der 76 ICF-
Kategorien (2. Ebene) des Comprehensive ICF Core Set fur rA von den Teilnehmern
benannt. Allerdings wurden auch zahlreiche zusatzliche Inhalte aus der
Patientenperspektive gefunden, die nicht in dem Comprehensive ICF Core Set fur rA
enthalten sind. Diese Inhalte beziehen sich hauptsachlich auf Kérperfunktionen und
Umweltfaktoren; viele von ihnen kénnen durch Nebenwirkungen von Medikamenten

erklart werden.

Schlussfolgerung

Die Methode der ICF-basierten Fokusgruppen ist die am besten geeignete
Methode zur Validierung von krankheitsspezifischen ICF Core Sets aus der
Patientenperspektive.  Allerdings sollte die letzendlich zu empfehlende
Vorgehensweise nicht nur die Prazision der erhaltenen Daten und die Anzahl der
identifizierten Konzepte in den Mittelpunkt stellen, sondern auch die Machbarkeit und

O0konomische Aspekte berlcksichtigen.

Das standardisierte Protokoll fur die Validierung von krankheitsspezifischen
ICF Core Sets aus der Patientenperspektive konnte erfolgreich fir weitere
Gesundheitsstérungen und in anderen Landern implementiert werden. Die
Erfahrungen mit den derzeit durchgefuhrten Validierungsstudien und die erfolgreiche
Implementierung des Protokolls sprechen fur die Anwendbarkeit und Praktikabilitat des

Designs und des standardisierten Protokolls.

Unter Verwendung der Methode der ICF-basierten Fokusgruppen wurde das
Comprehensive ICF Core Set fur rA aus der Patientenperspektive validiert. Eine grol3e
Anzahl an patientenrelevanten Aspekten der Funktionsfahigkeit und Gesundheit und
die Mehrzahl der ICF-Kategorien des Comprehensive ICF Core Set fir rA wurden von
den Teilnehmern der Fokusgruppen genannt bzw. bestétigt. Die Ergebnisse dieser

Fokusgruppen werden auf einer internationalen WHO-Konferenz
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prasentiert und bei der Verabschiedung der endgultigen Version des Comprehensive
ICF Core Set flr rA bericksichtigt werden.

70



9 References

1 WHO Technical Report Series, No. 919. The burden of musculoskeletal conditions
at the start of the new millenium. Geneva: World Health Organization; 2003.

2 Wolfe F, Mitchell DM, Sibley JT, Fries JF, Bloch DA, Williams CA, et al. The mortality
of rheumatoid arthritis. Arthritis Rheum 1994;37:481-94.

3 Grimstadt-Kvalvik A. Mortality in rheumatoid arthritis. Rheumatol Eur 1996;25:9-14.

4 Young A, Dixey J, Cox N, Davies P, Devlin J, Emery P et al. How does functional
disability in early rheumatoid arthritis (RA) affect patients and their lives?
Results of 5 years of follow-up in 732 patients from the Early RA Study (ERAS).
Rheumatology (Oxford) 2000;39:603-11.

5 Fex E, Larsson BM, Nived K, Eberhardt K. Effect of rheumatoid arthritis on work
status and social and leisure time activities in patients followed 8 years from
onset. J Rheumatol 1998;25:44-50.

6 Scott DL, Smith C, Kingsley G. What are the consequences of early rheumatoid
arthritis for the individual? Best Pract Res Clin Rheumatol 2005;19:117-36.

7 Eberhardt KB, Fex E. Functional impairment and disability in early rheumatoid
arthritis--development over 5 years. J Rheumatol 1995;22:1037-42.

8 Yelin E, Wanke L. An assessment of the annual and long-term costs of rheumatoid
arthritis. Arthritis Rheum 1999;42:1209-18.

9 Pugner KM, Scott DI, Holmes JW, Hieke K. The costs of rheumatoid arthritis: an
international long-term view. Semin Arthritis Rheum 2000;29:305-20.

10 Stucki G, Bruhlmann P, Stucki S, Michel BA. Isometric muscle strength is an
indicator of self-reported physical functional disability in patients with
rheumatoid arthritis. Br J Rheumatol 1998;37:643-8.

11 Fransen J, Uebelhart D, Stucki G, Langenegger T, Seitz M, Michel BA. The ICIDH-
2 as a framework for the assessment of functioning and disability in rheumatoid
arthritis. Ann Rheum Dis2002;61:225-31.

12 Boers M, Tugwell P, Felson DT, Van Riel PL, Kirwan JR, Edmonds JP, et al. World
Health Organisation and international league of associations for rheumatology
core endpoints for symptom modifying antirheumatic drugs in rheumatoid
arthritis clinical trials. J Rheumatol 1994;41:86-9.

71



13 Fries JF, Spitz P, Kraines RG, Holman HR. Measurement of patient outcome in
arthritis. Arthritis Rheum 1980;23:137-45.

14 Meenan RF, Mason JH, Anderson JJ, Guccione AA, Kazis LE. AIMS 2. Arthritis
Rheum 1992:35:1-10.

15 Tugwell P, Bombardier C, Buchanan WW, Goldsmith CH, Grace E. The MACTAR
Questionnaire — an individualized functional priority approach for assessing
improvement in physical disability in clinical trials in rheumatoid arthritis. J
Rheumatol 1987;14:446-51.

16 Fransen J, Stucki G. Current use of health status instruments in randomised
controlled trials on patients with rheumatoid arthritis. Dis Manage Health
Outcomes 1998:3:271—7.

17 Meenan RF, Gertman PM, Mason JH. Measuring health status in arthritis: the
Arthritis Impact Measurement Scales. Arthritis Rheum 1980;23:146-52.

18 Stucki G, Sigl T. Assessment of the impact of disease on the individual. Best Pract
& Res Clin Rheumatol 2003;17:451-73.

19 Stucki G, Ewert T, Cieza A. Value and application of the ICF in rehabilitation
medicine. Disabil Rehabil 2002;24:932-8.

20 Guyatt GH, Feeny DH, Patrick DL. Measuring health-related quality of life. Ann
Intern Med 1993;118:622-9.

21 Cieza A, Brockow T, Ewert T, Amman E, Kollerits B, Chatterji S et al. Linking health-
status measurements to the International Classification of Functioning,
Disability and Health. J Rehabil Med 2002;34:205-10.

22 Cieza A, Geyh S, Chatterji S, Kostanjsek N, Ustiin B, Stucki G. ICF linking rules:
an update based on lessons learned. J Rehab Med2005;37:212-18.

23 Stucki G, Cieza A. The International Classification of Functioning, Disability and
Health (ICF) Core Sets for rheumatoid arthritis: a way to specify functioning.
Ann Rheum Dis 2004;63 (Suppl 2):ii40-ii45.

24 Carr A. Beyond disability: measuring the social and personal consequences of
osteoarthritis. Osteoarthritis Cartilage 1999;7:230-8.

25 Schneidert M, Hurst R, Miller J, Ustiin B. The role of environment in the
International Classification of Functioning, Disability and Health (ICF). Disabil
Rehabil 2003;25:588-95.

26 Ueda S, Okawa Y. The subjective dimension of functioning and disability: what is it
and what is it for? Disabil Rehabil 2003;25:596-601.

72



27 Ustiin TB, Chatterji S, Bickenbach J, Kostanjsek N, Schneider M. The International
Classifcation of Functioning, Disability and Health: a new tool for understanding
disability and health. Disabil Rehabil 2003;25:565-71.

28 Albers JM, Kuper HH, van Riel PL, Prevoo ML, 't Hof MA, van Gestel AM et al.
Socio-economic consequences of rheumatoid arthritis in the first years of the
disease. Rheumatology (Oxford) 1999;38:423-30.

29 Sokka T, Kautiainen H, Mottonen T, Hannonen P. Work disability in rheumatoid
arthritis 10 years after the diagnosis. J Rheumatol 1999;26:1681-5.

30 Katz PP. The impact of rheumatoid arthritis on life activities. Arthritis Care Res
1995;8:272-8.

31 World Health Organization. International Classification of Functioning, Disability
and Health: ICF. Geneva: WHO; 2001.

32 World Health Organization. International statistical classification of diseases and
related health problems. 10th rev. Geneva: World Health Organization; 1992.

33 Stucki G, Cieza A, Ewert T, Kostanjsek N, Chatterji S, Ustun TB. Application of the
International Classification of Functioning, Disability and Health (ICF) in clinical
practice. Disabil Rehabil2002;24:281-2.

34 Stucki G, Sangha O. Principles of rehabilitation. In: Klippel JH, Dieppe PA editors.
Rheumatology. 2nd rev. ed. London: Mosby; 1997.

35 World Health Organization. Towards a Common Language for Functioning,
Disability and Health, ICF. Geneva: World Health Organization; 2002.

36 Steiner WA, Ryser L, Huber E, Uebelhart D, Aeschlimann A, Stucki G. Use of the
ICF model as a clinical problem-solving tool in physical therapy and
rehabilitation medicine. Phys Ther2002;82:1098-107.

37 Allan CM, Campbell WN, Guptill CA, Stephenson FF, Campbell KE. A conceptual
model for interprofessional education: The international classification of
functioning, disability and health (ICF). Journal of Interprofessional Care
2006;20:235-45.

38 Mau W, Gulich M, Gutenbrunner C, Lampe B, Morfeld M, Schwarzkopf SR et al.
Lernziele im Querschnittsbereich Rehabilitation, Physikalische Medizin und
Naturheilverfahren nach der 9. Revision der Approbationsordnung fir Arzte -
Gemeinsame Empfehlung der Deutschen Gesellschaft fiir Rehabilitations-
wissenschaften und der Deutschen Gesellschaft fir Physikalische Medizin und
Rehabilitation. Die Rehabilitation 2004;43:337-47.

39 Lollar DJ. Public health and disability: emerging opportunities. Public Health Rep
2002;117:131-6.

73



40 Stucki G, Grimby G. Applying the ICF in medicine. J Rehabil Med 2004;(44
Suppl):5-6.

41 Cieza A, Ewert T, Ustun TB, Chatterji S, Kostanjsek N, Stucki G. Development of
ICF Core Sets for patients with chronic conditions. J Rehabil Med 2004;(44
Suppl):9-11.

42 Ustin B, Chatterji S, Kostanjsek N. Comments from WHO for the Journal of
Rehabilitation Medicine Special Supplement on ICF Core Sets. J Rehabil Med
2004;(44 Suppl):7-8.

43 Brach M, Cieza A, Stucki G, Fissl M, Cole A, Ellerin BE et al. ICF Core Sets for
breast cancer. J Rehabil Med 2004;(44 Suppl):121-7.

44 Cieza A, Stucki A, Geyh S, Berteanu M, Quittan M, Simon A et al. ICF Core Sets
for chronic ischemic heart disease. J Rehabil Med 2004;(44 Suppl):94-9.

45 Cieza A, Stucki G, Weigl M, Kullmann L, Stoll T, Kamen L et al. ICF Core Sets for
chronic widespread pain. J Rehabil Med 2004;(44 Suppl):63-8.

46 Cieza A, Chatterji S, Andersen C, Cantista P, Herceg M, Melvin J et al. ICF Core
Sets for depression. J Rehabil Med 2004;(44 Suppl):128-34.

47 Ruof J, Cieza A, Wolff B, Angst F, Ergeletzis D, Omar Z et al. ICF Core Sets for
diabetes mellitus J Rehabil Med 2004;(44 Suppl):100-6.

48 Cieza A, Stucki G, Weigl M, Disler P, Jackel W, van der Linden S et al. ICF Core
Sets for low back pain. J Rehabil Med 2004;(44 Suppl):69-74.

49 Stucki A, Daansen P, Fuessl M, Cieza A, Huber E, Atkinson R et al. ICF Core Sets
for obesity. J Rehabil Med 2004;(44 Suppl):107-13.

50 Stucki A, Stoll T, Cieza A, Weigl M, Giardini A, Wever D et al. ICF Core Sets for
obstructive pulmonary diseases. J Rehabil Med 2004;(44 Suppl):114-20.

51 Dreinhofer K, Stucki G, Ewert T, Huber E, Ebenbichler G, Gutenbrunner Ch et al.
ICF Core Sets for osteoarthritis. J Rehabil Med 2004;(44 Suppl):75-80.

52 Cieza A, Schwarzkopf SR, Sigl T, Stucki G, Melvin J, Stoll T et al. ICF Core Sets
for osteoporosis. J Rehabil Med 2004;(44 Suppl):81-6.

53 Stucki G, Cieza A, Geyh S, Battistella L, Lloyd J, Symmons S et al. ICF Core Sets
for rheumatoid arthritis. J Rehabil Med 2004;(44 Suppl):87-93.

54 Geyh S, Cieza A, Schouten J, Dickson H, Frommelt P, Omar Z et al. ICF Core Sets
for Stroke. J Rehabil Med 2004;(44 Suppl):135-41.

74



55 Weigl M, Cieza A, Andersen C, Kollerits B, Amann E, Stucki G. Identification of
relevant ICF categories in patients with chronic health conditions: A Delphi
exercise. J Rehabil Med 2004;(44 Suppl):12-21.

56 Brockow T, Cieza A, Kuhlow H, Sigl T, Franke T, Harder M et al. Identifying the
concepts contained in outcome measures of clinical trials on musculoskeletal
disorders and chronic wide spread pain using the International Classification of
Functioning, Disability and Health as a reference. J Rehabil Med 2004;(44
Suppl):30-6.

57 Wolff B, Cieza A, Parentin A, Rauch A, Sigl T, Brockow T et al. Identifying the
concepts contained in outcome measures of clinical trials on four internal
disorders using the International Classification of Functioning, Disability and
Health as a reference. J Rehabil Med 2004;(44 Suppl):37-42.

58 Brockow T, Duddeck K, Geyh S, Schwarzkopf SR, Weigl M, Franke T et al.
Identifying the concepts contained in outcome measures of clinical breast
cancer trials Using the International Classification of Functioning, Disability and
Health as a reference. J Rehab Med 2004;(44 Suppl):43-8.

59 Brockow T, Wohlfahrt K, Hillert A, Geyh S, Weigl M, Franke T et al. Identifying the
concepts contained in the outcome measures of trials on depressive disorders
using the International Classification of Functioning, Disability and Health as a
reference. J Rehab Med 2004;(44 Suppl):49-55.

60 World Health Organization. ICF Checklist Version 2.1a, Clinical Form for
International Classification of Functioning, Disability and Health: ICF. Geneva:
World Health Organization; 2001.

61 Ewert T, Fuessl M, Cieza A, Andersen C, Chatterji S, Kostanjsek N et al.
Identification of the most common patient problems in patients with chronic
conditions using the ICF checklist. J Rehab Med 2004;(44 Suppl):22-9.

62 Kirchberger I, Glaessel A, Stucki G, Cieza A. Validation of the comprehensive
international classification of functioning, disability and health core set for
rheumatoid arthritis: the perspective of physical therapists. Phys Ther
2007;87:368-84.

63 Hewlett S. Patients and clinicians have different perspectives on outcomes in
arthritis. J Rheumatol 2003;30:877-9.

64 Hewlett S, Smith AP, Kirwan JR. Values for function in rheumatoid arthritis:
patients, professionals, and public. Ann Rheum Dis 2001;60:928-33.

65 Giacomini M, Cook D. Users’ guides to the medical literature: XXIIl. Qualitative
research in health care, A. Are the results of the study valide. J Am Med Assoc
2000;284:357-62.

75



66 Mays N, Pope C. Qualitative research in health care: Assessing quality in
qualitative research. Br Med J 2000;320:50-2.

67 Murphy E, Dingwall R, Greatbatch D, Parker S, Watson P. Qualitative research
methods in health technology assessment: a review of the literature.
Southampton: Health Technology Assessment;1998.

68 Oehman A. Qualitative methodology for rehabilitation research. J Rehabil Med
2005;37:273-80.

69 Kroll T, Neri M, Miller K. Using mixed methods in disability and rehabilitation
research. Rehabil Nurs 2005;30(3):106-13.

70 Foss C, Ellefsen B. The value of combining qualitative and quantitative
approaches in nursing research by means of method triangulation. J Adv Nurs
2002;40:242-8.

71 Moffatt S, White M, Mackintosh J, Howel D. Using quantitative and qualitative data
in health service research - what happens when mixed method findings conflict?
Health Service Research 2007;6:doi: 10.1186/1472-6963-6-28.

72 Kirwan J, Heiberg T, Hewlett S, Hughes R, Kvien T, Ahlmen M et al. Outcomes
from the Patient Perspective Workshop at OMERACT 6. J Rheumatol 2003
;30:868-72.

73 Carr AJ, Hewlett S, Hughes R, Mitchell H, Ryan S, Carr M et al. Rheumatology
outcomes: the patient's perspective. J Rheumatol 2003;30:880-3.

74 Stewart D, Shamdasani P. Focus groups: theory and practice. Newbury Park:
Sage; 1990.

75 Sim J. Collecting and analysing qualitative data: issues raised by the focus group.
J Adv Nurs 1998;28:345-52.

76 Morgan DL. Focus groups as qualitative research. 2nd ed. Qualitative Research
Methods series. vol. 16. Thousand Oaks: Sage; 1997.

77 Vaughn S, Schumm JS, Sinagub J. Focus group interviews in education and
psychology. Thousand Oaks: Sage; 1996.

78 Kvale S. Interviews - an introduction to qualitative research interviewing. California:
Sage; 1996.

79 Wengraf T. Qualitative research interviewing: biographic narratives and semi-
structured methods. London: Sage; 2001.

80 Krueger RA, Casey MA. Focus groups: A practical guide for applied research.
Thousand Oaks: Sage; 2000.

76



81 Morse JM. Critical issues in qualitative research methods. Thousand Oaks: Sage;
1994.

82 Morgan DL, Krueger RA. When to use focus groups and why. In: Morgan DL, editor.
Successful focus groups: advancing the state of the art. Newbury Park: Sage;
1993. p. 3-19.

83 Kitzinger J. Qualitative research: Introducing focus groups. Br Med J
1995;311:299-302.

84 Powell RA, Single HM, Lloyd KR. Focus groups in mental health research:
enhancing the validity of user and provider questionnaires. Int J Soc Psychiatry
1996;42:193-206.

85 Morgan D. The focus group guidebook. Focus group kit I. Thousand Oak: Sage;
1998.

86 Carey M, editor. Issues in qualitative research methods. Thousand Oaks: Sage;
1994.

87 Barbour R. Checklists for improving rigour in qualitative research: a case of the tail
wagging the dog? Br Med J2001;322(7294):1115-7.

88 Denzin N. The research act: a theoretical introduction to sociological methods.
New York: McGraw-Hill; 1978.

89 Thomas L, MacMillan J, McColl E, Hale C, Bond S. Comparison of focus group and
individual interview methodology in examining patient satisfaction with nursing
care. Social Sciences in Health 1995;1(4):206-20.

90 Kingry M, Tiedje L, Friedman L. Focus groups: a research technique for nursing.
Nurs Res 1990;39(2):124-5.

91 Morgan D. Focus groups as qualitative research. London: Sage; 1988.

92 Fern E. The use of focus groups for idea generation: the effects of group size,
acquaintanceship, and moderator on response guantity and quality. Journal of
Marketing Research 1982;19(1):1-13.

93 Coenen M, Cieza A, Stamm T, Amann E, Kollerits B, Stucki G. Validation of the
International Classification of Functioning, Disability and Health (ICF) Core Set
for rheumatoid arthritis from the patient perspective using focus groups. Arthritis
Research & Therapy 2006;8:R84 (doi:10.1186/ar1956).

94 Stamm T, Cieza A, Coenen M, Machold K, Nell V, Smolen J, et al. Validating the
International Classification of Functioning, Disability and Health Comprehensive
Core Set for Rheumatoid Arthritis from the patient perspective: a qualitative
study. Arthritis Rheum2005;53(3):431-9.

77



95 Arnett FC, Edworthy SM, Bloch DA, McShane DJ, Fries JF, Cooper NS et al. The
American Rheumatism Association 1987 revised criteria for the classification of
rheumatoid arthritis. Arthritis Rheum 1988;31:315-24.

96 Patton MQ. Qualitative evaluation and research methods. Newbury Park: Sage;
1990.

97 Karlsson G. Psychological Qualitative Research from a Phenomenological
Perspective. Stockholm: Almquist & Wiskell International; 1995.

98 Cohen J. A coefficient of agreement for nominal scales. Educ Psychol Meas
1960;20:37-46.

99 Vierkant RA. A SAS macro for calculating bootstrapped confidence intervals about
a kappa coefficient. SAS Users Group International Online Proceedings 2000.
Retrieved July 23, 2004, from <http://www2.sas.com/ proceedings/ sugi22/
STATS/ PAPER295.PDF>.

100 SAS Institute Inc. The SAS System for Windows, Version 8.2. Cary, NC: SAS
Institute Inc; 2001.

101 Zink A, Listing J, Klindworth C, Zeidler H. The national database of the German
Collaborative Arthritis Centres: |. Structures, aims, and patients. Ann Rheum
Dis 2001;60:199-206.

102 Westhoff G, Listing J, Zink A. Loss of physical independence in rheumatoid
arthritis: Interview data from a representative sample of patients in
rheumatologic care. Arthritis Care Res 2000;13:11-22.

103 Ahlmén M, Nordenskitld U, Archenholtz B, Thyberg I, Ronnqvist T, Lindén L,
Andersson A-K, Mannerkorpi K. Rheumatology outcomes: the patient’s
perspective. A multicentre focus group interview study of Swedish rheumatoid
arthritis patients. Rheumatology (Oxford) 2005;44:105-10.

104 Thornton C. A focus group inquiry into the perceptions of primary health care
teams and the provision of health care for adults with a learning disability living
in the community. J Adv Nurs 1996;23(6):1168-76.

105 Basch C. Focus group interviews: an under-utilized research technique for
improving theory and practice in health education. Health Education Quarterly
1987;14(4):411-48.

106 Parsons M, Greenwood J. A guide to the use of focus groups in health care
research: Part 1. Contemp Nurse 2000;9(2):169-80.

107 Krueger R. The future of focus groups. Qual Health Res 1995;5:524-30.

108 Coteé-Arsenault D, Morrison-Beedy D. Maintaining your focus in focus groups:
avoiding common mistakes. Res Nurs Health2005;28:172-9.

78


http://www2.sas.com/

109 Greenbaum T. Moderating Focus Groups. Thousand Oaks: Sage Publications;
2000.

110 Kitzinger J, Barbour R, editors. Introduction: The callenge and promise of focus
groups. London: Sage; 1999.

111 Ezzy D. Are qualitative methods misunderstood? Aust N Z J Public Health
2001;25(4):294-7.

112 Clarke A. Focus group interviews in health-care research. Prof Nurse
1999;14(6):395-7.

113 Ward V, Bertrand J, Brown L. The comparability of focus groups and survey
results. Evaluative Reviews 1994;15(2):266-83.

114 Guest G, Bunce A, Johnson L. How many interviews are enough? An experiment
with data saturation and variability. Field Methods 2006;18(1):59- 82.

115 Jackson P. Focus group interviews as a methodology. Nurse Res 1998;6(1):72-
84.

116 Macleod Clark J, Maben J, Jones K. The use of focus group interviews in nursing
research. Nursing Times Research 1996;1(2):143-53.

117 Xie F, Li SC, Fong KY, Lo NN, Yeo SJ, Yang KY et al. What health domains and
items are important to patients with knee osteoarthritis? A focus group study in
a multiethnic urban Asian population. Osteoarthritis Cartilage 2006;14:224-30.

118 Coenen M, Stamm TA, Cieza A, Kollerits B, Amann E, Stucki G. Comparing two
qualitative methods: Individual interviews and focus groups in patients with
rheumatoid arthritis. Annals of the Rheumatic Diseases 2005; 64:(Suppl ), 70.

119 Coenen M, Stamm TA, Cieza A, Amann E, Kollerits B, Stucki G. Validation of the
Comprehensive ICF Core Set for rheumatoid arthritis from the patient’s
perspective using focus groups. Annals of the Rheumatic Diseases, 2005;
64:(Suppl 111), 395.

120 Lambert BL, Butin DN, Moran D, Zhao SZ, Carr BC, Chen C et al. Arthritis care:
Comparison of physicians' and patients' views. Semin Arthritis Rheum
2000;30:100-10.

121 Kirwan JR, Hewlett SE, Heiberg T, Hughes RA, Carr M, Hehir M et al.
Incorporating the patient perspective into outcome assessment in rheumatoid
arthritis - progress at OMERACT 7. J Rheumatol 2005;32:2250-6.

79



122 Kirwan JR, Minnock P, Adebajo A, Bresnihan B, Choy E, de Wit M et al. Patient
perspective: fatigue as a recommended patient centered outcome measure in
rheumatoid arthritis. J Rheumatol 2007;34:1174-7.

123 Quest E, Aanerud G J, Kaarud S, Collins S, Leong A, Smedeby B et al (Patient
Perspective Group). Patients’ perspective. J Rheumatol 2003;30:884-5.

124 Kirwan JR, Hewlett S. Patient perspective: reasons and methods for measuring
fatigue in rheumatoid arthritis. J Rheumatol2007;34:1171-3.

125 Hewlett S, Cockshott Z, Byron M, Kitchen K, Tipler S, Pope D et al. Patients'
perceptions of fatigue in rheumatoid arthritis: overwhelming, uncontrollable,
ignored. Arthritis Rheum 2005;53:697-702.

126 Wirnsberger RM, De Vries J, Jansen TLThA, Van Heck GL, Wouters EFM, Drent
M. Impairment of quality of life: rheumatoid arthritis versus sarcoidosis. Neth J
Med 1999;54:86-95.

127 Borchers AT, Keen CL, Cheema GS, Gershwin ME. The use of methotrexate in
rheumatoid arthritis. Semin Arthritis Rheum 2004;34:465-83.

128 Risley S, Thomas MA, Bray V. Rheumatoid arthritis, new standards of care:
nursing implications of infliximab. J Orthop Res2004;8:41-9.

129 Goodacre LJ, Goodacre JA. Factors influencing the beliefs of patients with
rheumatoid arthritis regarding disease-modifying medication. Rheumatology
(Oxford) 2004;43:583-6.

130 Deman AM, Brooks PM. Antirheumatic therapy. In: Maddison PJ, Isenberg DA,
Woo P, Glass DN, editors. Oxford Textbook of Rheumatology. Oxford: Oxford
University Press;1993. p. 329-49.

131 Schattenkirchner M. The use of leflunomide in the treatment of rheumatoid
arthritis: an experimental and clinical review. Immunopharmocology
2000;47:291-8.

132 Brooks PM. Drug modification of inflammation - non-steroidal anti-inflammatory
drugs. In: Maddison PJ, Isenberg DA, Woo P, Glass DN, editors. Oxford
Textbook of Rheumatology. Oxford: Oxford University Press;1993. p. 323-8.

133 Richy F, Bruyere O, Ethgen O, Rabenda V, Bouvenot G, Audran M et al. Time
dependent risk of gastrointestinal complications induced by non-steroidal anti-
inflammatory drug use: a consensus statement using a meta-analytic approach.
Ann Rheum Dis 2004;63:759-66.

134 Bijlsma JWJ, Boers M, Saag KG, Furst DE. Glucocorticoids in the treatment of
early and late RA. Ann Rheum Dis 2003;62:1033-7.

80



135 Carnahan MC, Goldstein DA. Ocular complications of topical, peri-ocular, and
systemic corticosteroids. Curr Opin Ophthalmol 2000;11:478-83.

136 Saag KG. Low-dose corticosteroid therapy in rheumatoid arthritis: balancing the
evidence. Am J Med 1997;103:31S-39S.

137 Saag KG, Koehnke R, Caldwell JR, Brasington R, Burmeister LF, Zimmerman B
et al. Low dose long-term corticosteroid therapy in rheumatoid arthritis: An
analysis of serious adverse events. Am J Med 1994;96:115-23.

138 Axelrod L. Glucocorticoids. In: Kelly WN, Harris ED, Ruddy S, Sledge GB, editors.
Textbook of Rheumatology. Philadelphia: W. B. Saunders; 1993. p. 779-96.

139 Berry D, Bradlow A, Bersellini E. Perceptions of the risks and benefits of
medicines in patients with rheumatoid arthritis and other painful musculoskeletal
conditions. Rheumatology (Oxford) 2004;43:901-5.

140 Marshall NJ, Wilson G, Lapworth K, Kay LJ. Patients’ perceptions of treatment
with anti-TNF therapy for rheumatoid arthritis: a qualitative study. Rheumatology
(Oxford) 2004;43:1034-8.

141 Grimby M, Ekholm J, Fisher A, Stibrant Sunnerhagen K. Measurement and
evaluation of outcomes in rehabilitation. J Rehabil Med 2005;37:1-2.

142 Walker JG, Littlejohn GO, McMurray NE, Cutolo M. Stress system response and
rheumatoid arthritis: a multilevel approach. Rheumatology (Oxford)
1999;38:1050-7.

143 Evers AWM, Kraaimaat FW, Geenen R, Jacobs JWG, Bijlsma JWJ. Pain coping
and social support as predictors of long-term functional disability and pain in
early rheumatoid arthritis. Behav Res Ther2003;41:1295-310.

144 Doeglas D, Suurmeijer T, Krol B, Sanderman R, van Leeuwen M, van Rijswijk M.
Work disability in early rheumatoid arthritis. Ann Rheum Dis 1995;54:455-60.

145 Huelsemann JL, Mittendorf T, Merkesdal S, Zeh S, Handelmann S, von der
Schulenburg J-M et al. Direct costs related to rheumatoid arthritis: The patient
perspective. Ann Rheum Dis. 2005;64:1456-61.

146 Lapsley HM, March LM, Tribe KL, Cross MJ, Courtenay BG, Brooks PM. Arthritis
Cost and Ooutcome Project Group. Living with rheumatoid arthritis:
expenditures, health status, and social impact on patients. Ann Rheum Dis
2002;61:818-21.

147 Curtis S, Gesler W, Smith G, Washburn S. Approaches to sampling and case
selection in qualitative research: examples in the geography of health. Soc Sci
Med 2000;50:1001-14.

81



148 Knodel J. The design and analysis of focus group studies. In: Morgan DL, editor.
Successful focus groups: advancing the state of the art. Newbury Park: Sage;
1993. p. 35-50.

149 Carey AM. The group effect in focus groups: planning, implementing, and
interpreting focus group research. In Morse JM, editor. Critical issues in
qualitative research methods. Thousand Oaks: Sage; 1994. p. 225-41.

150 Pope C, Ziebland S, Mays N. Qualitative research in health care: Analysing
qualitative data. Br Med J2000:320:114-6.

151 Landis JR, Koch GG. The measurement of observer agreement for categorial
data. Biometrics 1977;33:159-74.

82



10 Appendix

83



Appendix 1

Comprehensive ICF Core Set for rheumatoid
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ICF code
2" 31 4" jeyel

ICF category title

Activities and Participation

d170
d230
d360
d410
d415
d430
d440
d445
d449
d450
d455
d460
d465
d470
d475
d510
d520
d530
d540
d550
d560
d570
d620
d630
d640
d660
d760
d770
d850
d859
do10
d920

Writing

Carrying out daily routine

Using communication devices and techniques
Changing basic body position
Maintaining a body position

Lifting and carrying objects

Fine hand use

Hand and arm use

Carrying, moving and handling objects, other specified and unspecified
Walking

Moving around

Moving around in different locations
Moving around using equipment
Using transportation

Driving

Washing oneself

Caring for body parts

Toileting

Dressing

Eating

Drinking

Looking after one’s health
Acquisition of goods and services
Preparing meals

Doing housework

Assisting others

Family relationships

Intimate relationships
Remunerative employment

Work and employment, other specified and unspecified
Community life

Recreation and leisure

Environmental Factors

ell0
ells
el20

el25
el35
el50

el55

e225
e310
e320
e340
e355
e360

Products or substances for personal consumption

Products and technology for personal use in daily living

Products and technology for personal indoor and outdoor mobility and
transportation

Products and technology for communication

Products and technology for employment

Design, construction and building products and technology of buildings for public

use

Design, construction and building products and technology of buildings for private

use

Climate

Immediate family

Friends

Personal care providers and personal assistants
Health professionals

Other professionals
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ICF code
2nd 31 gt eyl

ICF category title

e410
e420
e425

e450
e460
e540
e570
e580

Individual attitudes of immediate family members

Individual attitudes of friends

Individual attitudes of acquaintances, peers, colleagues, neighbors and
community members

Individual attitudes of health professionals

Societal attitudes

Transportation services, systems and policies

Social security services, systems and policies

Health services, systems and policies

Table 1 Comprehensive ICF Core Set for RA
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Appendix 2 Brief ICF Core Set for rheumatoid arthritis

ICF code

ICF category title

Body Functions

b134
b280
b455
b710
b730
b740
b770
b780

Sleep functions

Sensation of pain

Exercise tolerance functions

Mobility of joint functions

Muscle power functions

Muscle endurance functions

Gait pattern functions

Sensations related to muscles and movement functions

Body Structures

s299
s710
s720
s730
s750
s760
s810

Eye, ear and related structures, unspecified
Structure of head and neck region
Structure of shoulder region

Structure of upper extremity

Structure of lower extremity

Structure of trunk

Structure of areas of skin

Activities and Participation

d230
d410
d430
d440
d445
d450
d470
d510
d540
d550
d770
d850
d859
do20

Carrying out daily routine
Changing basic body position
Lifting and carrying objects
Fine hand use

Hand and arm use

Walking

Using transportation
Washing oneself

Dressing

Eating

Intimate relationships
Remunerative employment
Work and employment, other specified and unspecified
Recreation and leisure

Environmental Factors

ell0
ells
el20
el50
el55
e310
e355
e540
e570
e580

Table 2

Products or substances for personal consumption

Products and technology for personal use in daily living

Products and technology for personal indoor and outdoor mobility and transportation
Design, construction and building products and technology of buildings for public use
Design, construction and building products and technology of buildings for private use
Immediate family

Health professionals

Transportation services, systems and policies

Social security services, systems and policies

Health services, systems and policies

Brief ICF Core Set for RA
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Appendix 3

Confirmed ICF categories of the

Comprehensive ICF Core Set for rheumatoid

arthritis: comparison of focus groups and individual

interviews

ICF categories

ICF code

b130
b134

b152
b180
b280
b430
b455
b510
b640
b710
b715
b730
b740
b770
b780

Table 3

ICF category title

Energy and drive functions

Sleep functions

Emotional functions

Experience of self and time functions
Sensation of pain
Haematological system functions
Exercise tolerance functions
Ingestion functions

Sexual functions

Mobility of joint functions
Stability of joint functions

Muscle power functions

Muscle endurance functions

Gait pattern functions

Sensations related to muscles and movement

functions

Open approach

FG

L2 2 2 4 L IR K 4

L 2K 4

El

6000

*

ICF-based

approach

FG

L R 2

L AR 2K BE BE BE R IR B 2N 2 B J

El

*

* 60000 .

*

Body Functions (b): Confirmed ICF categories (2nd level) of the Comprehensive

ICF Core Set for RA

ICF categories

ICF code

s299
s710
s720
s730
s750
s760
s770

s810

Table 4

ICF category title

Eye, ear and related structures, unspecified (s220)*

Structure of head and neck region
Structure of shoulder region
Structure of upper extremity
Structure of lower extremity
Structure of trunk

Additional musculoskeletal structures related to

movement
Structure of areas of skin

Open approach

FG

L 2R 2K 2K BE 2R 2K 4

.

El

LK 2K 2R K 2

ICF-based

approach

FG

L 2K K BEK BE 2R 2K 4

.

El

L 2K 2K 3R 3K 3K 2K 4

*

Body Structures (s): Confirmed ICF categories (2nd level) of the Comprehensive

ICF Core Set for RA
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ICF oategosisc Dp=n Epprasch KCr-based
approsch

IGF oode  ICF oaisgory Siis F B Fik (-]
di7o TWritmg - - &
=230 Camying ot dally moatine & &
d3&0 Lisine) communication desvoes and beohnlguss * *
(08 [ Chargieag basic boedy s Eon * * * &
g1 Maintuning a body position * * * *
B30 Lifing and camying objects * * * *
[ Ty Fire= hand s W # # #
[ LR Harsd and & use - - & -
g=z2 Camying, micving arad handing obijiecis, ofher

specified and unspecifed (dE30a4450"
50 walkirg * * * *
[ kicaeing amund - * - *
B0 Mowving around In different ipcabions (dEs )" * *
HLEs kicwing amund using squiprent w * L *
g7 Uising ransporation * * * *
gaTs Cirtaireg * * * *
d510 ‘Wasring ones=f * * * *
(5P Caring Tor Inocdhy s * * * *
530 Tol=Eng * *
(1 ] Crezsing # * * *
ds50 Eabrig & *
(1 7N CEriricirg * *
ds o Lok ing ater ome's hesdh * *
(s T Armuisiion of goods and senvices * * * *
(| Freporing s als # * # *
(o ] Choireg Fecimssssori W # # #
osa0 Azelzhing ohhers # # #
gFael Family relsforships *
1 [ 0 Imfrmai= el adonships - &
(1] Riemunsratye amphoyment - * - *
geES Work amd empdoymenl, obher specifled and

(1 == v w1V
(2} [H] Community = *
(1= Riscreation and =kurs # # # #
Table 5 Activities & Participation (d): Confirmed categories (2nd level) of the

Comprehensive ICF Core Set for RA
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ICF categories Do approach I0F v

ICF code  ICF category e Fo | El e} I El

a110 Products o sUnstances for personal consumgption * * * *

2115 Iﬁmmm‘emttg'trpﬁmﬂmelndalf * * * *

g

e1A] Products and fechnoicedy for personal Indcedr and * #* * *
outaoor moblIRy and aEnsporaton

2125 Products and t2chnoiogy for communication - *

2135 Producis and technology for employment * *

213 Design, constnuction and bulkding producis and * *
technoiogy of bulldings for publc use

2155 Design, constnuction and bulkding producis and * * *
technology of bulldings for privale use

aI25 Cimate * * * *

2310 Immediate famiy - * * -

2320 Friends * * *

a34d Parsonal care providers and personal assistams * * * -

2355 Hegth professionals * * * *

8360 COmer professionals

2410 indhidual atithudes of Immedlate family members - * * -

ad2] indhvidual afifhudes of friends - * *

2425 indhidual atiitudes of acquaintances, pesTs, * * *
coileagues, neighbours and community members

2450 Indhidual attiudes of health professionals * * -

aed&l Sogetal atithudes - * * *

a54] Transportaton serdces, sysiems and pollcies »

8570 Socal securty sendces, systems and pollcies » * » »

esad Heath sanvices, SYS2me and poilces ol * * *

Table 6 Environmental Factors (e): Confirmed categories (2nd level) of the

Comprehensive ICFCore Set for RA
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Appendix 4 Protocol for the validation of ICF Core Sets
of chronic health conditions from the patient
perspective

Validation of the ICF Core Sets for [insert

health condition] from the patient perspective

WHO Collaboration Project

Protocol
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Protocol Synopsis

Objective:

Study Design:

Erequency of data collection:

Participants:

Instruments:

Outcome:

Time Frame:

The goal of this study is to explore the aspects of
functioning and health important to patients with [insert
health condition] and to examine to what extent these
aspects are represented by the current version of the ICF
Core Sets for [insert health condition].

The study is qualitative using focus groups.

once

Participants are patients diagnosed with  [insert health
condition], being treated in the [insert clinic] of the [insert
department] in [insert town]. Up to 6 focus groups with
patients with [insert health condition] will be included in

the study before saturation will be reached.

- Topic guide for focus groups

- Case Record Form for Patients (CRF): The CRF is a
self administered questionnaire including sociodemo-
graphic and disease related variables

- Comorbidity Questionnaire (SCQ)

- [insert further disease-specific questionnaires]

Validation of the ICF Core Sets for [insert health
condition] by obtaining aspects of functioning and health

important to patients with [insert health condition].

Start: [insert month/year]

Finish: [insert month/year]
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)

Responsibilities

Project Director: [insert name]
[insert department]

[insert address]

Project Coordinator: [insert name]
[insert department]

[insert address]

Background

The International Classification of Functioning, Disability and Health, known as ICF, is a
multipurpose classification which belongs to the WHO family of international classifications and
is designed to record and organize a wide range of information about health and health- related
states [1]. The ICF was approved by the World Health Assembly in May 2001.

The specific aims of the ICF according to WHO 2000 are: (1) to provide a scientific basis for
understanding and studying health and health-related states, outcomes and determinants,

to establish a common language for describing health and health-related states to improve
communication among health professionals, researchers, patients and other stakeholders in
the health-care system, (3) to permit the comparison of data across countries, health-care
disciplines, services and time, and (4) to provide a systematic coding scheme for health-

information systems.

The development of the ICF was based on the so called bio-psycho-social model. The domains
contained in the bio-psycho-social model are described from the perspective of the body, the
individual and the society (see figure 1). This model groups different domains for a person in
a given health condition. As a term, functioning encompasses all body functions, body

structures, activities and participation; similarly, disability serves as a term for
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impairments of body functions and body structures, activity limitations and participation
restrictions. The bio-psycho-social model also contains environmental and personal factors
that interact with functioning and disability. This bio-psycho-social approach establishes the
basis for a more appropriated description of the whole health experience of patients suffering

from disease.

According to the bio-psycho-social model the ICF classification contains the four components
Body functions, Body Structures, Activities and Participation, and Environmental Factors. The
component Personal Factors has not yet been classified. Each component consists of several
chapters, and within each chapter, of categories which are the units of the classification. Within
the hierarchical code system of the ICF classification, the letters b, s, d, and e, which refer to
the component of the classification, are followed by a numeric code that starts with the chapter
number (single digit) followed by the 2nd-level (two digits) and the 3rd- and 4th-level (one digit
each) (see figure 1). In this way, it enables the user to record useful profiles of individuals’
functioning, disability and health in various settings [1].

Health condition
(disorder or disease)

T
! ' !

Body Functions and

<> Activities <«—> Participation
Structures
A A A
Environmental Personal
Factors Factors
o2 Sensoy nchons and pain  (chapier)
D280 Sensation af pain (2= lavel categary)
B2601 Fain in body pait {3 level categony)
b2B010 Pain In head and neck (4% lewel category)
Figure 1: The current framework of functioning and disability —the WHO International

Classification of Functioning, Disability and Health (ICF)
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Since the ICF has been developed in a worldwide comprehensive consensus process over the
last years, it is likely to become the generally-accepted framework to describe persons’
functioning and health in rehabilitation [2, 3, 4]. Since the endorsement of the ICF by the WHO
the application in clinical practice was addressed by several research projects [5]. Considering
that it may take hours to fully classify an individual patient in its current form (even after
intensive training), the practicability of the ICF remains an important issue.

To facilitate the use of the ICF classification in rehabilitative medicine, e.g. for planning of
rehabilitative interventions, disease-specific ICF Core Sets have been developed by the ICF
Research Branch located at the Department of Physical Medicine and Rehabilitation at the
Ludwig-Maximilian University in Munich. The condition-specific ICF Core Sets include as few
domains as possible to be practical and as many as necessary to be comprehensive enough
to cover the prototypical spectrum of limitations in functioning and health encountered in a
specific health condition. ICF Core Sets for 12 health conditions (rheumatoid arthritis, stroke,
osteoarthritis, osteoporosis, low back pain, chronic generalized pain, depression, obesity,
breast cancer, diabetes mellitus, obstructive pulmonary disease, chronic ischemic heart
disease) have been developed in a multi-phase research project including systematic literature
review, expert surveys using Delphi-techniqgue, empiric data collection and consensus

conference [6, 7, 8, 9].

As a result of this project two ICF Core Sets for [insert health condition] are available: The
Comprehensive ICF Core Set to guide multidisciplinary assessments in patients with [insert
health condition] and the Brief ICF Core Set to be rated in all patients included in a clinical
study with [insert health condition] [10]. The total number of categories in the Comprehensive
ICF Core Set for [insert health condition] is [insert number of categories included in the
respective Core Set], and the total number of categories in the Brief ICF Core Set for [insert
health condition] is [insert number of categories included in the respective Core Set] [insert
reference]. The Comprehensive ICF Core Set for a multidisciplinary assessment in [insert
health condition] may be used in future to facilitate clinicians and researchers efforts to

incorporate a patient oriented, multilevel and comprehensive view in their everyday practice.
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Before using the ICF Core Sets in clinical routine an extensive validation process will be
conducted. This process will follow three approaches:
e Validation with empirical data from cross-sectional studies (ICF Core Sets multi- centre
international validation study)
e Validation from the perspective of health professionals

¢ Validation from the patient perspective

The first validation approach analyses patient data of international cross-sectional studies.
Psychometric properties of the ICF Core Sets will be tested using different statistical
techniques. The aim of the second approach is to validate ICF Core Sets from the perspective
of health professionals involved in the health care of patients suffering from a specific disease
using the Delphi-technique. The third approach in the validation process is the validation from
the patient perspective using a qualitative methodology. While the patient perspective has
been included implicitly in the development of the ICF (e.g. limitations of activities, restriction
of participation, personal factors) the patients now will be involved explicitly in the process of
the validation of ICF Core Sets. As standards of functioning and health in research and clinical
practice, the ICF Core Sets should address the perspective of those who experience the
disease. Qualitative methodology provides the possibility to explore the perspective of those
who experience the health problem, i.e. the so-called patient perspective. One possible
approach to identify the prototypical spectrum of functioning and health of individuals afflicted
with [insert health condition] is to interview patients in small groups. These so-called focus
groups [11, 12] differ from individual interviews concerning the interaction and group process
that can enrich the information generated within a group of patients. Although no difference
was found in the depth of data generated [13], more concepts are likely to occur in focus groups
compared to individual interviews [14]. In a previous study concerning the validation of the ICF
Core Sets for rheumatoid arthritis from the patient perspective a focus group methodology —
the so-called ICF based approach - was developed and found to be an effective method to
validate ICF Core Sets from the patient perspective [14]. The validation from the patient
perspective aims at checking whether the individual problems in functioning and health noticed
by the patients themselves are represented by the ICF categories selected for the ICF Core

Sets for e.g. [insert health condition].

[insert aspects of epidemiology and etiology, diagnostic criteria of the health condition]
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[insert relevant aspects of the health condition: body functions, body structures, limitations of
activities, restrictions of participation, environmental factors]. Therefore [insert health condition]
may be seen as a complex bio-psycho-social disorder. A bio-psycho-social approach can be
useful in describing the whole health experience of patients with [insert health condition] and
is in accordance with the general concept of the ICF.

Objective

The objective of the study is to validate the current version of the Comprehensive ICF Core
Set for [insert health condition] from the perspective of patients with [insert health conditionl].
Using a focus group approach, the goals of this study are:
e to explore aspects of functioning and health important to patients with [insert health
condition]
e to examine to what extent these aspects are represented by the current version of the

Comprehensive ICF Core Set for [insert health condition]

Methods

Study design

The study design is a qualitative study with individuals with [insert health condition] using the

focus group methodology with the so called ICF-based approach [15].

Study population
Recruitment of the patients

Participants of the study are patients diagnosed with [insert health condition], being treated in
the [insert study center of collaborating center]. The patients will be offered to participate in the
study on a voluntary basis. The patients will be informed both verbally and in written form with
a letter of background information and a description of the objectives of the study. Those not
willing to participate will have no disadvantages regarding the quality of the treatment in [insert

study center of collaborating center] and will receive the same therapy as those
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participating in the study. All individuals who agree to participate in patient focus groups and

who fulfil the inclusion and exclusion criteria will be included regarding the sampling strategy.

[Insert specific recruitment strategies of the study center.]

Inclusion Criteria

Persons participating in the study must fulfill the following criteria:
e age > 18 years
e diagnosis of [insert health condition] (according to the criteria [insert source, year])
¢ willing to participate in a focus group

o sufficient linguistic skills of the [insert language] language

Exclusion Criteria

The following persons are excluded from the study:
e patients who have had surgery briefly before participation in the study (not completed
wound healing)

e patients with psychiatric disorders (e.g. acute major depression, personality disorders)

Sampling strategy

The sampling of patients will follow the maximum variation strategy [16, 17] based on the
criteria: [insert criteria e.g. “disease” duration and age group]. Patients will be included in the
study until the point of saturation of data is reached. Saturation refers to the point at which the
investigator has obtained sufficient information from the field [18]. In this study, saturation is
defined as the point in which further focus groups reveal no additional information (see 0). In
accordance with the validation study in patients with rheumatoid arthritis, approximately five to

six focus groups will be carried out before saturation is reached [15].
The focus group process explicitly aims at the interaction between patients. Therefore the

group size will be set at a maximum of six persons to accommodate different individuals but to

allow for easy interactions [19, 20]. According to a previous validation study  with
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rheumatoid arthritis patients the optimum size of the focus groups has been found to be six
patients per group [14]. This small group size with a diverse range of participants allows for
the obtainment of rich and meaningful data.

Instruments
Topic guide for focus group

In the focus groups qualitative data will be collected. Focus groups are “carefully planned
series of discussions designed to obtain perceptions on a defined area of interest in a
permissive, non-threatening environment” [19; p.5). They are especially useful for studies that
involve complex issues that entail many levels of feeling and experience. “The basic goal in
conducting focus groups is to hear from the participants about the topics of interest to the
researcher” [21; p.11]. The idea behind this methodology is that group processes can help
people to explore and clarify their views. The non-directive nature of focus groups affords
participants an opportunity to comment, explain, disagree and share experiences and
attitudes.

In this study an established focus group methodology — the so called ICF-based focus group
approach [15] - will be conducted according to a topic guide with open-ended questions and
focus group guidelines with further instructions. In the ICF-based approach, each title of the
ICF chapters from which categories are included in the Comprehensive ICF Core Set for [insert
health condition] will be presented to the patients. For each of the presented chapters, open-
ended questions on possible problems in each of the life areas that the ICF chapters represent
will be used (see table 1). Finally, the patients will be asked if they think anything is missing in

the Comprehensive ICF Core Set for [insert health condition].
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ICF component

Body functions

Body structures

Activities &
Participation

Environmental factors
facilitators

Environmental factors
barriers

If you think about your body and mind, what does not work the
way it is supposed to?

If you think about your body, in which parts are your problems?

If you think about your daily life, what are your problems?

If you think about your environment and your living conditions,

what do you find helpful or supportive?

If you think about your environment and your living conditions,
what barriers do you experience?

Table 1: Open-ended questions of the focusgroups

To facilitate the planning and conduction of the focus groups focus group guidelines with

specific instructions for the following aspects will be developed:

e setting

e technical equipment

e wording of the introduction to the topic

s introductory questions for group discussion (exact wording)

e sequential order of the open-ended questions

sinstructions for handling of requests

s instructions for closure of the focus group

Questionnaires

The following instruments (quantitative data) for the documentation of the patients will be

used:

Case Record Form

For the description of the study population data are documented by the Case Record Form

for patients containing the following parts:

- Socio-demographic data: date of birth, gender, years of formal education, marital

status, living situation, current occupation
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- Patients’ general health from the patients perspective: Patients are requested to
evaluate their own health as well as the extent of their own problems in functioning
using arating scale ranging from 1 (poor/complete problem) to 10 (excellent/no problem),
respectively.

The Case Record Form is a self administered questionnaire including sociodemografic and

disease related variables.

Comorbidity Questionnaire (SCQ) [22]

The Self-administered Comorbidity Questionnaire (SCQ) is an instrument to assess
comorbidity for clinical and health services research. The patients are firstly asked “Do you
have any of the following problems?” for the following health conditions: (1) heart disease, (2)
high blood pressure, (3) lung disease, (4) cancer, (5) depression, (6) arthritis and (7) back pain.
Additionally, patients have the option to add three additional conditions in an open- ended
fashion. For each problem, the patients are asked “Do you receive treatment for it?” as a proxy
for disease severity. To capture the burden of disease to the individual, the question “Does the

problem limit your activities?” for each medical condition is intended.

[insert other disease specific questionnaires]

[insert description of other disease specific questionnaires].

Data collection

Data collection of focus groups

All focus groups will be conducted in a non-directive manner by the same moderator ([insert
name]) and an assistant ([insert name]) according to focus group guidelines and the topic
guide (see 0). At the beginning of each focus group, the procedure of the session will be
explained, and the concept of the ICF will be presented in lay terms to all participants. The
titles of the chapters will be presented visually to the participants by a Power-Point
presentation. At the end of each focus group, a summary of the main results will be given
back to the group to enable the participants to verify and amend emergent issues. According
to a previous study with rheumatoid arthritis patients [15] the length of time for one focus

group will be approximately 120 minutes. The order of the open-ended questions used in the
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focus groups should be randomized. That means that the first focus group session might be
started with the question focusing on Body Functions. In contrast, the second focus group

session might be started with the question focusing on barriers in the environment.

Each focus group will be digitally recorded and transcribed verbatim with the [digital
transcription system; e.g. Olympus DSS-system]. The assistant will observe the process within
the focus group and fill in field notes according to a standardized coding schema. After each
focus group a debriefing with moderator and assistant will take place to review the course of
the focus group.

Data collection of questionnaires

The patients’ questionnaires will be filled out prior to the focus groups.

Data analysis

Data analysis of focus groups

The data analysis of the focus groups’ transcripts consists of the following three parts (see
figure 2):

e Part 1: Qualitative analysis (containing 3 steps)

e Part 2: Linking to the ICF

e Part 3: Comparison with the ICF

Part 1: Qualitative analysis

The qualitative data analysis will follow the ‘meaning condensation procedure’ [23] in a three-
step process. In the first step, the transcripts of the focus groups will be read through to get an
overview over the collected data. In the second step, the data will be divided into meaning units
and the theme that dominates a meaning unit will be determined. A meaning unit will be defined
as a specific unit of text either a few words or a few sentences with a common theme [24].
Therefore, a meaning unit division does not follow linguistic grammatical rules. Rather, the text
is divided where the researcher discerned a shift in meaning [23]. In the third step, the concepts
contained in the meaning units will be identified. A meaning unit can contain more than one

concept.
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Part 2: Linking to the ICF

The identified concepts will be linked to the ICF according to the linking rules of Cieza et al. [6,
7]. According to these linking rules, health professionals trained in the ICF are advised to link
each concept to the ICF category representing this concept most precisely. One concept could
be linked to one or more ICF categories, depending on the number of themes contained in the

concept.

Part 3: Comparison with the ICF
The linked ICF categories will be compared with the existing version of the Comprehensive
ICF Core Set for [insert health condition]. The following three outcomes will be documented:

¢ confirmed ICF categories of the Comprehensive ICF Core Set for [insert health

condition]:

o An ICF category of the Comprehensive ICF Core Set for [insert health condition]
is regarded as confirmed, if the identical or a similar category emerged from the
focus groups. Since the ICF categories are arranged in a hierarchical code
system, the 2"- level categories of the Comprehensive ICF Core Set for [insert
health condition] are considered confirmed when the corresponding 3"- or 4"-
level category of which they are a member had been named by the patients.

¢ not confirmed ICF categories of the Comprehensive ICF Core Set for [insert health

condition]

e additional ICF categories not contained in the existing version of the Comprehensive

ICF Core Set for [insert health condition]

The data collection and analysis is completed when the saturation of data is reached.
Saturation refers to the point at which an investigator has obtained sufficient information from
the field [17]. In this study saturation is defined as the point during data collection and analysis
when the linking of the concepts of two consecutive focus groups reveals no additional ICF
2" level categories of the Comprehensive ICF Core Set for [insert health condition] with
respect to previous focus groups. According to a study in patients with rheumatoid arthritis,
approximately six focus groups will be carried out at each site before saturation will be reached
[15].
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Data analysis of questionnaires

The entry and analysis of quantitative data of the Case Record Form and the disease specific

gquestionnaires (SCQ, [insert disease specific quesionnaires]) will be conducted with the Data

Editor Software package SPSS 14.0 for Windows. Data analysis will be descriptive. Data

checks and plausibility checks will be conducted on a regular basis.

Monitoring and accuracy of data

Several strategies will be used to improve and verify the trustworthiness of the qualitative

data:

Continuous data analysis [25]: The data analysis starts during data collection, since the
data that had already been gathered were analysed to verify the saturation of the
gualitative data.

Reflexivity was assured by the following strategies: A research diary will be kept the
entire duration of the study. Field notes will be filled out by the assistant for the
documentation of the focus groups according to a specific coding schema. After each
focus group, a reflective debriefing of the moderator and the assistant should take place.
The researcher should reflect on the course of the discussion in the focus group, what
her or his own experiences were, why some topics were addressed by the participant
while others were not addressed, what could be improved in the next focus group

(learning experience) and what was good in the discussion.

Clear exposition was used establishing guidelines for conducting the focus groups,
verbatim transcription, and established procedures of data analysis. Thus, a clear

account of methods of data collection and analysis was assured.

Multiple coding: To ensure the comprehensiveness of data and the investigator
triangulation [26, 27] the first focus group will be separately analysed by two health
professionals who are experts in the ICF and in the application of the linkage rules to
achieve agreement concerning the implementation of the linking rules in patients with
[insert health condition]. Agreements, specifications and special cases of the linking
rules occurred when applying the rules for the identification of concepts and the linking

process will be documented. The data analysis of the two health professionals
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and the comparison of their data analysis follow a specific procedure containing 4

steps (see figure 2).

Step 1 Step 2 Step 3 Step 4
Identification of Comparison Linkage to Comparison of ICF
meaningfulconcepts of concepts ICF categories
categories

O O

s —> L|nkerA B —> linkerA \ L

O.. =0 _.."-0

O O

Answers of Agreed-on list Agreed-on list of
participants of concepts ICF categories
Figure 2: Investigator triangulation: multiple coding

After the identification of concepts (Step 1) and linking to the ICF (Step 3) both experts
will compare their results respectively (Step 2, Step 4). Initial disagreement will be
solved after structured discussion between the two experts. If there is disagreement
after all of this a third person will be consulted. Agreements and specifications of the
linking rules will be documented. Data analysis and linking of further focus groups will

be preformed by one researcher.

Peer review: After the exclusion of data of the first focus group (with multiple coding) a
random sample of 15% of the transcribed text and 15% of the identified concepts (of
the first researcher) will be analyzed and linked additionally by the second researcher
as a peer review, respectively. The degree of agreement between the two investigators
regarding the identification of concepts and the linked concepts will be calculated by
kappa statistic with 95%-bootstrapped confidence intervals [28, 29], respectively. The
values of the kappa coefficient generally range from 0 to 1, whereas 1 indicates perfect
agreement and 0 indicates no additional agreement beyond what is expected by chance

alone.
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Ethics Committee

The study will be conducted according to the ethical principles of the Declaration of Helsinki

1996. All documents will be presented to the Commission of Ethics [insert institution].

Training

The moderator of the focus groups and the assistant will be trained in the ICF, the focus group
methodology and in the handling of the data analysis procedures by members of the ICF

Research Branch of the Ludwig-Maximilian University, Munich.

Project Management, Coordination and Collaboration

[insert project responsibilities and collaborating institutions]

Time Frame

The time frame for the study is estimated at [insert time frame], beginning [insert month

year], ending [insert month year].
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1 Background

An important basis for the optimal acute and long-term management of [insert health
condition] is an in-depth understanding, systematic consideration and sound
measurement of the impact of [insert health condition] on health and health-related
domains. The International Classification of Functioning, Disability and Health (ICF)
offers a framework for such a comprehensive understanding of the components of
health. The ICF framework is based on the bio-psycho-social model covering functioning
and disability with its components Body Structures, Body Functions, Activities and
Participation as well as Personal and Environmental Factors. Since its classification with
more than 1400 categories can serve as a reference but is not applicable in clinical
practice, tools such as ICF Core Sets are needed to make the ICF useful for medicine.

The ICF Core Sets for [insert health condition] were defined at an international ICF Core
Set Consensus Conference which has integrated evidence from preliminary studies.
Within the validation process all relevant perspectives should be addressed adequately.
The patient perspective is addressed in a qualitative way using focus groups and
individual interviews. The clinician perspective is addressed by the multicenter empirical
study. Finally, the expert opinion involving health professionals from the different
backgrounds is addressed with a Delphi exercise.

Focus groups are “carefully planned series of discussions designed to obtain perceptions
on a defined area of interest in a permissive, non threatening environment”. The non-
directive nature of focus groups affords participants an opportunity to comment, to
explain, to disagree and to share experiences and attitudes. Individual interviews differ
from focus groups because an individual face-to-face interaction between the researcher

and each participant takes place.

Individual interviews are an option for individuals who cannot participate in a focus group

setting due to the severity of their health condition.

The objective of this user's guide is to provide researchers with a feasible methodological
guideline to perform the data collection within the scope of the qualitative study using
focus group and individual interview technique to validate the ICF Core Sets from the

patient perspective.
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2 General considerations

2.1 Requirements of a moderator/interviewer

The conduction of a focus group or an individual interview, respectively, requires special
skills, e.g. sufficient linguistic skills of the language used in the focus group/individual
interview, to ask appropriate questions and to feel empathy with the participants. A
moderator of a focus group should be experienced in facilitating group processes.
Moreover the researcher should be familiar with the typical problems with which people
with [insert health condition] may be faced and the ICF.

When performing a focus group, please make sure that at least one group assistant will
join your session to take field notes and to look after the recorders. All focus groups and
individual interviews performed at one study site should be conducted by the same
moderator/interviewer to ensure the continuity of data collection and data analysis.

2.2 Participant’s requirements

Participants of focus groups are selected according to the following inclusion criteria:
¢ Individual with [insert health condition] according to [insert criteria]
e Age>=18
¢ Individual has been informed of the purpose and reason of the study, and both
have been understood
e The individual has signed the “patient consent form”
¢ Individual without mental disorders prior to [insert health condition]

e [insert other inclusion criteria]

In case that an individual cannot join a focus group session due to the severity of the

health condition, an individual interview would be an option.

2.3 Time

A time frame of up to 30 minutes has to be considered for an individual interview. Up to
two hours should be considered for a focus group inclusive a break. Please make sure

that the participants have no other appointments or examinations at the same time.
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The appropriate time for a focus group/individual interview session should be discussed
with each participant in order to prevent visitors or scheduled interventions from

interrupting.

2.4 Setting

Focus groups/individual interviews should take place in a quiet room in order to ensure
privacy and to prevent possible interruptions or noise which could damage the data on
the tape.

2.5 Technical requirements

Following technical equipment is necessary to perform focus groups/individual
interviews:

o at least two (digital) voice recorders

o omni-directional microphone

o extra battery/power supply

o notebook/PC

o transcription software for PCs*

Following technical equipment is optional to perform focus groups/individual interviews:
o video projector (only for focus groups)

o projection screen (only for focus groups)

Note:
Recorders should be tried out before use!

Be sure that the microphone is appropriate to record a discussion involving several

individuals (omni-directional microphone)!

Please check the number of available sockets in the room where the focus groups
will be performed; you may need additional multiple sockets and/or extension

cords.

! Available as free software e.g.:
http://www.audiotranskription.de/english/f4.htm;
http://www.nch.com.au/scribe/
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2.6 Templates of study materials provided by the ICF Research
Branch Munich

o Study protocol

) Topic guide

) Paper version of the Case Record Form

o Patient consent form and Patient information sheet

. Documentation sheet

3 Preparatory work

3.1 Recruitment of participants

The sampling of participants in focus groups/individual interviews follows the maximum
variation strategy based on following criteria:

. Sex

. Age

o [insert other criteria; e.g. duration of disease; severity of disease]
Exampl retriev mple for f [

Step 1: on every first of the month you ask for an up-dated list of inpatients

Step 2: identify all eligible patients according to the inclusion criteria

Step 3: select up to seven patients with respect to the criteria ensuring the maximum
variation within your focus group

Step 4. ask all selected patients personally whether they are interested to take part
in the focus group. In case that a patient cannot join a focus group session
due to the severity of the health condition, please ask whether s/he would
agree to participate in an individual interview.

Step 5: include all patients who agree to participate

Repeat step 1 to 5 until saturation is reached (see 6.4). Saturation refers to the point at
which you have obtained sufficient information from the field. According to a study in
patients with rheumatoid arthritis, up to six focus groups were performed before

saturation is reached.
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3.2 Sample size of a focus group

It is recommended to include at least four but not more than seven participants in each

focus group to accommodate different perspectives but to allow for easy interactions.

Example to retriev. t mple for indjvi | interview

Step 1: Determine the beginning of the data collection at your study site

Step 2: Identify all eligible patients according to the inclusion criteria. Patients
participating in individual interviews have to meet all inclusion criteria
required for the participation in the focus groups. In addition, the patient’s
health condition does not allow her/his participation in a focus group.

Step 3: Since this point of time you will ask each patient selected with respect to the
criteria ensuring the maximum variation whether s/he is interested to take
part in the individual interview

Step 4: include all patients who agree to participate

Repeat step 1 to 4 until saturation is reached. Saturation refers to the point at which you
have obtained sufficient information from the field see. According to a study in patients
with rheumatoid arthritis, up to 12 individual interviews were performed before saturation

is reached.

When asking the patients to participate, please hand over an information letter about the
study. Please make sure prior to the focus group/individual interview session that all
patients who agree to participate in a focus group/individual interview fulfil the inclusion

criteria.

As the number of participants depends on the saturation criteria, you decide after each
data analysis of a focus group or individual interview, respectively, whether further

participant(s) should be recruited.

3.3 Patient information and agreement

Please inform the patient about nature and course of the study. To inform the patient use

the information sheet specific for this study. Please give the patient sufficient time

116



for his/her decision! It is important to emphasize that all personal data will be treated in

strict confidence.

Consent to participate in the study must be given in writing. Therefore, please ask the
patient or, if a patient is unable to sign the patient’s carer, to sign his/her agreement in

the form provided.

In the following you will find an example for an information dialogue with the patient. Of
course you will not apply the dialogue verbatim. However, the content of following

paragraphs has to be included in your information dialogue.

1. Introduction

Hello (individual’s name), my name is (...). I'm (your profession) at the (name of your
rehabilitation center). We are carrying out a study in cooperation with the World Health
Organization (WHO). The objective of this study is to describe functioning and health of
individuals with [insert health condition]. We would like to ask you, if you agree to participate
in this study.

2. Voluntariness

Of course your participation in this study is voluntary. If you refuse to participate in the study,
it will effect your treatment in no way.

3. Anonymity

The privacy of your data is ensured. All information will be recorded anonymously by using a
coding number. This procedure enables to save and analyse data without using your name.

Additionally, the research team is bounded to discretion.

4. Objective of the study

The objective of this study is to describe functioning and health of individuals with [insert
health condition]. The study will identify relevant problems in the areas of body functions, body
structures, and activities and participation. Furthermore, this study will identify positive and
negative effects of the environment. In total up to fifty individuals with [insert health condition]

treated in your rehabilitation hospital will be asked to

participate in this worldwide study.
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Procedure

The interview will be tape-recorded and transcribed. All data which could characterize you will
be changed before reporting the data. The data collection will take you up to one and a half

hours.

5. Patient’s consent

Would you like to agree to participate in the study and would you allow that the information in
your clinical documentation can be used? Do you have any further questions regarding the

study procedure?

6. Ending

Please read this information sheet. If you agree to participate in this study, please sign the
consent form. | will see you tomorrow and if you have any further questions, don’t hesitate to

ask me. You can call me under (your phone number). Thank you very much!

Template of the patient information sheet:

Patient Information Sheet
to participate in the

T[insert title of project]”

Dear Patient,

You were asked whether you would like to participate in a scientific study performed within the scope
of & callahoration among the instiiotion where vou are treated, the [insed instifution], and the YWard
Health Crganization. The general aim of the study is to gather the patients' apinion regarding their
owh prablems when living with [inserd health condition]. [0 the followdng paragraphs we will introduce
the specific aitn of this study as well as further important information that should help you o make a
decision regarding your paricipation in the study.

1. Stuidy Goal

[inzer health condiion] cause disturbances not only in bodies but also in functonality and in every
day life. To integrate these functional problems in the clinical practice of physicians and health
professionals, the so-called ICF Core Sets were developed. The ICF Core Sets are short lists of
problems relevant to most patients with a specific illness.

The specific aim of this study is to explore and understand the perspective of individuals with [inseart
health condition].

This study does naot represent any risk for vou whatsoever. Yaur task within this study will be to take
partin a focus group. Afacus group is a special type of group in terms of purpose, size and
camposition. The pupose of our focus graup is to listen and gather information inagroup of5to 7
individuals with [insert health condition].
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3.4 Process, if an individual refuses the participation in the study

During the information dialogue about nature and course of the study, you have to point
out, that the patient has the possibility to refuse the participation in the study without any

conseqguences at any time of the interview.

If the patient draws back her/his consent during the focus group/individual interview,
please ask, whether the data, which will have been collected to that time point, can be
used for the analysis. Please delete the audio data of the patient prior to transcription, if
the patient does not agree to the use of her/his data. Please note in the documentation

sheet that the patient refused the participation in the study.

35 Case Record Form

The Case Record Form (CRF) is necessary to document the verification of the inclusion
criteria and the criteria that define the maximum variation in your sample. You assign an

identification number to each participant prior to the data collection.

If required enter the CRF in the electronic database provided by the ICF Research

Branch.

Note:

Please document the identification number with the respective name of the participant on a
document sheet. This documentation sheet should be stored separately from the study
material und must be eliminated after the study. In focus groups you also use these patient’s

identification numbers for the standardized coding scheme and the seating plan.

The CRF consists of following parts:
o Front page
o General instructions for filling in the CRF
o Inclusion criteria
o Disease specific data
. Socio-demographic data

o General health and functioning from the patient’s perspective
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) Health conditions, diagnosis & comorbidities

o Reasons for denial: only in case of denial

Eront page

Please enter the date of the focus groups/interview and document the patient’s

identification number.

i ons for filling in

Please read the instructions on page two of the case record form before starting to fill

in.

Inclusion criteria
Please check whether the patient meets ALL inclusion criteria listed on this page.

Di ifi
Date of diagnosis:

This variable specifies the date the health condition is diagnosed.
[insert other items]

io-demoaraphi
Date of birth:

This variable documents the patient’s date of birth.

Gender:

This variable specifies the patient’s gender.

Years of formal education:
This variable documents the total number of years of formal education

(elementary/primary school, high/secondary school, apprenticeship, university).

Current marital status:
This variable documents the current marital status of the patient. Please check only

one that is most applicable.

Living situation:
This variable documents the living situation of the patient (living alone, living with

others).
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Current occupation:
This variable documents the current occupational status. In patients, who are admitted
to inpatient rehabilitation, the occupational status before the rehabilitation is

documented.

neral health and functioning from th tients’ per. v
Please ask the patients to evaluate their own health as well as the extent of their own
problems in functioning using a rating scale ranging from poor/complete problem to
excellent/no problem, respectively, prior to the start of the focus group/individual

interview session.

N it : : biditi

In the CRF a number of health condition groups are listed. For each health condition you

can check one of two alternatives:

¢ Please mark the first small box with a cross, if an existing health condition can be
assigned to this diagnosis group but is no comorbidity!

¢ Please mark the second small box with a cross, if an existing health condition can
be assigned to this diagnosis group but is acomorbidity!

Note:

Comorbidity is defined as the presence of coexisting health conditions with reference to

the main health condition for which the ICF Core Set validation is performed.
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3.6 Topic guide

The same interview structure based on a list of open-ended questions including the four
ICF Components Body Structures, Body Functions, Activities and Participation, and
Environmental Factors is used for focus groups and individual interviews. This so- called

topic guide is like an outline of issues to be pursued in the study (Figure 1 —11).

While a hard copy of the topic guide will be sufficient in an individual interview session,
the following Power Point presentation of the topic guide is adequate for a focus group

session.

At the beginning of each focus group, the procedure of the session will be explained, and

the concept of the ICF will be presented in lay terms to all participants.

Aspects of [ 1
Body Functions Body Structures Activities & Environmental
Participation Factors

physiological anatomical parts of execution of a task physical, social and
functions of body the body (organs, or action + attitudinal

systems (including limbs) involvement in a life  environment in
psychological situation which people live
functions)

Figure 3: Explanation of the concept of the ICF

In the so-called ICF-based approach, each title of the ICF chapters from which categories
are included in the Comprehensive ICF Core Set for [insert health condition] will be
presented to the patients. For each of the presented chapters, open-ended questions on
possible problems in each of the life areas that the ICF chapters represent will be used.
Finally, the patients will be asked if they think anything is missing in Body functions, Body

structures, Activities & Participation or Environmental Factors, respectively.
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Insert all chapters contained in the ICF Core Set for [health condition]

Mental Functions

If you think about your

body and mind,
what does not work

the way it is supposed to?

Figure 4. Question for Body Functions

What is missing?

If you think about your
body and mind,
what does not work

the way it is supposed to?

Figure 5: Question about missing aspects for Body Functions

Insert all chapters contained in the ICF Core Set for [health condition]

Structures of the
nervous system

If you think about your body,

in which parts
are your problems?

Figure 6: Question for Body Structures
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What is missing?

If you think about your body,

in which parts
are your problems?

Figure 7: Question about missingaspects for Body Structures

Insert all chapters contained in the ICF Core Set for [health condition]

Learning and
applying knowledge

If you think about
your daily life,

what are your problems?

Figure 8: Question for Activities and Participation

What is missing?

If you think about

our daily life,
what are your problems?

Figure 9: Question about missing aspects for Activities and Participation
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Insert all chapters contained in the ICF Core Set for [health condition]

Products and technology

If you think about your environment
and your living conditions,

what do you find helpful or
supportive?

Figure 10: Question for Environmental Factors —facilitators

What is missing?

If you think about your environment
and your living conditions,

what do you find helpful or
supportive?

Figure 11:  Question about missing aspects for Environmental Factors
— facilitators

Insert all chapters contained in the ICF Core Set for [health condition]

Products and technology

If you think about your environment
and your living conditions,

what barriers do you experience?

Figure 12; Question for Environmental Factors — barriers
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What is missing?

If you think about your environment
and your living conditions,

what barriers do you experience?

Figure 13: Question about missing aspects for Environmental Factors — barriers

At the end of each focus group, a summary of the main results will be given back to the

group to enable the participants to verify and amend emergent issues.

3.7 Further study material

Please make sure that the following study material is available before you start with a

focus group/an individual interview session.

Research diary

Please use a research diary for both focus groups and individual interviews for
following reasons:
- to record an audit trail of the data collection and analysis to increase the

credibility and trustworthiness of the qualitative study

- to reflect the discussion e.g., why some topics were addressed by the
participants while others were not addressed, what would you improve in the

next discussion.
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Seating plan for focus groups

A seating plan should be filled in prior to a focus group session.

ICF Core Set validation — patient perspective

Group assistant:

Seating plan:

H® FG: D ate: from: [hhimm] to: [hlz:mm]
b Humber of participants: [xx] duration: [hhzmm]
Moderator:

Form to take field notes

During the focus group session, group assistant(s) should record field notes (see

template). Field notes may provide you with additional information useful for the data

analysis. In the case of a break down of the recorder, the information recorded on the

coding scheme will minimize your loss of data.
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Tem

late of the form to take field not

ICF Core Set validation — patient perspective

H® FG: Date: |Grou|} assistant: |Page: ||
Activities & Participation
| If you think about your daily life, what are your problems?
£
Time Participant| Statement Comments
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3.8 Room arrangement

Please take care for the room arrangement at least one day prior to the performance of
the focus group and consider following aspects:
o From which place of the room will you moderate the focus group?
. Where should the projector screen be placed?
° Make sure that the video projector is not placed nearby the microphone. The
noise produced by the video projector reduces the data quality significantly.
o The chairs should be placed in a semi-circle around the table
o The seating-accommodation should be fitted to the specific needs of the
participants, e.g. for wheelchair users you have to remove the chairs prior to
the focus group.
o The microphone should be placed in the centre of the table
° The group assisstants should be seated without attacting attention.
o The positioning of the voice recorders should allow group assistants to
check the recording during the performance of the focus group.

. It is recommended to provide refreshments.
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4 Procedures

4.1 Procedure of a focus group session

Introduction
In a first step, you introduce yourself and the group assistant(s). All participants introduce
each other afterwards. Afterwards you explain the procedure of the session and the
objective of the study:
On behalf of my colleagues | would like to welcome you to today's group discussion
involving the study [insert title of project]. First, some information concerning the
procedure: As mentioned in the letter, we will be recording the group discussion
and for technical reasons we will be using two recorders. During the recording, my
colleagues will be taking notes.
You have agreed to have the group discussion be recorded by signing the
declaration of consent. | would like to emphasize that for the transcription your
name will be replaced by a code number. To protect your identity the tapes will be
destroyed after the evaluation of the data. Do you have any questions so far?

(obtain nonverbal and verbal feedback) OK! We will now start the recording.

Turn on both recorders.

The group discussion will take approximately 120 minutes. About half way through,
we will take a small break.

Now, to the project itself: Receiving the diagnosis [insert health condition] has
changed many things in your life. We are interested in obtaining information
regarding changes in your functional health after receiving the diagnosis. Only you
can give information regarding everyday problems or troubles having to do with
[insert health condition]. But what are the problems and troubles that are especially
relevant for those with [insert health condition]? To explore this question, we would
like to consult you, since you have first-hand experience. You know best which
obstacles and problems you have to face in your everyday life.

| would like to begin with a short introduction of all participants. My name is...| am
a....and work at the.... clinic. I will conduct and moderate the study [insert title of
the study]. Please briefly introduce yourself (introduction clockwise). Thank you for

introducing yourselves. Now we can begin with the group discussion.
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Initiating the di ion

You initiate the discussion about problems associated with the respective health

condition using the open-ended questions of the topic guide.
I will now ask you several questions concerning your health. Altogether, we will be
discussing questions in the group. First, | will give you an overview of all aspects
of the health condition so that you can see which topics we will be discussing. Here
are the aspects.

Read and explain all aspects (body functions, body structures, activities & participation,
environmental factors) out loud.
Regarding the single aspects, | am interested in all factors concerning your health
condition which are especially relevant for you. We will discuss each aspect one by
one. We are interested in all of your personal experiences with your illness. It is
important for you to know that there are no correct or incorrect opinions or views.
Each of you should feel free to share the problems or troubles you experience. It is
also important that within the group, you discuss your views and exchange
opinions.
Please respect the following rules of discussion:
¢ Each opinion is important and of interest!
o Please don't interrupt your partners!
e Please don't talk at the same time!
e Please deal with the current subject!
¢ Please talk about your own experiences!
Let’s begin with the first question:

If you think about your body and mind, what does not work the way it is
supposed to?

Here we are interested in all factors regarding your health condition which you
regard as being especially relevant.

You have mentioned several factors regarding the question of what doesn’t function
on the bodily level. For example....Is there anything you would like to add regarding

this question? Now to the next question: .....
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Closing

Finally, you thank all participants for their engagement in the study.
I would like to take this opportunity to thank you for your participation in the group
discussion. We were able to collect and discuss several interesting aspects which

are relevant to you as a patient with a health condition. Thank you!

brief
After each focus group a debriefing with your group assistants should take place to
review the focus group process.

Procedure of an individual interview session

Introduction
In a first step, you introduce yourself to the patient and explain the procedure of the

interview session and the objective of the study.

[nitiating the di ion
The individual interview is performed based on the printed version of the topic guide. A
hard copy of the topic guide supports you during the interview session.

Closing
Finally, you thank her/him for her/his participation in the study.

Self-reflection
After each individual interview you should review the course of the individual interview

by yourself and take notes in your research diary.
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5 Transcription of audiodata

Each individual interview/focus group is digitally recorded and transcribed verbatim. In
this case “verbatim” is meant literally. For example, the order of the phrases or single
words within a phrase should not be changed. Nonverbal sounds should be documented
by codes which are defined prior to the transcription. For example, babble of voices is

documented by “(babel)” or laughter by “(laughing”).

Make sure that the names of the participants are replaced by the patient’s identification

numbers.

Please use a heard break “ only at the end and not within a paragraph.
The moderator performed the focus group/individual interview should do the quality

check of the transcription, i.e. s/he read through the text while listening to the audio data.

You can download professional audio player software designed to assist the transcription
of audio recordings cost-free from the web such as “Express Scribe” or “f4”

(www.nch.com.au/scribe). These computer transcriber applications feature variable

speed wave playback, foot pedal operation, file management and more.

2 Express Scribe - Transcription Playback System and Transcription Pedal Software - Microsoft Internet Explorer _1®] x|

Datei Bearbeiten Ansicht  Fevoriten  Extras 7 ‘ i

() 2ot = () - Iﬂ Iﬂ ;‘,|/":Suchen kj‘:,'Favnnten &<| cls - el

Adresse [€] http: fuww.nch.com. auscribef

=1 3 wechssinzy | unks > | & -

NCH Swift Sound
Home | Download | Support | Products | SiteMap

Express Scribe

Express Scribe Transcription Playback Software

. Introduction
Transcription Audio Player Softeare
Featues
System Reuurements.
Express Scribe is professional audio player sofware designed to assist the transcription of Systsm Reuuirements |
Sereenshats

audio recordings. 1t is installed on the typist's computer and controlled using the keyboard

{with ‘ot keys) and for can be used with a pedal. This computer Downioad for Windows

The full features list of Express Scribe transeription playback software follows buta quick way
to test its suitakility is to simply download and install it ¥ou dont need to purchase anything
and it only takes 3 couple of minutes to complete downloading and installation. (Click here to
install Express Scribe for Windows’

Express Scribe is now e in the hope that hecause you will like it you will recammend our
dictation recorder applications including Express Dictate Professional Dictation Recorder,
FastFox Typing Expander Utility, Tex7aly ¥ord, Line and Character Counter, DiaiQictate

Download Express Scribe
Forwindows

91 Puichase Footpedal
L To use with Express Scribe

@ Purchase Headset
M Ta usewith Express Seribe

Fhone Dictation Server, Focket Dictate Dictation Recorder for Pocket PC of Palm Dictste Recorder for Palm OF, For all full listof 1l our dictation

related software please visit our Diclation Software page.

application features variable speed wave playback, foot pedal operation, file management e file
and mare. Thig prograrm is free _zinfile
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Marual

Introduction Tutarial
Brochure
Developers SDK
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Technical Support
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Features
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s Variable speed (constant pitch) plavback, aut Deutsch
« Suppors many professional foot pedals which connect to the game, serial or USB part Py
@@ txprovs Seribe o) 10 CaNtrol playhack. hore info =
Fle Coctrol View Typrg Bockmak Settrge hep o Uses systern wide hot keys o you can control playhack when using other sofware
Z - i = (0. Microsoft Word). Related Software
:; — = ;: * Ability to dock portable recorders (hoth analoy and digital portables) to load recordings
& Works with Microsoft Word and all major word-processor applications Express Dictate
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133


http://www.nch.com.au/scribe

Template of the transcription sheet:

FG-N"[N"] |Date: [date]

time [hh:mm®]

Number of participants: [xx]

Moderator: [xx]
Group assistant: [xx]

Coding scheme of participants

Mo [xx]
x  [xx]

D
D
D
D

[xx]
[xx]
[xx]

[xx]

N1
e
MNT3
NE 4
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6 Procedure of the data analysis

The data analysis of the transcripts of the focus groups/ individual interviews consists
of the following parts (see Figure 15):

Verbatim transcription

Part 1 Meaning condensation procedure (Kvale, 1996):
ar

Qualitative analysis - Step 1: reading the transcript to get an overview over the data
- Step 2: division into meaning units + determination of the theme
dominating the meaning unit
- Step 3: Identification of concepts contained in the meaningunits

Part 2 Linking of the identified concepts to ICF categories according
to established linking rules (Cieza et al., 2002; Cieza et al, 2005)
Linking to the ICF + modifications

Part 3 Comparison Comparison identified ICF categories (patient perspective) <

. ICF categories of the existing version of the ICF Core Set
with the ICF Core - Confirmed ICF categories

Set - not confirmed ICFcategories
- additional ICFcategories

Figure 15: Data analysis for the validation of ICF Core Sets

6.1 Qualitative data analysis to identify meaningful concepts

The qualitative data analysis will follow the ‘meaning condensation procedure’ in a three-
step process according to specifications listed in the Rules for the identification of
meaningful concepts.

Step 1 The transcripts of the focus groups/interviews will be read through to get an
overview over the collected data.

Step 2 The data will be divided into meaning units and the theme that dominates a
meaning unit will be determined. A meaning unit will be defined as a specific
unit of text either a few words or a few sentences with a common theme.
Therefore, a meaning unit division does not follow linguistic grammatical
rules. Rather, the text is divided where the researcher discerned a shift in

meaning.
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Step 3 The concepts contained in the meaning units will be identified. A meaning

unit can contain more than one concept.

6.2 Linking the identified concepts to the ICF

The identified meaningful concepts will be linked to the ICF according to the linking rules
of Cieza and colleagues and the specifications listed in the Rules for the linking of
identified meaningful concepts to the ICF. According to the linking rules, health
professionals trained in the ICF are advised to link each concept to the ICF category
representing this concept most precisely. One concept could be linked to one or more
ICF categories, depending on the number of themes contained in the concept.

6.3 Comparison with the Comprehensive ICF Core Set

The linked ICF categories will be compared with the existing version of the
Comprehensive ICF Core Set of the specific health condition. The comparison will be
done with the ICF categories of the 2" level. The following three outcomes will be
documented:

e confirmed ICF categories (2" level) of the Comprehensive ICF Core Set:

An ICF category of the Comprehensive ICF Core Set is regarded as confirmed,
if the identical or a similar category emerged from the focus groups/interviews.
Since the ICF categories are arranged in a hierarchical code system, the 2"-
level categories of the Comprehensive ICF Core Set are considered confirmed
when the corresponding 3"- or 4™-level category of which they are a member had
been named by the patients.

¢ not confirmed ICF categories of the Comprehensive ICF Core Set

e additional ICF categories not contained in the existing version of the

Comprehensive ICF Core Set

6.4 Identification of saturation

After each focus group and individual interview, respectively, the linked ICF categories
which are nominated for the first time are added to a list of all ICF categories nominated

until to this point in time. Saturation is defined as the point during data
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collection and analysis when the linking of the concepts of two consecutive focus groups
reveals no additional ICF 2"-level categories of the Comprehensive ICF Core Set for
[insert health condition] with respect to previous focus groups/individual interviews.
According to a study in patients with rheumatoid arthritis, approximately six focus groups
and 12 individual interviews will be carried out at each site before saturation will be

reached, respectively.

Note:

ICF categories are presented at the 2"-level. If a concept has been linked to a 3- or 4™-
level ICF category, the corresponding 2" level category is reported. This is appropriate,

because the lower-level categories share the attributes of the higher-level category.

6.5 Accuracy and rigour of dataanalysis

To ensure the accuracy and rigour of data analysis the following two strategies will be

conducted:
Multiple coding

According to the purpose of multiple coding the Qualitative analysis (Part 1) and the

Linking to the ICF (Part 2) of the first focus group/the first and second individual interview

will be done by two health professionals who are experts in the ICF and in the application
of the linking rules to achieve agreement concerning the implementation of the linking
rules in a specific health condition. Agreements, specifications and special cases of the
linking rules occurred when applying the rules for the identification of concepts and the
linking process will be documented. The data analysis of the two health professionals

and the comparison of their data analysis follow a specific procedure containing 4 steps:

Step 1 Identification of all meaningful concepts (= Part 1: Qualitative analysis) within
each statement of the patients by two health professionals independently. If
a single statement encompasses different meaningful concepts, all concepts

should be documented.

Step 2 Comparison of the two versions of the identified meaningful concepts.

Disagreement will be resolved by structured discussion and informed
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decision of a third expert to create a final agreed-on version of the
meaningful concepts.

Step 3 Linking of the final agreed-on version of meaningful concepts (= Part 2: Linking
to the ICF) to the most specific ICF categories by the two health professionals
independently according to the linking rules of Cieza and colleagues.

Step 4 Comparison of the two versions of the linking. Disagreement will be resolved
by structured discussion and informed decision of a third expert to create a

final agreed-on version of the linked ICF categories.

Step 1 Step 2 Step 3 Step 4
Identification of Comparison of Linkage to ICF Comparison of ICF
meaningful concepts concepts categories categories

O O

. — LinkerA\ B —> LinkerA \ LI |
O — LinkerB/ O —> Linker B /O
LI | .

O O

Answers of Agreed-on list Agreed-on list of
participants of concepts ICF categories
Figure 14: Data analysis: multiple coding
Peer review

Further qualitative data analysis and linking (after completing the multiple coding of the
first focus group) will be performed by one health professional. To ensure the accuracy
(after the exclusion of data of the first focus group) random samples of 15% of the
transcribed text and 15% of the identified concepts (of the first health professional) will
be analyzed and linked additionally by the second health professional as a peer review,

without creating any consensus between the two researchers.

The degree of agreement between the two health professionals regarding the
identification of concepts and the linked ICF categories will be calculated by kappa

statistic with 95%-bootstrapped confidence intervals, respectively. The values of the
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kappa coefficient generally range from 0 to 1, whereas 1 indicates perfect agreement

and 0 indicates no additional agreement beyond what is expected by chance alone.

Contact

For further information regarding the performance of focus groups and individual

interviews please do not hesitate to contact:

Michaela Coenen, MPH

ICF Research Branch CC of WHO FIC (DIMDI)
Institute for Health and Rehabilitation Science
Department of Physical Medicine and Rehabilitation
Ludwig-Maximilian University Munich
Marchioninistr. 17

D-81337 Minchen

Email: michaela.coenen@med.uni-muenchen.de
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Rules for the identification of meaningful concepts

Rule 1 A meaningful concept is a specific unit of text — either a few words or a few
sentences — with a common theme. Therefore, a concept division does not
follow linguistic grammatical rules. The text is divided where the researcher
discerned a shift in meaning. The basic principle for identifying concepts is
to understand the meaning of the text. To ensure clarity, further elucidations
of the concepts will be given in brackets after the identified concept.

Example
transcription identified concepts
1 | used to go to sports very often. Now | can’t - restriction in sports
anymore. | even had to quit swimming. - to quit swimming
2 Exactly! | also had to quit swimming.

Rule 2 The interval of time to which the text refers is not considered as a

meaningful concept on its own.

Example
transcription identified concepts
1 The pain lasts over two hours pain
M

Rule 3 Details regarding the extent of a determined problem is to be considered

as part of the meaningful concept.

Example
transcription identified concepts
5 | have severe pain in my knees pain in knees
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Rule 4 All different single experienced problems listed by an individual are to be

considered as independent meaningful concepts.

Example
transcription identified concepts
1 ! have serious difficulties getting dressed, - difficulties getting dressed

putting on my shoes and grooming myself.

- difficulties putting on one’s shoes
- difficulties grooming cneself
serious.difficulties getting-¢ressed,
putting En_shﬁﬁ's‘ﬁnd_ﬂ[gnming

~afieself

Rule 5 When the statement of a participant contains a cause-effect relationship one

concept is identified containing the cause and the effect. The identified

concept is usually linked to two categories (representing the cause and the

effect, respectively):

No self-

Anticipation of

pain

Example

= One concept

confidence

transcription

identified concepts

2 | have no self confidence because |

anticipate the pain

having no self-confidence because of

the anticipation of pain
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Rule 6 Specifications within a concept will not be considered as independent

concepts.

__ One concept
== because the specifications
are interchangeable

| feel distant from

colleagues

Example
transcription identified concepts
3 | distant from my friends and colleagues - | feel distant from my friends
- | feel distant from my colleagues
iends
- colleagues
Rule 7 Statements of participants about problems or environmental factors, which
are not based on own experiences, are not identified as concepts.
Example
transcription identified concepts
1 There is a devi I putting on socks, but | %)
don’t need it yet. So far, | haven't had any
problems putting on my shoes - ice_for putting o S
- pr S putting 0 S
2 There is a woman in my self-help group who %]
complains about pain in her ankles.
-S elp gr
- paiftin ankle
1 | once read in a magazine that there is a %)
relation between rheumatism and sclerodermia.
There the connective tissue is affected. tion between rheumati
sclerodermi
nnective tissue affec
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Rule 8 The absence of a problem is not identified as a meaningful concept.

Example

transcription

identified concepts

1 [Do you also have ankle pain?] %)
2 No, I've never had it. M
Rule 9 Statements related to problems associated to health conditions other
than the index health condition will not be identified as concepts.
Example

transcription

identified concepts

4

| also have diabetes and so | have

problems with my eyes.

diabetes
—diahetes

- ems wi S
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Rules for the linking of identified concepts to the ICF

Rule 1 Before you link meaningful concepts to the ICF categories, you should have

acquired good knowledge of the conceptual and taxonomical fundaments

of the ICF, as well as of the chapters, domains, and categories of the detailed

classification, including definitions.

Rule 2 Each meaningful concepts of an answer is linked to the most precise ICF
category.
Example
transcription identified concepts ICF categories comment
3 problems when walking d4501 Walking long
longer than two kilometers distances
dasowalking
1 pain in knees b28016 pain in joints
- ain
- 1 kneejoi
2 fatigue” - b1300 energy level
- b4552 fatiguability

Special case for rule 2

If a meaningful concept refers to an Environmental Factor, the additional information

whether the linked Environmental Factor represents a facilitator (+) or a barrier (-) is

documented in the column “comment”.

Example
transcription identified concepts ICF cateqgories comment
1 support from parents €310 immediate family +

2 aspects of fatigue are reported, the meaningful concept is linked to exercise tolerance functions
(fatiguability: b4552) and energy and drive functions (energy level: b1300), respectively. If participants
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have named explicitly physical aspects of fatigue the category b4552 (fatiguability) is linked.

Rule 3 Do not use the so-called “other specified” ICF categories, which are uniquely

identified by the final code 8. If the content of a meaningful concept is not

explicitly named in the corresponding ICF category, the additional information

not explicitly named in the ICF is documented in the column “comment”.

Example
transcription identified concepts ICE categories comment
1 problems walking down d4551 climbing walking

stairs W down stairs
other specifi

Rule 4 Do not use the so-called “unspecified” ICF categories, which are uniquely

identified by the final code 9, but use the lower level category which is less

specific.
Example
transcription identified concepts ICF cateqories comment
1 problems in relationship d7 Interpersonal interact.
with others & relationships

unspecified

Rule 5 If the information provided by the meaningful concept is not sufficient for making

a decision about the most precise ICF category it should be linked to, the
meaningful concept is assigned not definable (nd). The meaningful concept

is documented in the column “comment”.

Example
transcription identified concepts ICF cateqgories comment
4 having strange feelings nd strange
when being alone feelings
when being
alone
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Special cases for rule 5

a) Meaningful concepts referring to health, physical health or mental (emotional) health

in general, are assigned nd-gh (not definable-general health), nd-ph (not definable-

physical health) or nd-mh (not definable-mental health), respectively. The
meaningful concept is documented in the column “comment”.
Example
transcription identified concepts ICF cateqgories comment
1 Worsening of health nd - gh Worsening
of health

b) Meaningful concepts referring to quality of life in general are assigned not definable-

quality of life (nd-qol). The meaningful concept is documented in the column

“‘comment”.
Example
transcription identified concepts ICF categories comment
3 Worsening of quality of life nd - gol Worsening
of qol

Rule 6 If the meaningful concept is not contained in the ICF, but is clearly a personal

factor as defined in the ICF, the meaningful concept will be assigned to

personal factor (pf). The additional information whether the linked Personal

Factor influences functioning in a positive (+) or negative (-) way is

documented in the column “comment”. The wording of the personal factor is

documented in the column “comment”.

Example
transcription identified concepts ICF cateqgories comment
3 cheerful person pf cheerful
person
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Definition of Personal factors:

Personal factors are the factors which define the person as a unique individual and are not
part of her/his condition. To decide whether a determined meaningful concept is a personal
factor or not, it is helpful to be aware that from the perspective of the ICF personal factors
cannot be impaired, limited or restricted. They can, however, have a positive or negative
impact on disability and functioning, i.e. on (impaired) body functions and structures, on
(limited) activities, and (restricted) participation. Therefore, if you are not sure whether a
meaningful concept is a personal factor or not, ask the following question: Can the
[meaningful concept] be impaired, restricted or limited? If the answer is no, the meaningful

concept is probably a personal factor.

Rule 7 If the meaningful concept is not contained in the ICF and is clearly not a personal
factor, this meaningful concept is assigned concept not covered by the ICF

(nc). The meaningful concept is documented in the column “comment”.

Example
transcription | identified concepts ICFE categories comment
3 loss of leisure time due to nc loss of leisure time
the consultations due to
consultations
5 catheterizing to stimulate ° nc catheterizing
2 specific intervention for nc intervention for
bladder management 8 bladder
management
5 to need more time for nc to need more time
activities for activities

® Interventions are not covered by the ICF and linked to nc.
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Rule 8 If the meaningful concept refers to a diagnosis or a health condition, the
meaningful concept will be assigned hc (health condition). The diagnosis or

health condition is documented in the column “comment”.

Example
transcription identified concepts ICF cateqgories comment
3 e diabetes hc diabetes

Rule 9 If the meaningful concept refers to satisfaction with a health area or
circumstance, this meaningful concept is assigned to the corresponding ICF
category. The additional information “s” (satisfaction) is documented in

the column “comment”.

Example
transcription identified concepts ICF cateqgories comment
3 satisfaction with work d850 Remunerative s

situation employment

Rule 10 If the meaningful concept refers to the side effects of the medication, the
meaningful concept will be assigned to side effect (se). The additional

information “se” is documented in the column “comment”.

Example
transcription identified concepts ICF categories comment
3 digestive problems due to - b515 digestive funct. se

medication - e1101 drugs -
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ANEXO 11l - QUESTIONARIO 1: PERSPETIVA DO FISIOTERAPEUTA NA
DIABETES MELLITUS



QUESTIONARIO 1: PERSPETIVA DO FISIOTERAPEUTA NA DIABETES
MELLITUS

Dando inicio a nossa investigagdo com o objetivo de compreender a perspetiva dos
fisioterapeutas sobre a validade do conteudo da versdo alargada dos Core Set da
Classificacdo Internacional de Funcionalidade, Incapacidade e Saude (CIF) para a
Diabetes Mellitus, por forma a identificar os problemas mais comuns em individuos com
esta condicdo através do uso da CIF, solicitamos que este questionario de resposta aberta
seja respondido em conformidade com a sua experiéncia profissional.

Nome:

Endereco electdnico:

1) Relativamente as funcdes do corpo, quais sdo 0s principais problemas que identifica
em utentes com Diabetes Mellitus?

2) Relativamente as estruturas do corpo, quais sao 0s principais problemas que identifica
em utentes com Diabetes Mellitus?

3) Relativamente & atividade e participacdo na vida diéria dos individuos com Diabetes
Mellitus, quais séo os principais problemas que identifica?



4) Relativamente aos fatores ambientais que envolvem cada individuo com Diabetes
Mellitus e a sua condicdo de vida, identifique:

Quais sdo os que considera como facilitadores?

Quais séo os que considera como barreiras?



ANEXO IV - QUESTIONARIO 2: PERSPETIVA DO FISIOTERAPEUTA NA
DIABETES MELLITUS



QUESTIONARIO 2: PERSPETIVA DO FISIOTERAPEUTA NA DIABETES
MELLITUS

Dando continuagdo a nossa investigacdo com o objetivo de compreender a perspetiva
dos fisioterapeutas sobre a validade do contetdo da versdo alargada dos Core Set da
Classificacdo Internacional de Funcionalidade, Incapacidade e Saude (CIF) para a
Diabetes Mellitus, neste segundo questionério pretende-se aferir se concorda (SIM) /
discorda (NAO) com a categorizacéo realizada, com base na CIF, as respostas do seu
primeiro questionario.

Nome:

Endereco electonico:

1) Relativamente as fungdes do corpo, quais sdo 0s principais problemas que identifica
em utentes com Diabetes Mellitus?

Exemplo:

SIM NAO
b210 Fungdes da visdo O O
b215 Funcdes dos anexos do olho O O

2) Relativamente as estruturas do corpo, quais sdo os principais problemas que identifica
em utentes com Diabetes Mellitus?

Exemplo:

s750 Estrutura do membro inferior O @)

s760 Estrutura do tronco O O



3) Relativamente a atividade e participa¢do na vida diéria dos individuos com Diabetes
Mellitus, quais s&o os principais problemas que identifica?

Exemplo:

SIM NAO
d520 Cuidar de partes do corpo O @)
d570 Cuidar da propria saude O O

4) Relativamente aos fatores ambientais que envolvem cada individuo com Diabetes
Mellitus e a sua condigdo de vida, identifique:

Quais sdo os que considera como facilitadores?

Exemplo:

SIM NAO
e355 Profissionais de satde O O
€360 Outros profissionais O O
Quais séo os que considera como barreiras?
Exemplo:

SIM NAO
e410 Atitudes individuais de membros da familia proxima O O

e455 Atitudes individuais de outros profissionais O O



ANEXO V - QUESTIONARIO 3: PERSPETIVA DO FISIOTERAPEUTA NA
DIABETES MELLITUS



QUESTIONARIO 3: PERSPETIVA DO FISIOTERAPEUTA NA DIABETES
MELLITUS

Finalizando a nossa investigacdo com o objetivo de compreender a perspetiva dos
fisioterapeutas sobre a validade do contetdo da versdo alargada dos Core Set da
Classificacdo Internacional de Funcionalidade, Incapacidade e Saude (CIF) para a
Diabetes Mellitus, neste ultimo questionario pretende-se aferir se concorda (SIM) /
discorda (NAO) com a categorizacao realizada, com base na CIF. Neste estfo incluidas
as respostas de todos participantes (codigo do participante e frequéncia de resposta para
cada categoria).

Legenda:
CP - Cddigo de participante

FR - Frequéncia de resposta %

Nome:

Endereco electdnico:

1) Relativamente as fungbes do corpo, quais sdo 0s principais problemas que identifica
em utentes com Diabetes Mellitus?

Exemplo:

SIM NAO
b210 Funcdes da visdo (CP-2,3,6,7/FR-53,1% ) O O
b410 Fungdes cardiacas (CP-2,3,6/FR -42,8%) O O

2) Relativamente as estruturas do corpo, quais sao os principais problemas que identifica
em utentes com Diabetes Mellitus?

Exemplo:
SIM NAO

s750 Estrutura do membro inferior (CP-2,3,4,6,7/FR-71,4%)
$8104 Pele do membro inferior CP2-/FR-14,3%)

O O
O O



3) Relativamente a atividade e participacdo na vida diaria dos individuos com Diabetes
Mellitus, quais séo os principais problemas que identifica?

Exemplo:

SIM NAO
d520 Cuidar de partes do corpo (CP-2,3,7/FR-42,9%) O O
d640 Realizar as tarefas domésticas (CP-3,6,7/FR-42,9%) O O

4) Relativamente aos fatores ambientais que envolvem cada individuo com Diabetes
Mellitus e a sua condigdo de vida, identifique:

Quais sdo os que considera como facilitadores?

Exemplo:

SIM NAO
e320 Amigos (CP-3,6,7/FR-42,9%) O O
e1100 Alimentos (CP-2,3,5/FR-42,3%) O O
Quais séo o0s que considera como barreiras?
Exemplo:

SIM NAO
e460 Atitudes sociais (CP-3,5,7/FR-42,9%) O

e410 Atitudes individuais de membros da familia proxima

(CP-3,5/FR-28,6%) O O



ANEXO VI — COMPREHENSIVE AND BRIEF ICF CORE SETS DIABETES
MELLITUS



Comprehensive ICF Core Set for Diabetes Mellitus

Categories of the component ‘body functions’:

ICF Code ICF Category Title

2"Level 3"Level

b110 Consciousness functions
b130 Energy and drive functions

b1300 Energy level
b1302 Appetite

b134 Sleep functions

b140 Attention functions

b152 Emotional functions

b210 Seeing functions

b260 Proprioceptive function

b265 Touch function

b270 Sensory functions related to temperature and other stimuli
b280 Sensation of pain

b410 Heart functions

b415 Blood vessel functions

b420 Blood pressure functions
b430 Haematological system functions
b435 Immunological system functions
b455 Exercise tolerance functions

b4550 General physical endurance
b4551 Aerobic capacity
b4552 Fatiguability

b515 Digestive functions

b530 Weight maintenance functions

b.540 General metabolic functions

b545 Water, mineral and electrolyte balance functions
b555 Endocrine gland functions

b610 Urinary excretory functions

b620 Urination functions

b630 Sensations associated with urinary functions
b640 Sexual functions

b660 Procreation functions

b710 Mobility of joint functions

b730 Muscle power functions

b810 Protective functions of the skin

b820 Repair functions of the skin

b840 Sensation related to the skin

Categories in bold belong to the Brief ICF Core Set for Diabetes Mellitus.

1



Comprehensive ICF Core Set for Diabetes Mellitus —

Categories of the component ‘body structures’:

ICF Code ICF Category Title

2" Level 3"Level

s140 Structure of sympathetic nervous system
s150 Structure of parasympathetic nervous system
s220 Structure of eyeball

s410 Structure of cardiovascular system

s4100 Heart
s4101 Arteries
s4102 Veins
s4103 Capillaries

s550 Structure of pancreas

s$610 Structure of urinary system
s6100 Kidneys

s630 Structure of reproductive system

s750 Structure of lower extremity
s7502 Structure of ankle and foot

s810 Structure of areas of skin

s830 Structure of nails

Categories of the component ‘activities and participation’:

ICF Code ICF Category Title

2" Level 3"Level

d240 Handling stress and other psychological demands
d440 Fine hand use

d450 Walking

d455 Moving around

d475 Driving

d520 Caring for body parts

d570 Looking after one’s health

d620 Acquisition of goods and services

d630 Preparing meals

d750 Informal social relationships

d760 Family relationships

d770 Intimate relationships

d845 Acquiring, keeping and terminating a job
d850 Remunerative employment

do20 Recreation and leisure

d9201 Sports
d9204 Hobbies
d9205 Socializing

Categories in bold belong to the Brief ICF Core Set for Diabetes Mellitus.



Comprehensive ICF Core Set for Diabetes
Mellitus

Categories of the component ‘environmental factors’.

ICF Code ICF

Category Title 2™ Level

ell0 Products and substances for personal

consumption €115 Products and technology for

personal use in daily living €310 Immediate family

e315 Extended family

e320 Friends

e325 Acquaintances, peers, colleagues, neighbours and
community members

e330 People in positions of authority

€340 Personal care providers and personal assistants

e355 Health professionals

€360 Other professionals

e410 Individual attitudes of immediate

family members e415 Individual attitudes of

extended family members e420 Individual attitudes

of friends

e425 Individual attitudes of acquaintances, peers, colleagues,
neighbours and community members

e430 Individual attitudes of people in positions of authority

€440 Individual attitudes of personal care providers and
personal assistants

e450 Individual attitudes of health

professionals e455 Individual attitudes of other

professionals e465 Social norms, practices

and ideologies

e510 Services, systems and policies for the production of

consumer goods €550 Legal services, systems and policies
e ; A s

and policies e560 Media services, systems and policies

e570 Social security services, systems and

policies e575 General social support services, systems

and policies e580 Health services, systems and

policies

e585 Education and training services, systems

and policies €590 Labour and employment services, systems

and policies €595 Political services, systems and policies

Categories in bold belong to the Brief ICF C



ANEXO VII - REGRAS DE IDENTIFICACAO DOS CONCEITOS



Regra 1l

Um conceito significativo é uma unidade especifica do texto — seja algumas palavras ou algumas
frases - com um tema comum. Portanto, a unidade de texto selecionada ndo tem que seguir regras
gramaticais linguisticas. O texto esta dividido para que o investigador distinga uma alteracdo de
significado. O principio basico para a identificacdo de conceitos é entender o significado do texto.
Para assegurar a clareza mais elucidacBes sobre os conceitos serdo dadas entre parénteses/suporte

apos identificado o conceito.

Exemplo:

1 Eu costumava fazer desporto frequentemente. Agora ja Restricdo no

ndo posso. Até tive de desistir da natacéo. desporto

- Desistir da natacédo

2 Exatamente! Eu também tive de desistir da natacao.

Regra 2
O intervalo de tempo referido no texto ndo é considerado como um conceito significativo

em si proprio.

Exemplo:

Dor
Dor ais de

A dor dura mais de duas horas

duas horas

Regra 3
Detalhes quanto a extenséo de um determinado problema devem ser considerados como

parte do conceito significativo.

Exemplo:



5 Tenho dores severas nos meus joelhos

Dor nos joelhos

Regra 4

Todos os diferentes problemas vivenciados individualmente por um individuo devem ser

considerados como conceitos significativos independentes.

Exemplo:
Transcricéo Identificagdo de
conceitos
1 Tenho muitas dificuldades em me vestir, calcar os sapatos | Dificuldades em
e fazer a minha prépria higiene. vestir
Dificuldades em

calgar os sapatos
Dificuldades na

higiene

Muitad\_difigiHlades
em Mr 0S
sapatos e fazer a
propria higiene.

Regra 5

Quando a declaracdo de um participante contém uma relacéo de causa-efeito um conceito é

identificado contendo a causa e o efeito. O conceito identificado é geralmente ligado a duas

categorias (representando a causa e o efeito, respetivamente):




Exemplo:

Né&o tenho autoconfianca porque antecipo a dor Néo aytetonfianca
porqueantecipaa dor

- Né&o ter autoconfianca

- Antecipacéo da dor

Regra 6
Especificidades de um conceito ndo serdo consideradas como conceitos independentes.

Sinto-me distante de
Um conceito
—
P Porque as especificagdes
sdo permutdveis
Exemplo:
3 Estou distante dos meus amigos e colegas Sinto-me distante

dos meus amigos
Sinto-me distante

dos meus colegas

- Sentir-se distante
- Amigos

- Colegas




Regra 7
Declarages sobre problemas ou fatores ambientais que ndo se baseiem em experiéncias

préprias ndo sao consideradas.

Exemplo:

Transcricéo Identificagéo de
conceitos

1 H& um dispositivo para calgcar meias, mas eu ainda ndo | @
preciso disso. Até agora, ndo tive nenhum problerma a

calcar sapatos.

calcar os sapatos

2 Existe uma mulher no meu grupo de autoajuda que se %)
queixa de dores nos tornozelos - Gpgo toajuda
- Dor nos tornozelos

1 Uma vez li numa revista que existe uma relagdo entre | @
reumatismo e esclerodermia. Onde o tecido conjuntivo é

afetado

afetado

Regra 8
A auséncia de um problema néo é considerada como um conceito significativo.

Exemplo:
Transcrica Identificacédo de
o] :
conceitos
1 (Alguma vez teve dor no %)
2 tornozelo?) Nao, nunca tive. - DMozelos
Regra 9

Declaragdes relacionadas com problemas associados a outras condi¢des de saude que nao a

condicdo em estudo nado serdo identificados como conceitos.

Exemplo:



Eu também tenho diabetes e por isso tenho problemas
nos olhos

Diabetes

- Pro as noselhos




ANEXO VIII - REGRAS PARA LINKING ENTRE CONCEITOS IDENTIFICADOS COM
A CIF



Regra 1
Antes de ligar os conceitos significativos com as categorias da CIF deve-se ter um bom
conhecimento dos fundamentos conceptuais e taxondémicos assim como 0s capitulos,

dominios e categorias da classificacdo detalhada, incluindo definigdes.

Regra 2

Cada conceito significativo de uma resposta é ligado a categoria mais precisa da CIF.

Exemplo:
Transcricdo | Identificacdo de Categorias da CIF Comentérios
conceitos
3 Problemas quando -d4501 andar distancias longas
anda mais de | -d450 Andar

1 Dor nos joelhos -b208016 Dor nas articulagdes
-b280 Sensacéo de dor
-s75011 ArticulacGes da regiéo do
joelho

2 Fadiga -b1300 Nivel de energia
-h4552 Fatigabilidade

Casos especificos para a regra 2
Se um conceito significativo se referir a Fatores Ambientais a informacéo adicional que

representa se este é considerado um facilitador (+) ou barreira (-) é reportada na coluna

“comentarios”.

Exemplo:

Transcricao Identificacéo de conceitos Categorias da CIF Comentarios
1 Suporte por parte dos pais -e310 Familia Proxima +

Regra 3

Né&o utilizar o termo "outras especificagdes"” das categorias da CIF que s&o exclusivamente
identificadas pelo codigo final 8. Se o conteddo de um conceito significativo ndo é
explicitamente nomeado na categoria da CIF correspondente a informacéo adicional ndo

especificada nesta classificacdo é reportado na coluna "Comentarios".

! Se forem relatados aspetos sobre fadiga, o conceito significativo é ligado a Funges de Tolerancia ao
exercicio (fatigabilidade: b4552) e as FuncOes da energia e dos impulsos (nivel de energia: b1300),
respetivamente. Se os participantes disserem explicitamente aspetos fisicos de fadiga, a categoria b4552




(fatigabilidade) esta vinculado.

Exemplo:

Transcricdo | Identificacdo de conceitos Categorias da CIF Comentarios

1 Problemas em andar em escadas | -d4551 Subir/descer Andar em
-04556 Deslocar—%ro escadas
especificado

Regra 4

Nao usar o termo “ndo especificado” das categorias da CIF que s2o apenas identificadas no

cadigo final 9, devendo ser utilizado o nivel mais baixo da categoria que é menos especifica.

Exemplo:
Transcricdo | Identificagdo de conceitos Categorias da CIF Comentarios
1 Problemas no relacionamento com | -d7 InteracOes interpessoais basicas
0S outros -d799 Interacdes e gelacionamentos
interpessoais,#ao Bgpecificados
Regra 5

Se a informacdo fornecida pelos conceitos significativos ndo for suficiente para tomar
decisbes sobre a categoria da CIF mais especifica, deve ser atribuido ao conceito

significativo a designacdo ndo definido (nd). O conceito significativo é reportado na coluna

“comentarios”.

Exemplo:

Transcricao Identificacdo de conceitos Categorias da CIF Comentarios

1 Ter sentimentos estranhos quando nd Sentimentos estranhos
estou sozinho quando estou sozinho

Casos especificos para a regra 5

a) Conceitos significativos referentes a satde, satde fisica ou mental (emocional)
saude em geral sdo designadas nd-sg (ndo definido-saude geral), nd-sf (ndo definido-satde
fisica, e nd-sm (ndo definido-saude mental), respetivamente. O conceito significativo é

reportado na coluna “comentarios”.

Exemplo:

Transcricao Identificacao de conceitos Categorias da CIF Comentarios




1 Agravamento da salde nd-sg Agravamento da salde

b) Conceitos significativos referentes a qualidade de vida em geral sdo designados
como ndo definidos-qualidade de vida (nd-qdv). O conceito significativo é reportado na

coluna “comentarios”.

Exemplo:

Transcricdo | ldentificacdo de conceitos Categorias da CIF Comentarios

3 Agravamento da qualidade de vida | nd-qdv Agravamentto da
qualidade de vida

Regra 6

Se 0s conceitos significativos ndo estiverem contemplados na CIF e forem considerados Fp,
0 conceito significativo serd designado como fator pessoal (fp). Se a informacdo adicional
ligada aos Fp influencia a funcionalidade de maneira positiva (+) ou negativa (-) € reportada

na coluna “comentarios”. A redagdo dos Fp ¢ reportada na coluna “comentarios”.

Exemplo:
Transcricdo | ldentificagdo de conceitos Categorias da CIF Comentarios
3 Pessoa bem-disposta fq Pessoa bem-disposta

Definicao de Fp:

Os Fp sdo os fatores que definem a pessoa como um Unico individuo e ndo sdo parte de seu
/ sua condic¢do. Para definir se determinado conceito significativo é considerado fator pessoal
ou ndo deve-se estar ciente que estes ndo podem ser comprometidos, limitados ou restritivos.
Podem, no entanto, ter impacto positivo ou negativo sobre a incapacidade e funcionalidade,
ou seja, em fungdes e estruturas do corpo (deficientes), em atividades (limitadas) e
participagdo (restrita). Portanto se ndo tiver certeza que determinado conceito significativo
é ou ndo fator pessoal deve fazer a seguinte pergunta: Pode o [conceito significativo] ser
comprometido, restrito ou limitado? Se a resposta for ndo o conceito significativo é

provavelmente um fator pessoal.




Regra 7
Se um conceito significativo ndo estd contemplado na CIF, e definitivamente ndo € um fator
pessoal, o conceito significativo é designado como conceito nao abrangido pela CIF (na). O

conceito significativo é reportado na coluna “comentarios”.

Exemplo:

Transcricdo | ldentificacdo de conceitos Categorias da CIF Comentarios

3 Perda de tempo de lazer devido &s | na Perda de tempo de lazer
consultas devido as consultas

5 Cateterizagdo para estimular® na Cateterizacéo

2 Intervencdo  especifica para | na Intervencdo para tratamento
tratamento da bexiga® da bexiga

5 Precisar de mais tempo para na Precisar de mais tempo para
atividades atividades

Regra 8

Se o conceito significativo for referente a um diagnostico de uma Cs, o conceito significativo

sera designado de cs (Cs). O diagnostico ou Cs ¢ reportado na coluna “comentérios”.

Exemplo:

Transcricdo | Identificacdo de conceitos Categorias da CIF Comentarios
3 . Diabetes Cs Diabetes
Regra 9

Se o conceito significativo for referente a satisfacdo com uma area de satde ou qualquer
situacdo, o conceito significativo sera designado a respetiva categoria da CIF. A informacédo

adicional “s” (satisfa¢do) é reportada na coluna “comentarios”.

Exemplo:
Transcricao Identificacdo de conceitos Categorias da CIF Comentarios
3 Satisfagdo com a  situacdo | -d850 Trabalho remunerado Satisfagdo com a

profissional situacdo profissional

% Intervengdes n3o sdo abrangidas pela CIF sendo ligadas a na.




Regra 10

Se o conceito significativo for referente a efeitos secundarios da medicacdo, o

conceito significativo serd designado como efeitos secundarios (es). A informacéo

adicional “es” ¢ reportada na coluna “comentarios”.

Exemplo:

Transcricao

Identificacdo de conceitos

Categorias da CIF

Comentarios

3

Problemas digestivos consequéncia

da medicagéo

-b515 Funcdes digestivas
-e1101 Medicamentos

Es




ANEXO IX — TRANSCRICAO DAS RESPOSTAS DO QUESTIONARIO 1 E
IDENTIFICACAO DOS CONCEITOS REALIZADA PELO INVESTIGADOR 1 E
INVESTIGADOR 2



Participante 1

Relativamente as fungdes do corpo, quais sdo os principais problemas que identifica em utentes com Diabetes
Mellitus?

N° Conceito Resposta do Participante

1 "Alteracdes do padrdo de marcha;"
2 "Défice de equilibrio em ortostatismo;"

Identificacdo do significado dos conceitos - Investigador 1
1 Modificacfes no padrdo de marcha;
2 Alteracdes do equilibrio;

Identificacdo do significado dos conceitos - Investigador 2
1 Alteracdes no padrdo de marcha;
2 Alteracdes no equilibrio;

Total dos conceitos

1 Alteracdes no padrdo de marcha;
2 Alteragcdes no equilibrio;

Participante 1

Relativamente as estruturas do corpo, quais sao os principais problemas que identificaem
utentes com Diabetes Mellitus?

N° conceito Resposta do Participante

3 "Ulceras;"
4 "Nivel do pé;"

Identificac8o do significado dos conceitos - Investigador 1
3 Alteracdes nas estruturas da pele;
4 Problemas no pé;

Identificacdo do significado dos conceitos - Investigador 2
3 Alteracdes na pele;
4 Alteracdes no pé;

Total dos conceitos

3 Alteragdes nas estruturas da pele (Ulceras);

4 Problemas no pé;
Participante 1

Relativamente a atividade e participagao na vida didria dos individuos com Diabetes Mellitus,
quais sao os principais problemas que identifica?

N° conceito Resposta do Participante

5 "Marcha;"

Identificacdo do significado dos conceitos - Investigador 1
5 | Problemas na deslocacdo;

Identificacéo do significado dos conceitos - Investigador 2
5 | Alteracdes na andar;

Total dos conceitos

5 Alteracdes no andar;

Participante 1

Relativamente aos fatores ambientias, quais sdo 0s que considera como facilitadores?

N° conceito Resposta do Participante

6 " Boa higiene corporal;"
7 "Utilizacdo de calcado adequado;"




Identificacdo do significado dos conceitos - Investigador 1
6 Higiene corporal;
7 Utilizacdo de calcado;

Identificacéo do significado dos conceitos - Investigador 2
6 Higiene corporal; Calgado (adequado);
7 Calcado (adequado);

Total dos conceitos

6 Higiene corporal;
7 Utilizacdo de calcado;

Participante 1

Relativamente aos fatores ambientais, quais sdo 0s que considera como barreiras?

N° conceito Resposta do Participante

8 "Ma higiene corporal;"”
9 "Utilizacdo de calcado desadequado;"

Identificac8o do significado dos conceitos - Investigador 1
8 Higiene corporal;
9 Utilizacdo de calcado;

Identificacdo do significado dos conceitos - Investigador 2
8 Higiene corporal;
9 Calcado (desadequado adequado);

Total dos conceitos

8 Higiene corporal;

9 Utilizacdo de calcado;
Participante 2

Relativamente as fungdes do corpo, quais sdo os principais problemas que identifica em utentes com Diabetes
Mellitus?

N° conceito Resposta do Participante

"A glicose é a unidade basica utilizada como combustivel por umcomplexo sistema

10 enzimatico celular que degrada essa molécula para obtencéo de energia para todas as
fun¢des do corpo humano;"

11 "O Diabetes Mellitus é uma doenca cronica;"

12 "Que ocorre quando o pancreas ndo produz insulina suficiente tipo 1;"

13 "Quando o corpo ndo pode usar efectivamente a insulina que ele produztipo 2;"

14 "Emconsequéncia, teremos uma hiperglicemia, que quando néo é controlada, pode
levar a complicagdes agudas ou cronicas;"
" A complicacdo aguda mais comum, em utentes com Diabetes Mellitus, é a

15 hipoglicémia, que se ndo for tratada rapidamente pode levar ao risco de vida. As
complicagdes crénicas mais comuns, cuja evolugéo é lenta e muitas vezes sdo 0s seus
sintomas que levam ao diagndstico do Diabetes Mellitus;"

16 "Micro vascularizagdo;"

17 "Retinopatia Diabética;"

18 "Nefropatia Diabética;"

19 "Hipertensdo arterial;"

20 "Neuropatia;"

21 "Macro vasculariza¢do;"

22 "Doenca cardiaca;"

23 "Arteriosclerose;"

Identificacéo do significado dos conceitos - Investigador 1
10;12;13; 14;15 Problemas nas fungdes metabélicas;
11 Diabetes Mellitus
16;19;21; 22;23 Problemas cardiovasculares;




18

Problemas renais;

20

Problemas neuroldgicos;

Identificacdo do significado dos conceitos - Investigador 2

10;12;13; 14;15

Problemas metabdlicos;

11 Diabetes Mellitus;

16 Problemas vasculares;

17 Problemas de visdo;

18 Problemas renal;

19 Problemas de presséo arterial;
20 Neuropatia;

21 Problemas cardiovasculares;

Total dos conceitos

10;12;13; 14;15

Problemas nas fungdes metabélicas;

11 Diabetes Mellitus;

16;19;21; 22;23 Problemas cardiovasculares;
17 Problemas visuais;
18 Problemas renais;
19 Problemas de presséo arterial;
20 Problemas neuroldgicos;

Participante 2

Relativamente as estruturas do corpo, quais sao os principais problemas que identificaem
utentes com Diabetes Mellitus?

N° conceito Resposta do Participante
"Olhos/Retina: ) O aumento dos niveis de glicose circulante vai acabar por danificar os
24 vasos que vascularizama retina, prejudicando o seu funcionamento e fungéo, podendo
levar a cegueira;"
"Sistema cardiovascular: os niveis altos de glicose leva a umprocesso inflamatério dos
25 tecidos das veias, artérias e do prdéprio coragdo. Este processo inflamatorio vai alterar
as estruturas das paredes dos vasos, aumentando a acumulagéo de placas de
gordura;"
%6 "Rins: De maneira semelhante aos outros 6rgdos o excesso de glicose circulante acaba
lesar os capilares que vascularizam os rins;"
27 "Tecidos dos membros inferiores;"
28 "Emespecial 0s pés;"
"LesBes dos nervos sensitivos, da temperatura e da dor. Assimos utentes, que nao
29 témesta patologia controlada podem evoluir para uma situa¢do emque facilmente
sofrem lesdes por alteragcdes de temperatura;"
30 "Atrito sobre a pele;"
"LesBes mecanicas por alteracdo da percepcéo de alteracbes da base de sustentacao.
31 Secundariamente, as alteracGes circulatérias na regido, levama uma dificuldade na
capacidade de cicatrizacdo;"
Identificacéo do significado dos conceitos - Investigador 1
24 Alteragdes nas estruturas do olho;
25 Problemas nas estruturas do sistemas cardiovascular;
26 Problemas nos rins;
27 Problemas nos tecidos dos membros inferiores;
28 Problemas nos pés;
29 Alteragdes nas estruturas nervosas relacionadas coma sensibilidade, temperatura e
dor;
30 Alteracdes nas estruturas da pele;
31 nd
Identificacdo do significado dos conceitos - Investigador 2
24 Olhos;
25 Alteracdes no aparelho cardiovascular ;
26 Alteracdes nos rins ;




27 Alteracdes celular dos MI;
28 Alteracdes nos pés ;
29 Alteragdes no sistema nervoso periférico;
30 Alteracdes na pele;
31 AltercOes estruturais;
32 Capacidade de cicatrizagdo;
Total dos conceitos
24 Alteragdes nas estruturas do olho;
25 Problemas nas estruturas do sistema cardiovascular;
26 Problemas nos rins;
27 Problemas nos tecidos dos membros inferiores;
28 Alteracdes nos pés;
29 Alteracdes nas estruturas nervosas (sensibilidade, temperatura e dor);
30 alteracdes nas estruturas da pele;
31 Altercdes estruturais ;
32 Capacidade de cicatrizacao;

Participante 2

Relativamente a atividade e participac¢do na vida didria dos individuos com Diabetes Mellitus,
quais sdo os principais problemas que identifica?

N° conceito Resposta do Participante

33 "Grau de evolugdo dos problemas estruturais.”

34 "Podem relacionar-se com problemas de visdo,"

35 "Sequelas de problemas cardiovasculares ou cerebrovasculares”

36 "Sequelas ou feridas ainda por resolver,"

37 "principalmente nos membros inferiores,"”

38 "amputacOes dos membros inferiores, etc.;"

39 "Suas sequelas levama dificuldade de interac¢cdo como meio,”

40 "sejamao nivel do equilibrio,"

41 "capacidade de transportar pesos;"

42 " Dificuldade em localizar-se/orientar-se por alteragdes das visao;"

43 "Autonomia para muitas actividades sociais;"

44 "Auto-cuidado;"

45 "Autonomia para a mobilidade independente;"
Identificacéo do significado dos conceitos - Investigador 1

33 )

34 Problemas de visdo;

35 Problemas cardiovasculares;

36 AlteracBes da pele;

37 Alteracbes nos membros inferiores;

38 Amputacdo dos membros inferiores;

39 Dificuldade de interagdo como meio;

40 Alteracdes de equilibrio;

41 Dificuldade emtransportar pesos;

42 Dificuldade em localizar-se e orientar-se;

43 Problemas na autonomia em atividades sociais;

44 Problemas nos auto-cuidados;

45 AlteracBes na mobilidade independente.
Identificacdo do significado dos conceitos - Investigador 2

33 0

A Problemas dos olhos;

35 Problemas cardiovasculares;

36 Problemas na pele;

37 Problemas nos membros inferiores;

38 Amputacdo dos membros inferiores;

39 Dificuldade de interacdo como meio;




40 Alteragdes no equilibrio;

41 Problemas na capacidade de mover objetos( transportar pesos);
42 Problemas orientacdo no espaco ;
43 Problemas na interagdo social;
44 Problemas nos autocuidados;
45 Problemas na mobilidade ;
Total dos conceitos
33 0
34 Problemas dos olhos;
35 Problemas cardiovasculares;
36 Problemas na pele;
37 Problemas nos membros inferiores;
38 Amputacdo dos membros inferiores;
39 Dificuldade de interagdo como meio;
40 Alteracdes do equilibrio;
41 Problemas emtransportar pesos;
42 Dificuldade em localizar-se e orientar-se;
43 Problemas na autonomia em atividades sociais;
44 Problemas nos auto-cuidados;

45 Alteracdes na mobilidade independente;
Participante 2

Relativamente aos fatores ambientais, quais sao 0s que considera como facilitadores?

N° conceito Resposta do Participante
46 "Acompanhamento e apoio familiar;"
47 "Acesso a consulta da Diabetes com Médico e Enfermeiro de Familia;"
48 "Acesso a alimentacdo variada e equilibrada;"
49 "Habitos regulares da préatica de exercicio fisico (4 a 5 vezes por semana)."
Identificacéo do significado dos conceitos - Investigador 1
46 Apoio familiar;
47 Acesso aos cuidados e servicos de salde;
48 Acesso a alimentacdo adequada;
49 Préatica de exercicio fisico
Identificacdo do significado dos conceitos - Investigador 2
46 Apoio familiar;
47 Acesso a bens e servicos de salde ;
48 Alimentacdo (variada e equilibrada);
49 Exercicio fisico;
Total dos conceitos
46 Apoio familiar;
47 Acesso aos cuidados e servicos de salde;
48 Acesso alimentacdo;
49 Exercicio fisico;

Participante 2

Relativamente aos fatores ambientais, quais sdo 0s que considera como barreiras?

N° conceito Resposta do Participante
50 "ldade"
51 "A obesidade;"
52 "0 sedentarismo;"
53 "O tabagismo;"
54 "Dieta alimentar hipercalérica;"
55 "Hipertensdo arterial;"




Identificacdo do significado dos conceitos - Investigador 1

50 Idade
51 A obesidade;
52 O sedentarismo;
53 O tabagismo;
54 Dieta alimentar;
55 Hipertensdo arterial;

Identificacéo do significado dos conceitos - Investigador 2
50 Idade
51 A obesidade;
52 O sedentarismo;
53 O tabagismo;
54 Alimentar saudavel;
55 Hipertensdo arterial;

Total dos conceitos

50 Idade
51 Obesidade;
52 Sedentarismo;
53 Tabagismo;
54 Dieta alimentar;
55 Hipertensdo arterial;

Participante 3

Relativamente as fungdes do corpo, quais séo os principais problemas que identifica em
utentes com Diabetes Mellitus?

N° conceito Resposta do Participante

56 ""Problemas sensoriais";
57 "dor";
58 " cardiovasculares";
59 "respiratdrios";
60 "tolerancia ao exercicio";
61 "neuromusculoesqueléticos";
62 "pele”;

Identificacdo do significado dos conceitos - Investigador 1
56 Problemas sensoriais;
57 Problemas de dor;
58 AlteracOes cardiovasculares;
59 Alteracdes respiratorias;
60 Problemas relacionados coma tolerancia ao exercicio fisico;
61 Problemas neuromusculoesqueléticos;
62 Problemas na pele;

Identificacdo do significado dos conceitos - Investigador 2
56 Problemas sensoriais;
57 Problemas relacionados comdor;
58 Problemas cardiovasculares;
59 Problemas respiratérios;
60 Problemas relacionados coma tolerancia ao exercicio;
61 Problemas neuromusculoesqueléticos;
62 Problemas na pele;

Total dos conceitos

56 Problemas sensoriais;
57 Problemas relacionados comdor;
58 Alteracdes cardiovasculares;
59 Alteracdes respiratorias;
60 Problemas relacionados coma tolerancia ao exercicio fisico;
61 Problemas neuromusculoesqueléticos;




62 Problemas na pele;

Participante 3

Relativamente as estruturas do corpo, quais sao os principais problemas que identificaem
utentes com Diabetes Mellitus?

N° conceito Resposta do Participante
63 "Problemas de percecdo"
64 ""sensoriais"
65 "cardiovasculares™
66 "aparelho respiratorio™"
67 "manutencdo do peso”
68 "movimento"
69 "problemas de pele"
Identificacdo do significado dos conceitos - Investigador 1
63 Problemas de percecéo;
64 Problemas sensoriais;
65 Problemas cardiovasculares;
66 Problemas no aparelho respiratério;
67 Problemas na manutencdo do peso;
68 Problemas de movimento;
69 Problemas da pele
Identificacdo do significado dos conceitos - Investigador 2
63 Problemas de percecdo;
64 Problemas sensoriais;
65 Problemas cardiovasculares;
66 Problemas do aparelho respiratdrio,
67 Problemas de manutencéo do peso,
68 Problemas relacionados com o movimento
69 Problemas de pele
Total dos conceitos
63 Problemas de percecdo;
64 Problemas sensoriais;
65 Problemas cardiovasculares;
66 Problemas do aparelho respiratério;
67 Problemas de manutencédo do peso;
68 Problemas relacionados com o movimento;

69 Problemas de pele;
Participante 3

Relativamente a atividade e participacéo na vida diaria dos individuos com Diabetes
Mellitus, quais sdo os principais problemas que identifica?

N° conceito Resposta do Participante

70 "Problemas na mobilidade"

71 "auto cuidados",

72 "vida doméstica"

73 "vida comunitaria, social e civica"
Identificacéo do significado dos conceitos - Investigador 1

70 Problemas na mobilidade;

71 Problemas de auto cuidados;

72 Problemas de vida doméstica;

73 Problemas de vida comunitaria, social e civica;
Identificacdo do significado dos conceitos - Investigador 2

70 Problemas na mobilidade;

71 Problemas de auto cuidados;




72 Problemas de vida doméstica;

73 Problemas de vida comunitaria, social e civica;
Total dos conceitos

70 Problemas na mobilidade;

71 Problemas de auto cuidados;

72 Problemas de vida doméstica;

73 Problemas de vida comunitaria, social e civica;

Participante 3

Relativamente aos fatores ambientais, quais sdo 0s que considera como facilitadores?

N° conceito Resposta do Participante
74 "Alimentagao™
75 "medicacdo"
76 "apoio e relacionamentos”
77 "atitudes"
Identificacéo do significado dos conceitos - Investigador 1
74 Alimentagdo
75 Medicacdo
76 Apoio e relacionamentos
77 Atitudes
Identificacdo do significado dos conceitos - Investigador 2
74 Alimentagdo
75 Medicacao
76 Apoio e relacionamentos
77 Atitudes
Total dos conceitos
74 Alimentacdo
75 Medicac¢do
76 Apoio e relacionamentos
77 Atitudes

Participante 3

Relativamente aos fatores ambientais, quais sdo 0s que considera como barreiras?

N° conceito Resposta do Participante

78 "Atitudes";
79 "apoio e relacionamentos”;

Identificacdo do significado dos conceitos - Investigador 1
78 Atitudes;
79 Apoio e relacionamentos;

Identificacéo do significado dos conceitos - Investigador 2
78 Atitudes;
79 Apoio e relacionamentos;

Total dos conceitos

78 Atitudes;
79 Apoio e relacionamentos;

Participante 4

Relativamente as fung¢6es do corpo, quais sdo os principais problemas que identifica em utentes
com Diabetes Mellitus?

N° conceito Resposta do Participante

80 "coordenagdo";




81 | "equilibrio”;
Identificacéo do significado dos conceitos - Investigador 1

80 "Alteracdes na coordenagdo";
81 "Alteragdes de equilibrio™;
Identificacdo do significado dos conceitos - Investigador 2
80 "Problemas de coordenagédo”;
81 "Problemas de equilibrio";
Total dos conceitos
80 Problemas de coordenacéo;

81 Problemas de equilibrio;
Participante 4

Relativamente as estruturas do corpo, quais sdo os principais problemas que identificaem
utentes com Diabetes Mellitus?

N° conceito Resposta do Participante

82 "membros inferiores";
83 "tronco";

Identificacdo do significado dos conceitos - Investigador 1
82 "AlteracGes nos membros inferiores;
83 "Alteracdes no tronco"

Identificacéo do significado dos conceitos - Investigador 2
82 Problemas nos membros inferiores;
83 Problemas no tronco;

Total dos conceitos

82 AlteracBes nos membros inferiores;

83 Alteracdes no tronco;
Participante 4

Relativamente a atividade e participagao na vida didria dos individuos com Diabetes Mellitus,
quais sdo os principais problemas que identifica?

N° conceito Resposta do Participante

84 "marcha";
85 "vestir-despir";

Identificacdo do significado dos conceitos - Investigador 1
84 "AlteracGes na deslocacdo";
85 "Problemas no vestir e no despir";

Identificacéo do significado dos conceitos - Investigador 2
84 "Problemas no andar";
85 "Problemas no vestir-despir";

Total dos conceitos

84 "Prolemas no andar";

85 "Problemas no vestir-despir";
Participante 4

Relativamente aos fatores ambientais, quais sdo os que considera como facilitadores?

N° conceito Resposta do Participante
86 "atividade fisica regular";
87 "acesso a informagdo nas areas da nutricdo e atividade fisica";

Identificacéo do significado dos conceitos - Investigador 1
86 | Pratica de atividade fisica;




87 Acesso informacao (nutricdo e atividade fisica);
Identificac8o do significado dos conceitos - Investigador 2
86 Atividade fisica;
87 Acesso a informagdo nas areas da nutricdo e atividade fisica;
Total dos conceitos
86 Atividade fisica;
87 Acesso informacdo (nutricdo e atividade fisica);

Participante 4

Relativamente aos fatores ambientias, quais sdo os que considera como barreiras?

NC conceito Resposta do Participante

88 "sedentarismo"
89 "estruturas arquiteténicas"

Identificacéo do significado dos conceitos - Investigador 1
88 Sedentarismo;
89 Estruturas arquitetonicas;

Identificacdo do significado dos conceitos - Investigador 2
88 Sedentarismo;
89 Estruturas arquitetonicas;

Total dos conceitos

88 Sedentarismo;

Estruturas arquitetonicas;

Participante 5

Relativamente as fungfes do corpo, quais séo os principais problemas que identifica em
utentes com Diabetes Mellitus?

N° conceito Resposta do Participante

90 "b455 fungdes tolerancia ao exercicio”;
91 "b729 fungdes dasarticulagdes e dos 0sso0s™;

Identificac@o do significado dos conceitos - Investigador 1
90 Problemas nas fun¢des de tolerancia ao exercicio;
91 Alteragdes das articulacdes e dos 0ss0s;

Identificacéo do significado dos conceitos - Investigador 2
90 Problemas de tolerancia ao exercicio;
91 Problema de articulagfes e dos 0sso0s,

Total dos conceitos

90 Problemas nas fun¢des de tolerancia ao exercicio;

Alteracdes nas funcgdes das articulagdes e dos 0ss0s;

Participante 5

Relativamente as estruturas do corpo, quais sdo os principais problemas que identifica em
utentes com Diabetes Mellitus?

N° conceito Resposta do Participante
92 "s75001 artculagao da anca";
93 "s75011 articulacao joelho";
94 ""s75021 artculagoes tornozelo , pé e dedos";
95 "s76002 lombar";
Identificacéo do significado dos conceitos - Investigador 1
92 Alteracdes na articulagdo da anca;
93 Alteracdes na articulacdo do joelho;
94 Alteragdes nas articulacdes do tornozelo, pé e dedos;




95 | Alteracdes na regido lombar;

Identificac@o do significado dos conceitos - Investigador 2
92 Problemas na articulagdo da anca;
93 Problemas na articulagdo do joelho;
94 Problemas nas articulacdes do tornezelo, pé e dedos;
95 Problemas na regido lombar;

Total dos conceitos

92 Alteracdes na articulagdo da anca;
93 Alteragdes na articulagdo do joelho;
94 Alteracdes nas articulacdes do tornozelo, pé e dedos;
95 AlteracBes na regido lombar;

Participante 5

Relativamente a atividade e participacédo na vida diaria dos individuos com Diabetes
Mellitus, quais sdo os principais problemas que identifica?

N° conceito Resposta do Participante

96 "d5701 alimentacao e atividade fisica";
97 "d920 recreacdo e lazer";

Identificacdo do significado dos conceitos - Investigador 1
96 Problemas na alimentagdo e atividade fisica;
97 Problemas na recreacéo e no lazer;

Identificacéo do significado dos conceitos - Investigador 2
96 Problemas na alimentagdo e atividade fisica;
97 Problemas na recreagao e lazer;

Total dos conceitos

96 Problemas na alimentagdo e atividade fisica;
97 Problemas na recreacéo e no lazer;

Participante 5

Relativamente aos fatores ambientais, quais sdo 0s que considera como facilitadores?
NC conceito Resposta do Participante
98 "e1100 alimentos";
99 "e1101 medicamentos";
100 "e140 produtos atividades recreativas e desportivas";
101 "e1601 planeamento urbano e suburbano”;
102 "e310 familia proxima";
103 ""e355 profissionais saude”;
Identificacéo do significado dos conceitos - Investigador 1
98 Alimentagdo;
99 Medicamentos;
100 Produtos para atividades recreativas e desportivas;
101 Planeamento urbano e suburbano;
102 Familia proxima;
103 Profissionais de saude;
Identificacéo do significado dos conceitos - Investigador 2
98 Alimentos;
99 Medicamentos;
100 Produtos atividades recreativas e desportivas ;
101 Planeamento urbano e suburbano;
102 Familia proxima;
103 Profissionais saude;
Total dos conceitos
98 | Alimentagdo;




99 Medicamentos;
100 Produtos para atividades recreativas e desportivas;
101 Planeamento urbano e suburbano;
102 Familia proxima;
103 Profissionais de satde
Relativamente aos fatores ambientias, quais sdo 0s que considera como barreiras?
N° conceito Resposta do Participante
104 "Atitudes familia proxima™;
105 "atitudes comunidade";
106 "atitudes sociais";
107 "politicas producdo de bens de consumo";
108 "servicos promocao de salde";
Identificacdo do significado dos conceitos - Investigador 1
104 Atitudes familia proxima ;
105 Atitudes comunidade;
106 Atitudes sociais;
107 Politicas de producéo de bens consumo;
108 Servigcos promogao saude;
Identificacdo do significado dos conceitos - Investigador 2
104 Atitudes familia proxima ;
105 Atitudes comunidade;
106 Atitudes sociais;
107 Politicas de producéo de bens consumo;
108 Servigcos promogao saude;
Total dos conceitos
104 Atitudes familia proxima ;
105 Atitudes comunidade;
106 Atitudes sociais;
107 Politicas de producdo de bens consumo;
108 Servigcos promogao saude;

Participante 6

Relativamente as fungbes do corpo, quais séo os principais problemas que identificaem
utentes com Diabetes Mellitus?

Ne conceito Resposta do Participante

109 "Fungdes sensoriais (visdo e sensibilidade);"

110 "Cardio-vasculares (aparelho circulatorio);"

111 "Forca muscular;"

112 "Funcdes da marcha;"

113 "Funcdes da pele (integridade);"
Identificacéo do significado dos conceitos - Investigador 1

109 Alteragdes nas fun¢des sensoriais da visdo e da sensibilidade;

110 Alteracdes cardiocasculares do aparelho circulatério;

111 Problemas na forca muscular;

112 Alteracdes das fun¢des da marcha;

113 Alteragdes das fun¢des da pele relacionadas com integridade;
Identificacéo do significado dos conceitos - Investigador 2

109 Alteracdes sensoriais (visdo e sensibilidade );

110 Alteracdes do aparelho circulatério;

111 Forca muscular ;




112 Marcha ;
113 Pele (inegridade );
Total dos conceitos
109 Alteracdes sensoriais (visdo e sensibilidade );
110 Alteracdes do aparelho circulatério;
111 Problemas na forca muscular;
112 Alteracdes das fun¢des da marcha;
113 AlteracBes das fungdes da pele (integridade);

Participante 6

Relativamente as estruturas do corpo, quais séo os principais problemas que identificaem
utentes com Diabetes Mellitus?

N° conceito Resposta do Participante

114 "AlteracGes dos olhos;"
115 "Alteracdes da forma dos membros (edema dos membros, atrofia, amputacao);"
116 "AlteracGes da pele;"

Identificacdo do significado dos conceitos - Investigador 1
114 Alteracdes nos olhos;
115 Problemas nos membros como o edema, atrofia e amputacéo;
116 Problemas na pele;

Identificacéo do significado dos conceitos - Investigador 2
114 Olhos ; alteragdo forma dos membros ;
115 Edema ; atrofia; amputacao
116 Pele

Total dos conceitos

114 Alteracdes nos olhos;
115 Problemas nos membros (edema, atrofia e amputacao);

116 Problemas na pele;
Participante 6

Relativamente & atividade e participac@o na vida diaria dos individuos com Diabetes
Mellitus, quais sdo os principais problemas que identifica?

Ne conceito Resposta do Participante
117 "Atividades da vida diaria;"
118 "Atividades instrumentais da vida diaria;"
119 "Deslocacdo;"
120 "Atividade de trabalho e lazer;"
Identificacdo do significado dos conceitos - Investigador 1
117 Problemas nas atividades da vida diaria;
118 Problemas na atividades mais praticas da vida diaria;
119 Problemas na deslocacdo;
120 Problemas nas atividades laborais e de lazer;
Identificacéo do significado dos conceitos - Investigador 2
117 Atividades da vida diaria;
118 Atividades instrumentais da vida diaria;
119 Deslocagéo;
120 Trabalho ; Lazer;
Total dos conceitos
117 Problemas nas atividades da vida diaria;
118 Atividades instrumentais da vida diaria;
119 Problemas na deslocacéo;
120 Problemas nas atividades laborais e de lazer;




Relativamente aos fatores ambientais, quais sdo 0s que considera como facilitadores?

Ne conceito Resposta do Participante
121 "Ter uma rede de suporte social;"
122 "Ter rendimentos financeiros; "
123 "Ter acessibilidade aos servigos (salde e social); "
124 "Ter politicas de apoio a participacéo social;"
125 "Aquisicdo do medicamento/tratamento;"
Identificacdo do significado dos conceitos - Investigador 1
121 Apoio social;
122 Rendimentos financeiros;
123 Acessibilidade a servigos de salde e sociais;
124 Politicas que apoiem a participacdo social;
125 Medicamentos e tratamentos;
Identificacdo do significado dos conceitos - Investigador 2
121 Suporte social;
122 Rendimentos financeiros;
123 Acessibilidade aos beneficios sociais, saude e social;
124 Politicas de apoio a participagdo social ;
125 Apoio a aquisicdo medicamento; apoio a aquisicdo de tratamento;
Total dos conceitos
121 Apoio social;
122 Rendimentos financeiros;
123 Acessibilidade a servicos de salde e sociais;
124 Politicas de apoio a participacdo social;
125 Aquisicdo de medicamentos e tratamentos;

Participante 6

Relativamente aos fatores ambientais, quais sdo 0s que considera como barreiras?

Ne conceito Resposta do Participante
126 "Isolamento (social e geografico);"
127 "Fatores pessoais como competéncias de gestdo de situacdo;"
128 "Nivel de escolaridade;"
129 "Literacia;"
130 "Crencas e valores;"
131 "Claro, comportamento (habitos alimentares e de atividade fisica);"
132 "Bemcomo a idade;"
Identificac&o do significado dos conceitos - Investigador 1
126 Isolamento social e geografico;
127 Fatores pessoais (gestdo de situacdo);
128 Escolaridade;
129 Literacia;
130 Crencas e valores;
131 Comportamento (habitos alimentares e atividade fisica);
132 Idade;
Identificacéo do significado dos conceitos - Investigador 2
126 Isolamento social e geografico ;
127 Gestdo de situacao;
128 Nivel de escolaridade;
129 Literacia;
130 Crencas e valores;
131 Habitos alimentares, atividade fisica;
132 Idade;




Total dos conceitos

126 Isolamento social e geogréfico;

127 Capacidade de gestéo de situacdes;
128 Escolaridade;

129 Literacia;

130 Crencas e valores;

131 Alimentacdo; atividade fisica;

132 Idade;

Relativamente as fungfes do corpo, quais séo os principais problemas que identifica em
utentes com Diabetes Mellitus?
N° conceito Resposta do Participante
133 "Fun¢des sensoriais e dor;"
134 "Fungdes de metabolismo;"
135 "Endocrinas;"
136 "Fung¢des neuromusculoesqueleticas relacionadas como movimento;"
Identificacéo do significado dos conceitos - Investigador 1
133 Alteragdes nas fungdes sensoriais e da dor;
134 Alteragdes nas fungdes metabdlicas;
135 Alteracdes nas fungdes enddcrinas;
136 Alteracdes nas fungdes neuromusculoesqueléticas;
Identificacéo do significado dos conceitos - Investigador 2
133 Funcdes sensoriais e dor;
134 Alteracdes nas fungdes metabélicas;
135 Func¢des de metabolismo e endécrinas;
136 Funcdes neuromusculoesqueleticas relacionadas com o movimento;
Total dos conceitos
133 Funcgdes sensoriais e dor;
134 Alteracdes nas fun¢des metabdlicas;
135 Alteracdes nas fungdes enddcrinas;
136 Alteracdes nas funcdes neuromusculoesqueléticas;

Participante 7

Relativamente as estruturas do corpo, quais sao 0s principais problemas que identificaem
utentes com Diabetes Mellitus?
N° conceito Resposta do Participante
137 "Estruturas do sistema nervoso;"
138 "Estruturas relacionadas com metabolismo;"
139 "Sistema endécrino;"
140 "Estruturas relacionadas como movimento;"
141 "Pele e estruturas relacionadas;"
Identificacéo do significado dos conceitos - Investigador 1
137 Problemas nas estruturas do sistema nervoso;
138 Alteracdes nas estruturas relacionadas com o sistema metabolico;
139 Alteragdes nas estruturas relacionadas como sistema enddcrino;
140 Alteracdes nas estruturas relacionadas como movimento;
141 Alteracdes na pele e estruturas relacionadas;
Identificacéo do significado dos conceitos - Investigador 2
137 Problemas do sistema nervoso;
138 Alteracdes nas estruturas relacionadas com o sistema metabolico;
139 Problemas do metabolismo e sistema endécrino;
140 Problemas de movimento;
141 Problemas da pele e estruturas relacionadas;




Total dos conceitos

137 Problemas do sistema nervoso;

138 Alteragdes nas estruturas relacionadas com o sistema metabolico;
139 Problemas do metabolismo e sistema endécrino;

140 Problemas de movimento;

141 Problemas da pele e estruturas relacionadas;

Participante 7

Relativamente a atividade e participacédo na vida diaria dos individuos com Diabetes
Mellitus, quais sdo os principais problemas que identifica?

N° conceito Resposta do Participante

142 "Mobilidade;"
143 " Autocuidados (d520, d570);"
144 "Vida doméstica;"

Identificacdo do significado dos conceitos - Investigador 1
142 Problemas na mobilidade;
143 Problemas nos autocuidados (d520, d570);
144 Problemas na vida doméstica;

Identificacdo do significado dos conceitos - Investigador 2
142 Mobilidade;
143 Autocuidados (d520, d570);
144 Vida doméstica;

Total dos conceitos

142 Problemas na mobilidade;
143 Problemas nos autocuidados (d520, d570);
144 Problemas na vida doméstica

Participante 7

Relativamente aos fatores ambientais, quais s&o 0s que considera como facilitadores?

N° conceito Resposta do Participante

145 "Apoio e relacionamenos;"
146 "Atitudes (e410, e420, e425, e450);"
147 "Servigos Sistemas e politicas;"

Identificacdo do significado dos conceitos - Investigador 1
145 Apoio e relacionamentos;
146 Atitudes (e410, e420, e425, e450);
147 Servicos Sistemas e politicas;

Identificacdo do significado dos conceitos - Investigador 2
145 Apoio e relacionamenos;
146 Atitudes (e410, e420, e425, e450);
147 Servicos Sistemas e politicas;

Total dos conceitos

145 Apoio e relacionamenos;
146 Atitudes (€410, €420, e425, e450);

147 Servicos Sistemas e politicas;
Participante 7

Relativamente aos fatores ambientais, quais sdo 0s que considera como barreiras?

N° conceito Resposta do Participante
148 "Os produtos ou substancias para consumo pessoal quando sdo vistos como solugéo
Unica, diminuindo o valor das mudancas de habitos;"




149 "E por vezes as atitudes;"

Identificac8o do significado dos conceitos - Investigador 1
148 Produtos e substancias para consumo pessoal;
149 Atitudes

Identificac8o do significado dos conceitos - Investigador 2
148 Produtos ou substancias para consumo pessoal;
149 Atitudes;

Total dos conceitos

148 Produtos ou substancias para consumo pessoal;

149

Atitudes;




ANEXO X - LINKING REALIZADO PELO INVESTIGADOR 1 E INVESTIGADOR
2



Participante 1

Relativamente as fungdes do corpo, quais sdo os principais problemas que identifica em utentes com Diabetes

Participante 1

Mellitus?
Linking - Investigador 1
Conceito Categoria CIF Comentarios
Alteragdes no padrdo de b770 Funcdes relacionadas com o padréo de marcha;
marcha;
Alteragdes no equilibrio; | b755 Fungdes de reac¢des motoras involuntarias;
Linking - Investigador 2
Conceito Categoria CIF Comentarios
Alteragges no padrdo de b770 Fungdes relacionadas com o padrdo de marcha;
marcha;
Alteragdes no equilibrio; | b755 Fungdes de reac¢es motoras involuntérias;
Total das Categorias CIF
Conceito Categoria CIF Comentarios
Alteragdes no padrao de b770 Funcdes relacionadas com o padréo de marcha;
marcha;
Alteragdes no equilibrio; | b755 Fungdes de reac¢es motoras involuntérias;

Relativamente as estruturas do corpo, quais sdo os principais problemas que identifica em utentes com Diabetes

Participante 1

Mellitus?
Linking - Investigador 1
Conceito Categoria CIF Comentarios
Alteragdes nas estruturas | b810 Fungdes protetoras da pele; .
. s Ulceras
da pele (Ulceras); 58104 Pele do membro inferior;
Problemas no pé; s7502 Estrutura do tornozelo e pé;
Linking - Investigador 2
Conceito Categoria CIF Comentarios
Alteragdes nas estruturas | b810 Fungdes protetoras da pele; g
. s Ulceras
da pele (Ulceras); 58104 Pele do membro inferior;
Problemas no pé; s7502 Estrutura do tornozelo e pé;
Total das Categorias CIF
Conceito Categoria CIF Comentarios
Alteragdes nas estruturas | b810 Fungdes protetoras da pele; .
]} ; Ulceras
da pele (tlceras); s7502 Estrutura do tornozelo e pé;
Problemas no pé; 58104 Pele do membro inferior

Relativamente a atividade e participa¢éo na vida diaria dos individuos com Diabetes Mellitus, quais sé&o os
principais problemas que identifica?

Linking - Investigador 1

Participante 1

Relativamente aos fatores ambientais, quais sdo 0s que considera como facilitadores?

Conceito Categoria CIF Comentarios
Alteracdes no andar; d450 Andar
Linking - Investigador 2
Conceito Categoria CIF Comentarios
Alteracbes no andar; d450 Andar
Total das Categorias CIF
Conceito Categoria CIF Comentarios
Alteragdes no andar; d450 Andar

Linking - Investigador 1

Conceito

Categoria CIF

Comentarios

Higiene corporal;

d520 Cuidar de partes do corpo;

Higiene corporal (+)

Utilizacao de calgado;

€1150 Produtos e tecnologias gerais para uso pessoal na vida diaria;

Utilizacdo de calgado

*)




Total das Categorias CIF

Conceito Categoria CIF Comentarios
Problemas n,a_s fungges b5401 Metabolismo dos hidratos de carbono;
metabdlicas;

Diabetes Mellitus

Cs

Diabetes mellitus

Problemas
cardiovasculares;

b4151 Funcdes dos capilares ;
b4150 Funcdes das artérias;
b4152 Funcdes das veias;
b410 Funcdes cardiacas;

Problemas visuais;

b210 Fungdes da viséo;

Problemas renais;

b610 Fungdes de excrecéo urinaria;

Problemas de presséao
arterial;

b4200 Presséo arterial aumentada;

Problemas neurolégicos;

nd

Participante 2

Problemas
Neurol6gicos

Relativamente as estruturas do corpo, quais séo os principais problemas que

identifica em utentes com Diabetes

Mellitus?
Linking - Investigador 1
Conceito Categoria CIF Comentarios
Alteragdes nas estruturas $2203 Retina:
do olho;

Problemas nas estruturas
do sistema cardiovascular;

s410 Estrutura do aparelho cardiovascular;

Problemas nos rins;

$6100 Rim;

Problemas nos tecidos dos
membros inferiores;

s750 Estrutura do membro inferior;

s7500 Estrutura da coxa;

$75002 MUsculos da coxa;

s75003 Ligamentos e fascias da coxa;

s7501 Estrutura da perna;

s75012 Musculos da perna;

s75013 Ligamentos e fascias da perna;

s7502 Estrutura do tornozelo e pé;

s75022 Musculos do tornozelo e do pé;

575023 Ligamentos e fascias do tornozelo e do pé;

Problemas nos
tecidos dos membros
inferiores

AlteracOes nos pés;

s7502 Estrutura do tornozelo e pé;

Alteragdes nas estruturas
nervosas (sensibilidade,
temperatura e dor);

512002 Medula espinhal lombossagrada ou sacrolombar;
512000 Medula espinhal cervical;

Alteragdes nas estruturas

58104 Pele do membro inferior;

da pele;
Altercdes estruturais ; nd Alteragoes estruturais
Capacidade de nd Capacidade de
cicatrizacéo; cicatrizacéo;
Linking - Investigador 2
Conceito Categoria CIF Comentarios
AlteragOes nas estruturas $2203 Retina:
do olho;

Problemas nas estruturas
do sistema cardiovascular;

s410 Estrutura do aparelho cardiovascular;

Problemas nos rins;

56100 Rim;

Problemas nos tecidos dos
membros inferiores;

s750 Estrutura do membro inferior;

s7500 Estrutura da coxa;

$75002 Musculos da coxa;

s75003 Ligamentos e fascias da coxa;

s7501 Estrutura da perna;

s75012 Musculos da perna;

s75013 Ligamentos e fascias da perna;

s75022 Musculos do tornozelo e do pé;

575023 Ligamentos e fascias do tornozelo e do pé;

Alteracdes nos pés;

§7502 Estrutura do tornozelo e pé;

Alteragdes nas estruturas
nervosas (sensibilidade,
temperatura e dor);

512002 Medula espinhal lombossagrada ou sacrolombar ;
512000 Medula espinhal cervical;

AlteracOes nas estruturas
da pele;

$8104 Pele do membro inferior ;




Altercdes estruturais ;

nd

AlteragBes estruturais

Capacidade de
cicatrizacéo;

b820 Fungdes reparadoras da pele;

Total das Categorias CIF

Conceito

Categoria CIF

Comentarios

Alteragdes nas estruturas
do olho;

52203 Retina;

Problemas nas estruturas
do sistema cardiovascular;

s410 Estrutura do aparelho cardiovascular;

Problemas nos rins;

$6100 Rim;

Problemas nos tecidos dos
membros inferiores;

s750 Estrutura do membro inferior;

$7500 Estrutura da coxa;

$75002 Musculos da coxa;

s75003 Ligamentos e fascias da coxa;

s7501 Estrutura da perna;

s75012 Musculos da perna;

$75013 Ligamentos e fascias da perna;

§75022 Musculos do tornozelo e do pé;

575023 Ligamentos e fascias do tornozelo e do pé;

AlteracOes nos pés;

s7502 Estrutura do tornozelo e pé;

Alteragdes nas estruturas
nervosas (sensibilidade,
temperatura e dor);

512002 Medula espinhal lombossagrada ou sacrolombar;
512000 Medula espinhal cervical;

AlteragOes nas estruturas
da pele;

$8104 Pele do membro inferior;

Altergdes estruturais ;

nd

AlteragBes estruturais

Capacidade de
cicatrizacéo;

b820 Fungdes reparadoras da pele;

Participante 2

Relativamente a atividade e participa¢éo na vida diaria dos individuos com Diabetes Mellitus, quais sé&o os
principais problemas que identifica?

Linking - Investigador 1

Conceito

Categoria CIF

Comentarios

Problemas dos olhos;

d110 Observar;

Problemas
cardiovasculares;

b410 Fungdes cardiacas;
b4150 Funcdes das artérias;
b4151 Funcdes dos capilares;
b4152 Funcdes das veias;

Problemas na pele;

b820 Fungdes reparadoras da pele;

Problemas nos membros

s750 Estrutura do membro inferior;

inferiores;
Amputagdo dos membros | nd Amputacédo dos
inferiores; membros inferiores;
B ) . Dificuldade de
Dificuldade de interagdo | nd

como meio;

interagdo com o
meio;

Alteracdes no equilibrio;

b755 Fungdes de reacgdes motoras involuntarias;

Problemas emtransportar
pesos;

d430 Levantar e transportar objectos;

Dificuldade em localizar-se
e orientar-se;

b114 Fungdes da orientacdo;

Problemas na autonomia
ematividades sociais;

nd

Autonomia em
atividades sociais

Problemas nos auto-

d510 Lavar-se;
d520 Cuidar de partes do corpo;
d530 Cuidados relacionados com os processos de excregéo;

cuidados; d540 Vestir-se; d550 Comer;
d560 Beber;
d570 Cuidar da propria saude;
Problemas na mobilidade ;| d450 Andar;
Linking - Investigador 2
Conceito Categoria CIF Comentarios
d110 Observar;

Problemas dos olhos;




Problemas
cardiovasculares;

b410 Fungdes cardiacas;
b4150 Funcdes das artérias;
b4151 Funcdes dos capilares;
b4152 Fungdes das veias;

Problemas na pele;

b820 Fungdes reparadoras da pele;

Problemas nos membros
inferiores;

s750 Estrutura do membro inferior;

Amputacdo dos membros | nd Amputacdo dos
inferiores; membros inferiores;
Dificuldade de interagdo | nd Dificuldade de

como meio;

interagcdo como meio;

Alteragdes no equilibrio;

b755 Fungdes de reacgdes motoras involuntarias;

Problemas em transportar
pesos;

d430 Levantar e transportar objectos;

Dificuldade em localizar-se
e orientar-se;

b114 Fungdes da orientagao;

Problemas na autonomia
ematividades sociais;

d2203 Executar tarefas maltiplas em grupo;

Problemas nos auto-
cuidados;

d5 Auto cuidados -

d510 Lavar-se;

d520 Cuidar de partes do corpo;

d530 Cuidados relacionados com os processos de excregéo;
d540 Vestir-se;

d550 Comer;

d560 Beber;

d570 Cuidar da prépria sadde;

Problemas na mobilidade ;

d450 Andar;

d455 Deslocar-se;

d460 Deslocar-se por diferentes locais;

d465 Deslocar-se utilizando algumtipo de equipamento;

Problemas na mobilidade ;

d450 Andar;

d455 Deslocar-se;

d460 Deslocar-se por diferentes locais;

d465 Deslocar-se utilizando algumtipo de equipamento;

Total das Categorias CIF

Conceito

Categoria CIF

Comentarios

Problemas dos olhos;

d110 Observar;

Problemas
cardiovasculares;

b410 Fungdes cardiacas;
b4150 Funcdes das artérias;
b4151 Funcdes dos capilares;
b4152 Funcdes das veias;

Problemas na pele;

b820 Fungdes reparadoras da pele;

Problemas nos membros
inferiores;

s750 Estrutura do membro inferior;

Amputacio dos membros | nd Amputagdo dos
inferiores; membros inferiores;
Dificuldade de interacéo nd Dificuldade de

como meio;

interagdo como meio;

Alteracdes no equilibrio;

b755 Fungdes de reac¢des motoras involuntarias;

Problemas em transportar
pesos;

d430 Levantar e transportar objectos;

Dificuldade em localizar-se
e orientar-se;

b114 Fungdes da orientacdo;

Problemas na autonomia
ematividades sociais;

d2203 Executar tarefas maltiplas em grupo;

Problemas nos auto-
cuidados;

d510 Lavar-se;

d520 Cuidar de partes do corpo;

d530 Cuidados relacionados com os processos de excregéo;
d540 Vestir-se;

d550 Comer;

d560 Beber;

d570 Cuidar da propria saude;

Problemas na mobilidade ;

d450 Andar,;

d455 Deslocar-se;

d460 Deslocar-se por diferentes locais;

d465 Deslocar-se utilizando algumtipo de equipamento;




Participante 2

Relativamente aos fatores ambientais, quais sdo 0s que considera como facilitadores?

Linking - Investigador 1

d9201 Desportos

Participante 2

Relativamente aos fatores ambientais, quais sdo os que considera como barreiras?

Conceito Categoria CIF Comentarios
. - €310 Familia préxima;
Apoio familiar; ’ +
po Har, €315 Familia alargada; ®
Acessc_) a0s cwde}dos ¢ €580 Servigos, sistemas e politicas relacionados coma sadde; )
servicos de saude;
Acesso alimentagéo; €1100 Alimentos; +)
L d5701 Controle da alimentagdo e da forma fisica;
: +
Bxercicio fisico; 49201 Desportos +)
Linking - Investigador 2
Conceito Categoria CIF Comentarios
. - €310 Familia proxima;
A familiar; ' +
polo familiar; €315 Familia alargada; ®)
ACGSS(_) aos cmdz?dos e €580 Servigos, sistemas e politicas relacionados coma sadde; +)
servicos de saude;
Acesso alimentagéo; €1100 Alimentos; )
P d5701 Controle da alimentagdo e da forma fisica;
: +
Bercicio fisico; d9201 Desportos +)
Total das Categorias CIF
Conceito Categoria CIF Comentarios
. - €310 Familia proxima;
- +
Apoio familiar; €315 Familia alargada; ®)
Acessg aos cmdz}dos € €580 Servigos, sistemas e politicas relacionados coma sadde; +)
servigos de saude;
Acesso alimentagéo; €1100 Alimentos; +)
Bercicio fisico: d5701 Controle da alimentag&o e da forma fisica; ®

Linking - Investigador 1

Conceito Categoria CIF Comentarios
ldade; fp Idade; (-)
Obesidade; d5701 Controle da alimentagdo e da forma fisica; -)
Sedentarismo; fo Sedentarismo; (-)
Tabagismo; fp Tabagismo; (-)
Dieta alimentar; e1100 Alimentos; “)
' d5701 Controle da alimentacdo e da forma fisica;
Hipertensao arterial; b4200 Pressédo arterial aumentada -)
Linking - Investigador 2
Conceito Categoria CIF Comentarios
Idade; fp Idade; (-)
. d5701 Controle da alimentagdo e da forma fisica;
Obesidade; ’ -
: ' b530 Fungdes de manutencdo do peso; 0
Sedentarismo; fp Sedentarismo; (-)
Tabagismo; fp Tabagismo; (-)
Dieta alimentar; €1100 Alimentos; -)
’ d5701 Controle da alimentacdo e da forma fisica;
Hipertenséo arterial; b4200 Presséo arterial aumentada; “)
Total das Categorias CIF
Conceito Categoria CIF Comentarios
Idade; fp Idade; (-)
. . d5701 Controle da alimentagdo e da forma fisica;
Obesidade; b530 Fungdes de manutencéo do peso; ©)
Sedentarismo; fp Sedentarismo; (-)
Tabagismo; fp Tabagismo; (-)
Dieta alimentar; e1100 Alimentos; “)
' d5701 Controle da alimentac&o e da forma fisica;
Hipertensao arterial; b4200 Pressédo arterial aumentada -)




Participante 3

Relativamente as fun¢des do corpo, quais sdo os principais problemas que identifica em utentes com Diabetes

Mellitus?
Linking - Investigador 1
Conceito Categoria CIF Comentarios
b210 Fungdes da viséo;
b215 Fungdes dos anexos do olho;
b220 Sensacdes associadas ao olho e anexos;
b230 Fungdes auditivas;
b235 Fungdes vestibulares;
Problemas sensoriais b240 Sensacdes associadas a audicdo e a fungdo vestibular;
b250 Fungéo gustativa;
b255 Fungdo olfactiva;
b260 Fungdo proprioceptiva;
b265 Fungéo tactil;
b270 Fungdes sensoriais relacionadas coma temperatura e outros estimulos;
Problemas relacionados 280 Sensacdo de dor:
comdor
~ b410 Fungdes cardiacas;
AlteracOes ~ .
cardiovasculares b415 Fung?es dos vaso~s sangL'uneos;
b420 Fungdes da presséo arterial;
Alteragdes respiratdrias b440 Fungges da resp’nragao; Lo
b445 Fungdes dos misculos respiratorios;
Problemas relacionados
coma tolerancia ao b455 Fungdes de tolerancia ao exercicio;
exercicio fisico
b710 Fung¢des da mobilidade das articulagdes;
b715 Fungdes da estabilidade das articulages;
b720 Fungdes da mobilidade dos 0ssos;
b730 Fungdes da forga muscular;
b735 Fungdes do tdnus muscular;
Problemas b740 Fungdes da resisténcia muscular;
neuromusculoesqueléticos | b750 Fungdes de reflexos motores;
b755 Fungdes de reacges motoras; involuntarias;
b760 Fungdes de controlo do movimento voluntério;
b765 Fungdes dos movimentos involuntarios;
b770 Fungdes relacionadas com o padréo de marcha;
b780 Sensacoes relacionadas comos masculos e as fun¢des do movimento;
b8 Funcdes da pele e estruturas relacionadas;
b810 Fungdes protectoras da pele;
b820 Funcdes reparadoras da pele;
Problemas na pele b830 Outras funcdes da pele;
b840 Sensacéo relacionada coma pele;
b850 Funcdes dos pélos;b860 Funcdes das unhas;
Linking - Investigador 2
Conceito Categoria CIF Comentérios

Problemas sensoriais;

b210 Fungdes da viséo;

b215 Fungdes dos anexos do olho;

b220 Sensagdes associadas ao olho e anexos;

b230 Fungdes auditivas;

b235 Fungdes vestibulares;

b240 Sensacdes associadas a audicdo e a fungdo vestibular;
b250 Fungdo gustativa;

b255 Fungéo olfactiva;

b260 Fungdo proprioceptiva;

b265 Funcéo tactil;

b270 FungBes sensoriais relacionadas coma temperatura e outros estimulos;

Problemas relacionados
comdor

b280 Sensacéo de dor;

Alteracoes
cardiovasculares

b410 Fungdes cardiacas;
b415 Fungdes dos vasos sanguineos;
b420 Fungdes da presséo arterial;




AlteracOes respiratérias

b440 Fungdes da respiragéo;
b445 Fungdes dos misculos respiratorios;

Problemas relacionados
coma tolerancia ao
exercicio fisico

b455 Fungdes de tolerancia ao exercicio;

Problemas
neuromusculoesqueléticos

b710 Fung¢des da mobilidade das articulagdes;

b715 Fungdes da estabilidade das articulagdes;

b720 Fungdes da mobilidade dos 0ssos;

b730 Fungdes da forga muscular;

b735 Fungdes do tdnus muscular;

b740 Fungdes da resisténcia muscular;

b750 Fungdes de reflexos motores;

b755 Fungdes de reacces motoras involuntarias;
b760 Fungdes de controlo do movimento voluntério;
b765 Fungdes dos movimentos involuntérios;

b770 Fungdes relacionadas com o padréo de marcha;
b780 Sensacoes relacionadas comos masculos e as fun¢des do movimento;

Problemas na pele

b810 Fungdes protectoras da pele;
b820 Fungdes reparadoras da pele;
b830 Outras funcbes da pele;

b840 Sensacéo relacionada coma pele;
b850 Fungdes dos pélos;

b860 Fungdes das unhas;

Total das Categorias CIF

Conceito

Categoria CIF

Comentarios

Problemas sensoriais;

b210 Fungdes da viséo;

b215 Fungdes dos anexos do olho;

b220 Sensagdes associadas ao olho e anexos;

b230 Fungdes auditivas;

b235 Fungdes vestibulares;

b240 Sensacdes associadas a audicéo e a fungao vestibular;
b250 Fungdo gustativa;

b255 Fungdo olfactiva;

b260 Fungéo proprioceptiva;

b265 Fungdo tactil;

b270 Funcdes sensoriais relacionadas coma temperatura e outros estimulos;

Problemas relacionados
comdor

b280 Sensagéo de dor;

Alteracoes
cardiovasculares

b410 Fungdes cardiacas;
b415 Fungdes dos vasos sanguineos;
b420 Fungdes da pressédo arterial;

Alteragdes respiratérias

b440 Fungdes da respiragdo;
b445 Fungdes dos mdsculos respiratorios;

Problemas relacionados
coma tolerancia ao
exercicio fisico

b455 Fungdes de tolerancia ao exercicio;

Problemas
neuromusculoesqueléticos

b710 Fungdes da mobilidade das articulagdes;

b715 Fungdes da estabilidade das articulagdes;

b720 Fungdes da mobilidade dos 0ssos;

b730 Fungdes da forga muscular;

b735 Fungdes do tdnus muscular;

b740 Fungdes da resisténcia muscular;

b750 Fungdes de reflexos motores;

b755 Fungdes de reacgdes motoras; involuntarias;
b760 Fungdes de controlo do movimento voluntério;
b765 Fungdes dos movimentos involuntarios;

b770 Fungdes relacionadas como padrdo de marcha;
b780 Sensagdes relacionadas comos misculos e as fun¢des do movimento;

Problemas na pele

b810 Fungdes protectoras da pele;
b820 Fungdes reparadoras da pele;
b830 Outras funcdes da pele;

b840 Sensacéo relacionada coma pele;
b850 Fungdes dos pélos;

b860 Funcdes das unhas;

Participante 3

Relativamente as estruturas do corpo, quais sdo os principais problemas que identifica em utentes com Diabetes

Mellitus?

Linking - Investigador 1

Conceito

Categoria CIF

Comentarios

Problemas de perce¢ado

b156 Fungdes da percepgao




Problemas sensoriais

$110 Estrutura do cérebro;

$120 Medula espinhal e estruturas relacionadas;

s130 Estrutura das meninges;

s140 Estrutura do sistema nervoso simpatico;

s150 Estrutura do sistema nervoso parassimpatico;

b210 Fungdes da viséo;

b215 Fungdes dos anexos do olho;

b220 Sensagdes associadas ao olho e anexos;

b230 Fungdes auditivas;

b235 Fungdes vestibulares ;

b240 Sensagdes associadas a audicéo e a funcéo vestibular;
b250 Fungdo gustativa;

b255 Fungdo olfactiva;

b260 Fungao proprioceptiva;

b265 Fungdo tactil;

b270 Fungdes sensoriais relacionadas coma temperatura e outros estimulos;
b280 Sensacdo de dor;

Problemas
cardiovasculares

s410 Estrutura do aparelho cardiovascular

Problemas do aparelho
respiratério

s430 Estrutura do aparelho respiratdrio;

Problemas de manutengéo
do peso

b530 Fungdes de manutencdo do peso;

Problemas relacionados
como movimento

s710 Estrutura da regido da cabega e do pescoco;

s720 Estrutura da regido do ombro;

$730 Estrutura do membro superior;

s740 Estrutura da regido pélvica;

s750 Estrutura do membro inferior;

$760 Estrutura do tronco;

s770 Estruturas musculoesqueléticas adicionais relacionadas ao movimento;

Problemas de pele

s810 Estrutura das areas da pele;
$820 Estrutura das glandulas da pele;
s830 Estrutura das unhas;

5840 Estrutura dos pélos;

Linking - Investigador 2

Conceito

Categoria CIF

Comentarios

Problemas de percecédo

b156 Fungdes da percepgao

Problemas sensoriais

s110 Estrutura do cérebro;

$120 Medula espinhal e estruturas relacionadas;

s130 Estrutura das meninges;

$140 Estrutura do sistema nervoso simpatico;

s150 Estrutura do sistema nervoso parassimpatico;

b210 Fungdes da viséo;

b215 Fungdes dos anexos do olho;

b220 Sensagdes associadas ao olho e anexos;

b230 Fungdes auditivas;

b235 Fungdes vestibulares ;

b240 Sensacdes associadas a audicdo e a fungdo vestibular;
b250 Fungdo gustativa;

b255 Fungéo olfactiva;

b260 Fungao proprioceptiva;

b265 Fungéo tactil;

b270 FungBes sensoriais relacionadas coma temperatura e outros estimulos;
b280 Sensacéo de dor;

Problemas
cardiovasculares

s410 Estrutura do aparelho cardiovascular;

Problemas do aparelho
respiratério

s430 Estrutura do aparelho respiratdrio;

Problemas de manutengéo
do peso

b530 Fungdes de manutencdo do peso;

Problemas relacionados
como movimento

s710 Estrutura da regido da cabeca e do pescogo;

s720 Estrutura da regido do ombro;

$730 Estrutura do membro superior;

s740 Estrutura da regido pélvica;

s750 Estrutura do membro inferior;

s760 Estrutura do tronco;

s770 Estruturas musculoesqueléticas adicionais relacionadas ao movimento;

Problemas de pele

$810 Estrutura das areas da pele;
$820 Estrutura das glandulas da pele;
s830 Estrutura das unhas;

5840 Estrutura dos pélos;




Total das Categorias CIF

Conceito

Categoria CIF

Comentarios

Problemas de perce¢ado

b156 Fungdes da percepgao

Problemas sensoriais

$110 Estrutura do cérebro;

5120 Medula espinhal e estruturas relacionadas;

$130 Estrutura das meninges;

$140 Estrutura do sistema nervoso simpatico;

s150 Estrutura do sistema nervoso parassimpatico;

b210 Fungdes da viséo;

b215 Fungdes dos anexos do olho;

b220 Sensacdes associadas ao olho e anexos;

b230 Fungdes auditivas;

b235 Fungdes vestibulares ;

b240 Sensacdes associadas a audicdo e a fungdo vestibular;
b250 Fungéo gustativa;

b255 Fungdo olfactiva;

b260 Fungdo proprioceptiva;

b265 Fungéo tactil;

b270 FungBes sensoriais relacionadas coma temperatura e outros estimulos;
b280 Sensacéo de dor;

Problemas
cardiovasculares

s410 Estrutura do aparelho cardiovascular

Problemas do aparelho
respiratdrio

s430 Estrutura do aparelho respiratdrio;

Problemas de manutengéo
do peso

b530 Fungdes de manutencdo do peso;

Problemas relacionados
como movimento

s710 Estrutura da regido da cabeca e do pescogo;

s720 Estrutura da regido do ombro;

$730 Estrutura do membro superior;

s740 Estrutura da regido pélvica;

s750 Estrutura do membro inferior;

s760 Estrutura do tronco;

s770 Estruturas musculoesqueléticas adicionais relacionadas ao movimento;

Problemas de pele

s810 Estrutura das areas da pele;
s820 Estrutura das glandulas da pele;
s830 Estrutura das unhas;

$840 Estrutura dos pélos;

Participante 3

Relativamente a atividade e participacéo na vida diaria dos individuos com Diabetes Mellitus, quais sdo o0s
principais problemas que identifica?

Linking - Investigador 1

Conceito

Categoria CIF

Comentarios

Problemas na mobilidade

d410 Ajudar a posicdo basica do corpo;

d415 Manter a posi¢do do corpo;

d420 Auto-transferéncias;

d430 Levantar e transportar objectos;

d435 Mover objectos com os membros inferiores;
d440 Utilizagdo de movimentos finos da mao;
d445 Utilizagdo da mao e do brago;

d450 Andar,

d455 Deslocar-se;

d460 Deslocar-se por diferentes locais;

d465 Deslocar-se utilizando algumtipo de equipamento;
d470 Utilizagéo de transporte;

d475 Conduzir;

d480 Montar animais como meio transporte;

Problemas de auto
cuidados

d510 Lavar-se;

d520 Cuidar de partes do corpo;

d530 Cuidados relacionados com os processos de excregéo;
d540 Vestir-se;

d550 Comer;

d560 Beber;

d570 Cuidar da prépria saude;

Problemas de vida
doméstica

d610 Aquisicdo de um lugar para morar;
d620 Aquisicdo de bens e servicos;
d630 Preparar refeicdes;

d640 Realizar as tarefas domésticas;
d650 Cuidar dos objectos da casa;
d660 Ajudar os outros;

Problemas de vida
comunitaria, social e civica

d920 Recreagdo e lazer;

d930 Religido e vida espiritual;
d940 Direitos Humanos;

d950 Vida politica e cidadania;




Linking - Investigador 2

Conceito

Categoria CIF

Comentarios

Problemas na mobilidade

d410 Ajudar a posigéo basica do corpo;

d415 Manter a posigdo do corpo;

d420 Auto-transferéncias;

d430 Levantar e transportar objectos;

d435 Mover objectos comos membros inferiores;
d440 Utilizagéo de movimentos finos da mio;
d445 Utilizagdo da mao e do brago;

d450 Andar;

d455 Deslocar-se;

d460 Deslocar-se por diferentes locais;

d465 Deslocar-se utilizando algumtipo de equipamento;
d470 Utilizagdo de transporte;

d475 Conduzir;

d480 Montar animais como meio transporte;

Problemas de auto
cuidados

d510 Lavar-se;

d520 Cuidar de partes do corpo;

d530 Cuidados relacionados com os processos de excregéo;
d540 Vestir-se;

Problemas de vida
doméstica

d610 Aquisicdo de um lugar para morar;
d620 Aquisicdo de bens e servicos;
d630 Preparar refeigdes;

d640 Realizar as tarefas domésticas;

Problemas de vida
comunitaria, social e civica

d920 Recreacdo e lazer;

d930 Religido e vida espiritual;
d940 Direitos Humanos;

d950 Vida politica e cidadania;

Total das Categorias CIF

Conceito

Categoria CIF

Comentarios

Problemas na mobilidade

d410 Ajudar a posigdo basica do corpo;

d415 Manter a posicdo do corpo;

d420 Auto-transferéncias;

d430 Levantar e transportar objectos;

d435 Mover objectos comos membros inferiores;
d440 Utilizagdo de movimentos finos da mao;
d445 Utilizagdo da mdo e do brago;

d450 Andar,;

d455 Deslocar-se;

d460 Deslocar-se por diferentes locais;

d465 Deslocar-se utilizando algumtipo de equipamento;
d470 Utilizagéo de transporte;

d475 Conduzir;

d480 Montar animais como meio transporte;

Problemas de auto
cuidados

d510 Lavar-se;

d520 Cuidar de partes do corpo;

d530 Cuidados relacionados com os processos de excregéo;
d540 Vestir-se;

Problemas de vida
doméstica

d610 Aquisicdo de um lugar para morar;
d620 Aquisicdo de bens e servicos;
d630 Preparar refeicdes;

d640 Realizar as tarefas domésticas;

Problemas de vida
comunitaria, social e civica

d920 Recreacdo e lazer;

d930 Religido e vida espiritual;
d940 Direitos Humanos;

d950 Vida politica e cidadania;

Participante 3

Relativamente aos fatores ambientais, quais sdo 0s que considera como facilitadores?

Linking - Investigador 1

Conceito Categoria CIF Comentéarios
Alimentacéo €1100 Alimentos; (+)
Medicagdo €1101 Medicamentos; +)
€310 Familia proxima;
€315 Familia alargada;
€320 Amigos;
€325 Conhecidos, pares, colegas, vizinhos e membros da comunidade;
€330 Pessoas em posicdo de autoridade;
Apoio e relacionamentos | €335 Pessoas emposicdo subordinada; +)

€340 Prestadores de cuidados pessoais e assistentes pessoais;
€345 Estranhos;

€350 Animais domesticados;

€355 Profissionais de saude;

€360 Outros profissionais;




Atitudes

€410 Atitudes individuais de membros da familia préxima;

e415 Atitudes individuais de membros da familia alargada;

€420 Atitudes individuais de amigos;

e425 Atitudes individuais de conhecidos, pares, colegas, vizinhos e membros da
comunidade;

€430 Atitudes individuais de pessoas em posicOes de autoridade;

e435 Atitudes individuais de pessoas em posi¢Oes subordinadas

€440 Atitudes individuais de prestadores de cuidados pessoais e dos assistentes
pessoais;

e445 Atitudes individuais de estranhos;

e450 Atitudes individuais de profissionais de saude;

e455 Atitudes individuais de outros profissionais;

€460 Atitudes sociais;

e465 Normas, praticas e ideologias sociais;

(O]

Linking - Investigador 2

Conceito

Categoria CIF

Comentarios

Alimentacéo

€1100 Alimentos;

™)

Medicagao

€1101 Medicamentos;

™)

Apoio e relacionamentos

€310 Familia proxima;

€315 Familia alargada;

€320 Amigos;

€325 Conhecidos, pares, colegas, vizinhos e membros da comunidade;
€330 Pessoas em posicédo de autoridade;

€335 Pessoas emposicdo subordinada;

€340 Prestadores de cuidados pessoais e assistentes pessoais;
€345 Estranhos;

€350 Animais domesticados;

€355 Profissionais de saude;

€360 Outros profissionais;

*)

Atitudes

€410 Atitudes individuais de membros da familia proxima;

e415 Atitudes individuais de membros da familia alargada;

€420 Atitudes individuais de amigos;

e425 Atitudes individuais de conhecidos, pares, colegas, vizinhos e membros da
comunidade;

€430 Atitudes individuais de pessoas emposicdes de autoridade;

e435 Atitudes individuais de pessoas emposicdes subordinadas

€440 Atitudes individuais de prestadores de cuidados pessoais e dos assistentes
pessoais;

e445 Atitudes individuais de estranhos;

e450 Atitudes individuais de profissionais de sadde;

e455 Atitudes individuais de outros profissionais;

€460 Atitudes sociais;

e465 Normas, praticas e ideologias sociais;

(O]

Total das Categorias CIF

Conceito

Categoria CIF

Comentarios

Alimentagdo

€1100 Alimentos;

*)

Medicagdo

e1101 Medicamentos;

™)

Apoio e relacionamentos

€310 Familia préxima;

€315 Familia alargada;

€320 Amigos;

€325 Conhecidos, pares, colegas, vizinhos e membros da comunidade;
€330 Pessoas em posicéo de autoridade;

€335 Pessoas em posicdo subordinada;

€340 Prestadores de cuidados pessoais e assistentes pessoais;
€345 Estranhos;

€350 Animais domesticados;

e355 Profissionais de salde;

€360 Outros profissionais;

(O]

Atitudes

€410 Atitudes individuais de membros da familia préxima;

e415 Atitudes individuais de membros da familia alargada;

€420 Atitudes individuais de amigos;

e425 Atitudes individuais de conhecidos, pares, colegas, vizinhos e membros da
comunidade;

€430 Atitudes individuais de pessoas em posicOes de autoridade;

e435 Atitudes individuais de pessoas em posi¢Oes subordinadas

e440 Atitudes individuais de prestadores de cuidados pessoais e dos assistentes
pessoais;

e445 Atitudes individuais de estranhos;

e450 Atitudes individuais de profissionais de salde;

e455 Atitudes individuais de outros profissionais;

€460 Atitudes sociais;

€465 Normas, praticas e ideologias sociais;

*)




Participante 3

Relativamente aos fatores ambientais, quais sdo 0s que considera como barreiras?

Linking - Investigador 1

Conceito Categoria CIF Comentarios
€310 Familia préxima;
€315 Familia alargada;
€320 Amigos;
€325 Conhecidos, pares, colegas, vizinhos e membros da comunidade;
€330 Pessoas em posicdo de autoridade;
Apoio e relacionamentos | €335 Pessoas emposicdo subordinada; -)
€340 Prestadores de cuidados pessoais e assistentes pessoais;
€345 Estranhos;
€350 Animais domesticados;
e355 Profissionais de salde;
€360 Outros profissionais;
€410 Atitudes individuais de membros da familia préxima;
e415 Atitudes individuais de membros da familia alargada;
€420 Atitudes individuais de amigos;
e425 Atitudes individuais de conhecidos, pares, colegas, vizinhos e membros da
comunidade;
€430 Atitudes individuais de pessoas emposicdes de autoridade;
€435 Atitudes individuais de pessoas emposicdes subordinadas
€440 Atitudes individuais de prestadores de cuidados pessoais e dos assistentes
pessoais;
e445 Atitudes individuais de estranhos;
e450 Atitudes individuais de profissionais de sadde;
e455 Atitudes individuais de outros profissionais;
€460 Atitudes sociais;
€465 Normas, praticas e ideologias sociais;

Linking - Investigador 2
Conceito Categoria CIF Comentéarios
€310 Familia préxima;
€315 Familia alargada;
€320 Amigos;
€325 Conhecidos, pares, colegas, vizinhos e membros da comunidade;
€330 Pessoas em posicdo de autoridade;
Apoio e relacionamentos | €335 Pessoas emposicdo subordinada; -)
€340 Prestadores de cuidados pessoais e assistentes pessoais;
e345 Estranhos;
€350 Animais domesticados;
e355 Profissionais de salde;
€360 Outros profissionais;
€410 Atitudes individuais de membros da familia proxima;
e415 Atitudes individuais de membros da familia alargada;
€420 Atitudes individuais de amigos;
e425 Atitudes individuais de conhecidos, pares, colegas, vizinhos e membros da
comunidade;
€430 Atitudes individuais de pessoas em posicOes de autoridade;
e435 Atitudes individuais de pessoas em posi¢oes subordinadas
€440 Atitudes individuais de prestadores de cuidados pessoais e dos assistentes
pessoais;
e445 Atitudes individuais de estranhos;
e450 Atitudes individuais de profissionais de saide;
e455 Atitudes individuais de outros profissionais;
€460 Atitudes sociais;
€465 Normas, praticas e ideologias sociais;

Total das Categorias CIF
Conceito Categoria CIF Comentéarios
€310 Familia préxima;
€315 Familia alargada;
€320 Amigos;
€325 Conhecidos, pares, colegas, vizinhos e membros da comunidade;
€330 Pessoas em posicdo de autoridade;
Apoio e relacionamentos | €335 Pessoas emposicdo subordinada; -)
€340 Prestadores de cuidados pessoais e assistentes pessoais;
€345 Estranhos;
€350 Animais domesticados;
e355 Profissionais de salde;
€360 Outros profissionais;

Atitudes

Atitudes




Atitudes

€410 Atitudes individuais de membros da familia préxima;

e415 Atitudes individuais de membros da familia alargada;

€420 Atitudes individuais de amigos;

e425 Atitudes individuais de conhecidos, pares, colegas, vizinhos e membros da
comunidade;

€430 Atitudes individuais de pessoas em posicOes de autoridade;

e435 Atitudes individuais de pessoas em posi¢oes subordinadas

e440 Atitudes individuais de prestadores de cuidados pessoais e dos assistentes
pessoais;

e445 Atitudes individuais de estranhos;

e450 Atitudes individuais de profissionais de salde;

e455 Atitudes individuais de outros profissionais;

€460 Atitudes sociais;

€465 Normas, praticas e ideologias sociais;

Participante 4

Relativamente as fungdes do corpo, quais sdo os principais problemas que identifica em utentes com Diabetes

Mellitus?
Linking - Investigador 1
Conceito Categoria CIF Comentarios
Problemas de coordenagdo | b760 Funcdes de controlo do movimento voluntério;
Problemas de equilibrio b755 Fungdes de reacgdes motoras involuntarias;
Linking - Investigador 2
Conceito Categoria CIF Comentarios

Problemas de coordenagdo

b760 Fungdes de controlo do movimento voluntério;

Problemas de equilibrio

b2351 Funcéo vestibular de equilibrio;
b755 Funcdes de reac¢cdes motoras involuntarias;

Total das Categorias CIF

Conceito

Categoria CIF

Comentarios

Problemas de coordenagdo

b760 Fungdes de controlo do movimento voluntério;

Problemas de equilibrio

b2351 Funcéo vestibular de equilibrio;
b755 Funcdes de reac¢des motoras involuntarias;

Participante 4

Relativamente as estruturas do corpo, quais séo os principais problemas que identifica em utentes com Diabetes

Mellitus?
Linking - Investigador 1
Conceito Categoria CIF Comentéarios
Alterag?:fserr}z?ersnembros s750 Estrutura do membro inferior;
Alteracdes no tronco b760 Estrutura do tronco
Linking - Investigador 2
Conceito Categoria CIF Comentarios
Alterag(i):fse:g:ersnembros s750 Estrutura do membro inferior;

Alteragdes no tronco

s760 Estrutura do tronco

Total das Categorias CIF

Conceito

Categoria CIF

Comentarios

Alteragbes nos membros
inferiores;

s750 Estrutura do membro inferior;

Alteragdes no tronco;

$760 Estrutura do tronco;

Participante 4

Relativamente & atividade e participacdo na vida diéria dos individuos com Diabetes Mellitus, quais s&o 0s
principais problemas que identifica?

Linking - Investigador 1

Conceito Categoria CIF Comentérios
Prolemas no andar d450 Andar;
. .| d5400 Vestir roupa;
Problemas no vestir-despir d5401 Despir rouppe;;
Linking - Investigador 2
Conceito Categoria CIF Comentarios
Prolemas no andar d450 Andar;
d5400 Vestir roupa;

Problemas no vestir-despir

d5401 Despir roupa;

Total das Categorias CIF

Conceito

Categoria CIF

Comentarios

Prolemas no andar

d450 Andar,;




Problemas no vestir-despir

d5400 Vestir roupa;
d5401 Despir roupa;

Participante 4

Relativamente aos fatores ambientais, quais sdo 0s que considera como facilitadores?

Linking - Investigador 1

Conceito

Categoria CIF

Comentarios

Atividade fisica;

d5701 Controle da alimentacg&o e da forma fisica;
d9201 Desportos;

(O]

Acesso informagédo
(nutrigdo e atividade fisica)

€1300 Produtos e tecnologias gerais para educagéo;

(+) Acesso a
informagdo de
nutricdo e actividade
fisica

Linking - Investigador 2

Conceito

Categoria CIF

Comentarios

Atividade fisica;

d920 Recreacdo e lazer;
d570 Cuidar da propria saude;

(O]

Acesso informagédo
(nutrigdo e atividade fisica)

€1300 Produtos e tecnologias gerais para educacéo;

(+) Acesso a
informagao de
nutrigdo e actividade
fisica

Total das Categorias CIF

Conceito

Categoria CIF

Comentarios

Atividade fisica;

d5701 Controle da alimentag&o e da forma fisica;
d9201 Desportos;

(O]

Acesso informagédo
(nutrigdo e atividade fisica)

€1300 Produtos e tecnologias gerais para educagéo;

(+) Acesso a
informagdo de
nutricéo e actividade
fisica

Participante 4

Relativamente aos fatores ambientais, quais sdo os que considera como barreiras?

Linking - Investigador 1

Conceito

Categoria CIF

Comentarios

Sedentarismo

fp

(-) sendentarismo

Estruturas arquitetonicas

€150 Arquitectura, constru¢do, materiais e tecnologias arquitecténicas em prédios para
uso publico;

©)

Linking - Investigador 2

Conceito

Categoria CIF

Comentarios

Sedentarismo

fp

(-) Sedentarismo

Estruturas arquitetnicas

€150 Arquitectura, constru¢do, materiais e tecnologias arquitecténicas em prédios para
uso publico;

0

Total das Categorias CIF

Conceito

Categoria CIF

Comentarios

Sedentarismo

fp

(-) Sedentarismo

Estruturas arquitetonicas

Mellitus?

€150 Arquitectura, construcdo, materiais e tecnologias arquitecténicas em prédios para
uso publico;

Participante 5

0

Relativamente as fungdes do corpo, quais sdo os principais problemas que identifica em utentes com Diabetes

Linking - Investigador 1

Conceito

Categoria CIF

Comentarios

Problemas nas funcdes de
tolerancia ao exercicio

b455 Problemas de tolerancia ao exercicio;

Alteragdes nas funcdes
das articulacdes e dos
0S50S

b729 Alteragdes nas fungdes das articulagdes e dos 0ssos;

Linking - Investigador 2

Conceito

Categoria CIF

Comentarios

Problemas nas funcdes de
tolerancia ao exercicio

b455 Problemas de tolerancia ao exercicio;

Alteracoes nas fungdes
das articulacdes e dos
0S50S

b729 Alteragdes nas fungdes das articulagdes e dos 0ssos;




Total das Categorias CIF
Conceito Categoria CIF Comentarios
Problemas nas funcdes de
tolerancia ao exercicio

b455 Problemas de tolerancia ao exercicio;

Alteragdes nas fungdes
das articulacdes e dos b729 Alteragdes nas fungdes das articulagdes e dos 0ssos;
0S50S

Participante 5

Relativamente as estruturas do corpo, quais sdo os principais problemas que identifica em utentes com Diabetes
Mellitus?

Linking - Investigador 1

Conceito Categoria CIF Comentarios
Alteragges na articulagao s75001 Articulacéo da anca;
da anca
Alteracdes na articulagéo . ~ . . .
. s75011 Articulagdes da regido do joelho;
do joelho

Alteracdes nas
articulagdes do tornozelo, | s75021 Articulac6es do tornozelo e articulagdes do pé e dedos ;
pé e dedos
Alteragdes na regido
lombar

$76002 Segmento vertebral lombar;

Linking - Investigador 2
Conceito Categoria CIF Comentéarios
Alteracdes na articulagéo
daanca
Alteracbes na articulagéo
do joelho
Alteracdes nas
articulagdes do tornozelo, | s75021 Articulagdes do tornozelo e articulagdes do pé e dedos ;
pé e dedos
Alteracdes na regido
lombar

s75001 Articulagéo da anca;

s75011 ArticulacBes da regido do joelho;

s76002 Segmento vertebral lombar;

Total das Categorias CIF
Conceito Categoria CIF Comentéarios
Alteracdes na articulacéo
daanca
Alteracdes na articulacéo
do joelho
Alteracoes nas
articulacdes do tornozelo, | s75021 Articulagdes do tornozelo e articulagdes do pé e dedos ;
pé e dedos
AlteracOes na regiéo
lombar

Participante 5

Relativamente a atividade e participa¢éo na vida diaria dos individuos com Diabetes Mellitus, quais sé&o os
principais problemas que identifica?

s75001 Articulacéo da anca;

s75011 ArticulacGes da regido do joelho;

$76002 Segmento vertebral lombar ;

Linking - Investigador 1
Conceito Categoria CIF Comentarios
Problemas na alimentagéo
e atividade fisica
Problemas na recreacéo e
no lazer

d5701 Controlo da alimentagao e da forma fisica;

d920 Recreacdo e lazer;

Linking - Investigador 2
Conceito Categoria CIF Comentarios
Problemas na alimentagéo
e atividade fisica
Problemas na recreagéo e
no lazer

d5701 Controlo da alimentagao e da forma fisica;

d920 Recreacdo e lazer;

Total das Categorias CIF
Conceito Categoria CIF Comentarios
Problemas na alimentagéo
e atividade fisica
Problemas na recreagéo e
no lazer

d5701 Controlo da alimentacéo e da forma fisica;

d920 Recreacdo e lazer;




Participante 5

Relativamente aos fatores ambientais, quais sdo 0s que considera como facilitadores?

Linking - Investigador 1

Conceito Categoria CIF Comentarios
Alimentacao €1100 Alimentos; +)
Medicamentos €1101 Medicamentos; +)
Produtgs para athlda_des €140 Produtos e tecnologias para a cultura, actividades recreativas e desportivas; +)
recreativas e desportivas
Planeamento urbano e €1601 Produtos e tecnologias relacionados com o desenvolvimento de zonas )
suburbano residenciais (suburbanas);
Familia préxima €310 Familia proxima; +)
Profissionais de satde €355 Profissionais salde; +)
Linking - Investigador 2
Conceito Categoria CIF Comentéarios
Alimentacao €1100 Alimentos; +)
Medicamentos €1101 Medicamentos; +)
Produtgs para athlda_des €140 Produtos e tecnologias para a cultura, actividades recreativas e desportivas; +)
recreativas e desportivas
Planeamento urbano e €1601 Produtos e tecnologias relacionados com o desenvolvimento de zonas @
suburbano residenciais (suburbanas);
Familia proxima €310 Familia proxima; +)
Profissionais de satde €355 Profissionais salde; +)
Total das Categorias CIF
Conceito Categoria CIF Comentéarios
Alimentacéo €1100 Alimentos; )
Medicamentos €1101 Medicamentos; +)
Produtgs para athlda.des €140 Produtos e tecnologias para a cultura, actividades recreativas e desportivas; +)
recreativas e desportivas
Planeamento urbano e €1601 Produtos e tecnologias relacionados com o desenvolvimento de zonas )
suburbano residenciais (suburbanas);
Familia préxima €310 Familia préxima; 6
Profissionais de satde €355 Profissionais salde; +)

Participante 5

Relativamente aos fatores ambientais, quais sdo os que considera como barreiras?

Linking - Investigador 1

comunidade;

Conceito Categoria CIF Comentarios
Atitudes familia proxima | e410 Atitudes individuais de membros da familia préxima; “)
Atitudes comunidade e425 A.tltudes individuais de conhecidos, pares, colegas, vizinhos e membros da &)

comunidade;
Atitudes sociais €460 Atitudes sociais; “)
Politicas de producdo de €5102 Politicas relacionados coma producéo de bens de consumo; )
bens consumo
Servigos promogao saude | €5800 Servigos relacionados coma saudde; -)
Linking - Investigador 2

Conceito Categoria CIF Comentarios
Atitudes familia proxima | e410 Atitudes individuais de membros da familia proxima; )
Atitudes comunidade e425 A_titude.s individuais de conhecidos, pares, colegas, vizinhos e membros da 0

comunidade;
Atitudes sociais €460 Atitudes sociais; -)
Politicas de producdo de €5102 Politicas relacionados coma produgéo de bens de consumo; “)
bens consumo
Servicos promogao saude | e5800 Servicos relacionados coma saude; “)
Total das Categorias CIF

Conceito Categoria CIF Comentarios
Atitudes familia proxima | e410 Atitudes individuais de membros da familia proxima; -)
Atitudes comunidade e425 Atitudes individuais de conhecidos, pares, colegas, vizinhos e membros da 2




Atitudes sociais €460 Atitudes sociais; O]

Politicas de producdo de €5102 Politicas relacionados coma producéo de bens de consumo; ]
bens consumo

Servigos promogao saude | e5800 Servicos relacionados coma sadde; O]

Participante 6

Relativamente as fungdes do corpo, quais sdo os principais problemas que identifica em utentes com Diabetes

Mellitus?

Linking - Investigador 1

Conceito

Categoria CIF

Comentarios

Alteragdes sensoriais
(visdo e sensibilidade);

b210 Fungdes da viséo;
b270 FungBes sensoriais relacionadas coma temperatura e outros estimulos;
b265 Fungao tatil

Viséo e sensibilidade

Alteragdes do aparelho
circulatério;

b410 Fungdes cardiacas;
b415 Fungdes dos vasos sanguineos;
b420 Fungdes da presséo arterial;

Problemas na forca

b730 Fungdes da forga muscular;

muscular;
Alteragdes das fungges da b770 funcdes relacionadas como padrdo da marcha;
marcha;
Alteracoes das funcdes da Intearidade
pele (integridade); b810 Fungdes protetoras da pele; 9
Linking - Investigador 2
Conceito Categoria CIF Comentarios

Alteragdes sensoriais
(viséo e sensibilidade);

b210 Fungdes da viséo;
b270 Fungdes sensoriais relacionadas coma temperatura e outros estimulos;
b265 Funcdo tactil;

Visdo e sensibilidade

Alteracdes do aparelho
circulatério;

b410 Fungdes cardiacas;
b415 Fungdes dos vasos sanguineos;
b420 Fungdes da presséo arterial;

Problemas na forca

b730 Fungdes da for¢a muscular;

muscular;
Alteragdes das fungges da b770 Fungdes relacionadas com o padrdo de marcha
marcha;
Alte;glge(?n(::;rifzzgzﬁs da b810 Fungdes protectoras da pele; Integridade
Total das Categorias CIF
Conceito Categoria CIF Comentarios

Alteragdes sensoriais
(viséo e sensibilidade);

b210 Fungdes da viséo;
b270 Fungdes sensoriais relacionadas coma temperatura e outros estimulos;
b265 Funcdo tactil;

Visdo e sensibilidade

Alteragoes do aparelho
circulatério;

b410 Fungdes cardiacas;
b415 Fungdes dos vasos sanguineos;
b420 Fungdes da presséo arterial;

Problemas na forca

b730 Fungdes da forga muscular;

muscular;
Alteragdes das fungges da b770 Fungdes relacionadas com o padrdo de marcha
marcha;
Alteracoes das funcdes da ~ . .
pele (integridade): b810 Fungdes protectoras da pele; Integridade

Participante 6

Relativamente as estruturas do corpo, quais séo os principais problemas que identifica em utentes com Diabetes

Mellitus?

Linking - Investigador 1

Conceito

Categoria CIF

Comentarios

Alteragdes nos olhos;

$220 Estrutura do globo ocular;

Problemas nos membros
(edema, atrofia e
amputacéo);

s730 Estrutura do membro superior;
s750 Estrutura do membro inferior;
b730 Funcdes da forga muscular;

Edema ,atrofia e
amputacéo

Problemas na pele;

$810 Estrutura de areas da pele;

Linking - Investigador 2

Conceito

Categoria CIF

Comentarios

Alteragoes nos olhos;

$220 Estrutura do globo ocular;

Problemas nos membros
(edema, atrofia e
amputacdo);

b7304 Forga dos misculos de todos os membros;
5730 Estrutura do membro superior;
5750 Estrutura do membro inferior

Edema ,atrofia e
amputacédo

Problemas na pele;

s810 Estrutura de areas da pele;




Total das Categorias CIF

Conceito

Categoria CIF

Comentarios

Alteragdes nos olhos;

$220 Estrutura do globo ocular;

Problemas nos membros
(edema, atrofia e
amputacéo);

b7304 Forgca dos misculos de todos os membros;
s730 Estrutura do membro superior;
s750 Estrutura do membro inferior

Edema ,atrofia e
amputacdo

Problemas na pele;

s810 Estrutura de areas da pele;

Participante 6

Relativamente a atividade e participa¢éo na vida diaria dos individuos com Diabetes Mellitus, quais s&o os
principais problemas que identifica?

Linking - Investigador 1

Conceito

Categoria CIF

Comentarios

Problemas nas atividades
da vida diaria;

d230 Realizar a rotina diaria;

Atividades instrumentais
da vida diaria;

d640 Realizar as tarefas domésticas;

Atividades
instrumentais da vida
diaria

Problemas na deslocagdo;

d450 Andar,;

Problemas nas atividades
laborais e de lazer;

d840 Estagio (preparacdo para o trabalho);
d845 Obter, manter e sair de umemprego;
d850 Trabalho remunerado;

d855 Trabalho ndo remunerado;

d920 Recreacéo e lazer

Linking - Investigador 2

Atividades instrumentais
da vida diéria;

d640 Realizar as tarefas domésticas;

Conceito Categoria CIF Comentarios
Problemas_ nas ﬁtlyldades d230 Executar a rotina diaria;
da vida diaria;
Atividades

instrumentais da vida
diaria;

Problemas na deslocag&o;

d450 Andar;

Problemas nas atividades
laborais e de lazer;

d850 Trabalho renumerado;
d920 Recreacdo e lazer;

Total das Categorias CIF

Conceito

Categoria CIF

Comentarios

Problemas nas atividades
da vida didria;

d230 Realizar a rotina diaria;

Atividades instrumentais
da vida diaria;

d640 Realizar as tarefas domésticas;

Problemas na deslocagéo;

d450 Andar,;

Problemas nas atividades
laborais e de lazer;

d845 Obter, manter e sair de umemprego;
d850 Trabalho remunerado;

d855 Trabalho ndo remunerado;

d920 Recreacdo e lazer

Participante 6

Relativamente aos fatores ambientais, quais sdo 0s que considera como facilitadores?

Linking - Investigador 1

€335 Pessoas emposicdo subordinada;

€340 Prestadores de cuidados pessoais e assistentes pessoais;
€345 Estranhos;

€355 Profissionais de saude;

€360 Outros profissionais;

Conceito Categoria CIF Comentarios
€310 Familia proxima;
€315 Familia alargada;
€320 Amigos;
€325 Conhecidos, pares, colegas, vizinhos e membros da comunidade
. . €330 Pessoas em posicéo de autoridade;
Apoio social; +)




Rendimentos financeiros; | e1650 Patriménio financeiro; +)
ACESSIbI!Idade 2 st.er'v|_gos €580 Servigos, sistemas e politicas relacionados coma sadde; )
de saude e sociais;
POIIt.Ic.aS d~e apop a e575 Servigos, sistemas, politicas relacionadas com o apoio social geral; +)
participacdo social;
Aquisicéo de
medicamentos e €1101 Medicamentos; +)
tratamentos;
Linking - Investigador 2
Conceito Categoria CIF Comentarios
Apoio social; €325 Conhecidos, pares, colegas, vizinhos e membros da comunidade ; )
Rendimentos financeiros; | e1650 Patrimonio financeiro; +)
Acessibilidade a servigos | €580 Servigos, sistemas e politicas relacionados coma saudde; ®
de saude e sociais;
Politicas de apoio a €570 Servigos, sistemas e politicas relacionados coma seguranga social; )
participacdo social;
Aquisicdo de
medicamentos e €1101 Medicamento; +)
tratamentos;
Total das Categorias CIF
Conceito Categoria CIF Comentarios
€310 Familia proxima;
€315 Familia alargada;
€320 Amigos;
€325 Conhecidos, pares, colegas, vizinhos e membros da comunidade
. . €330 Pessoas em posicdo de autoridade;
Apoio social; e . *)
€335 Pessoas emposicdo subordinada;
€340 Prestadores de cuidados pessoais e assistentes pessoais;
€345 Estranhos;
€355 Profissionais de saude;
€360 Outros profissionais;
Rendimentos financeiros; | e1650 Patriménio financeiro; +)
Ace35|b|!|dade a S?I'.VI.QOS €580 Servigos, sistemas e politicas relacionados coma sadde; )
de salde e sociais;
POIIt.IC.aS d~e apop a e575 Servicos, sistemas, politicas relacionadas como apoio social geral; )
participacdo social,
Aquisicdo de
medicamentos e €1101 Medicamentos; +)

tratamentos;

Participante 6

Relativamente aos fatores ambientais, quais sdo 0s que considera como barreiras?

Linking - Investigador 1

Conceito Categoria CIF Comentérios
Isolamento social e €210 Geografia fisica;
geogréfico; €215 Populacéo; 0
Capacidade de gestdo de | d177 Tomar decisdes; :
situacdes; 0
Escolaridade; d820 Educacéo escolar; )
Literacia; d810 Educacéo informal; )
Crengas e valores; e4 Atitudes )
Alm'sentafgi:i(z::tlwdade d5701 Controle da alimentagéo e da forma fisica; -)
Idade; fp (-) Idade
Linking - Investigador 2
Conceito Categoria CIF Comentérios
€410 Atitudes individuais de membros da familia préxima;
e415 Atitudes individuais de membros da familia alargada;
€420 Atitudes individuais de amigos;
e425 Atitudes individuais de conhecidos, pares, colegas, vizinhos e membros da
comunidade;
€430 Atitudes individuais de pessoas em posicOes de autoridade;
Isolamento social e e435 Atitudes individuais de pessoas em posi¢Oes subordinadas
€440 Atitudes individuais de prestadores de cuidados pessoais e dos assistentes -)

geografico;

pessoais;

e445 Atitudes individuais de estranhos;

e450 Atitudes individuais de profissionais de saude;
e455 Atitudes individuais de outros profissionais;
€460 Atitudes sociais;

€465 Normas, praticas e ideologias sociais;

€2151 densidade populacional;




Capacidade de gestdo de

(-) Capacidade de

Mellitus?

. . nd x . ~
situagdes; gestdo de situagdes
Escolaridade; d820 Educacéo escolar; )
Literacia; fp (-)Literacia
Crencas e valores; €1652 Bens ndo materiais; O
Allmentaf?:ité;;tlwdade d5701 Controlo da alimentagdo e da forma fisica; )
Idade; fp (-) Idade
Total das Categorias CIF
Conceito Categoria CIF Comentarios
€410 Atitudes individuais de membros da familia préxima;
e415 Atitudes individuais de membros da familia alargada;
€420 Atitudes individuais de amigos;
e425 Atitudes individuais de conhecidos, pares, colegas, vizinhos e membros da
comunidade;
e430 Atitudes individuais de pessoas em posic¢Oes de autoridade;
Isolamento social e e435 Atitudes individuais de pessoas em posi¢des subordinadas
geografico; e440 Atitudes individuais de prestadores de cuidados pessoais e dos assistentes ©
pessoais;
e445 Atitudes individuais de estranhos;
e450 Atitudes individuais de profissionais de salde;
e455 Atitudes individuais de outros profissionais;
€460 Atitudes sociais;
e465 Normas, praticas e ideologias sociais;
Capacidade de gestédo de nd (-) Capacidade de
situagoes; gestdo de situacdes
Escolaridade; d820 Educagdo escolar; )
Literacia; fp (-) Literacia
Crencas e valores; 1652 Bens ndo materiais; )
A||mentaf<i’:i(::;‘:at|wdade d5701 Controlo da alimentacdo e da forma fisica; O]
Idade; fp (-)Idade

Participante 7

Relativamente as fungbes do corpo, quais sdo os principais problemas que identifica em utentes com Diabetes

Linking - Investigador 1

Conceito

Categoria CIF

Comentarios

Funcdes sensoriais e dor;

b210 Fungdes da viséo;

b215 Fungdes dos anexos do olho;

b220 Sensacdes associadas ao olho e anexos;

b230 Fungdes auditivas;

b235 Fungdes vestibulares;

b240 Sensacdes associadas a audicdo e a fungdo vestibular;
b250 Fungdo gustativa;

b255 Fungéo olfactiva;

b260 Fungao proprioceptiva;

b265 Funcdo tactil;

b270 Fungdes sensoriais relacionadas coma temperatura e outros estimulos;

AlteracOes nas fungdes
metabdlicas;

b540 Fungdes metabdlicas gerais;

Alteracdes nas funcdes
enddcrinas;

b555 Fungdes das glandulas endécrinas;

Alteracdes nas funcdes
neuromusculoesqueléticas

b710 Fun¢des da mobilidade das articulagdes;

b715 Funcdes da estabilidade das articulagoes;

b720 Fungdes da mobilidade dos 0ssos;

b730 Fungdes da forga muscular;

b735 Fungdes do ténus muscular;

b740 Funcdes da resisténcia muscular;

b750 Funcdes de reflexos motores;

b755 Fungdes de reacgdes motoras involuntarias;
b760 Fungdes de controlo do movimento voluntério;
b765 Fungdes dos movimentos involuntarios;

b770 Fungdes relacionadas como padréo de marcha;
b780 Sensacdes relacionadas comos mdsculos e as fun¢des do movimento;




Linking - Investigador 2

Conceito

Categoria CIF

Comentarios

Funcdes sensoriais e dor;

b210 Fungdes da viséo;

b215 Fungdes dos anexos do olho;

b220 Sensacdes associadas ao olho e anexos;

b230 Fungdes auditivas;

b235 Fungdes vestibulares;

b240 Sensagodes associadas a audicéo e a funcgdo vestibular;
b250 Fungdo gustativa;

b255 Fungdo olfactiva;

b260 Fungdo proprioceptiva;

b265 Fungdo tactil;

b270 Fungdes sensoriais relacionadas coma temperatura e outros estimulos;

Alteragdes nas fungdes
metabolicas;

b540 Fungdes metabdlicas gerais;

Alteracoes nas fungdes
endécrinas;

b555 Fungdes das glandulas endécrinas;

Alteragdes nas fungdes
neuromusculoesqueléticas

b710 Fungdes da mobilidade das articulagdes;

b715 Fungdes da estabilidade das articulagdes;

b720 Fungdes da mobilidade dos ossos;

b730 Fungdes da forga muscular;

b735 Fungdes do tdnus muscular;

b740 Fungdes da resisténcia muscular;

b750 Fungdes de reflexos motores;

b755 Fungdes de reacgbes motoras involuntérias;
b760 Fungdes de controlo do movimento voluntério;
b765 Fungdes dos movimentos involuntarios;

b770 Funcdes relacionadas com o padrdo de marcha;
b780 Sensacoes relacionadas comos masculos e as fun¢des do movimento;

Total das Categorias CIF

Conceito

Categoria CIF

Comentarios

Alteragdes sensoriais
(visdo e sensibilidade);

b210 Fungdes da viséo;
b270 Fungdes sensoriais relacionadas coma temperatura e outros estimulos;
b265 Fungdo tactil;

Alteragdes do aparelho
circulatério;

b410 Fungdes cardiacas;
b415 Fungdes dos vasos sanguineos;
b420 Func¢des da pressdo arterial;

Problemas na forca
muscular;

b730 Fungdes da forca muscular;

Alteracdes das fungdes da
marcha,

b770 Fungdes relacionadas com o padréo de marcha

Alteracdes das fungdes da
pele (integridade);

b810 Fungdes protectoras da pele;

Participante 7

Relativamente as estruturas do corpo, quais sdo os principais problemas que identifica em utentes com Diabetes

Mellitus?

Linking - Investigador 1

Conceito

Categoria CIF

Comentarios

Problemas do sistema
nervoso;

$110 Estrutura do cérebro;

$120 Medula espinhal e estruturas relacionadas;
s130 Estrutura das meninges;

$140 Estrutura do sistema nervoso simpatico

5150 Estrutura do sistema nervoso parassimpatico;

Alteragdes nas estruturas
relacionadas como
sistema metabolico;

s510 Estrutura das glandulas salivares;
s520 Estrutura do eséfago;

s530 Estrutura do estdmago;

$540 Estrutura dos intestinos;

s550 Estrutura do pancreas;

s560 Estrutura do figado;

s570 Estrutura da vesicula e vias biliares;

Problemas do metabolismo
e sistema enddcrino;

$580 Estrutura das glandulas endécrinas;

Problemas de movimento;

s710 Estrutura da regido da cabega e do pescoco;

s720 Estrutura da regido do ombro;

5730 Estrutura do membro superior;

s740 Estrutura da regido pélvica;

s750 Estrutura do membro inferior;

$760 Estrutura do tronco;

s770 Estruturas musculoesqueléticas adicionais relacionadas ao movimento;

Problemas da pele e
estruturas relacionadas;

s810 Estrutura das areas da pele;
$820 Estrutura das glandulas da pele;
s830 Estrutura das unhas;

5840 Estrutura dos pélos;




Linking - Investigador 2

Conceito Categoria CIF Comentérios
$110 Estrutura do cérebro;
. 5120 Medula espinhal e estruturas relacionadas;
Problemas do sistema .
NeVOSo" s130 Estrutura das meninges;
' $140 Estrutura do sistema nervoso simpatico
5150 Estrutura do sistema nervoso parassimpatico;
s510 Estrutura das glandulas salivares;
s520 Estrutura do eséfago;
Alteragdes nas estruturas | 530 Estrutura do estdmago;
relacionadas como s540 Estrutura dos intestinos;
sistema metabolico; s550 Estrutura do pancreas;
s560 Estrutura do figado;
s570 Estrutura da vesicula e vias biliares;
Proble@as do meFab.olls.mo s580 Estrutura das glandulas enddcrinas;
e sistema enddcrino;
s710 Estrutura da regido da cabeca e do pescogo;
s720 Estrutura da regido do ombro;
5730 Estrutura do membro superior;
Problemas de movimento; | s740 Estrutura da regido pélvica;
s750 Estrutura do membro inferior;
$760 Estrutura do tronco;
s770 Estruturas musculoesqueléticas adicionais relacionadas ao movimento;
$810 Estrutura das areas da pele;
Problemas da pele e $820 Estrutura das glandulas da pele;
estruturas relacionadas; | s830 Estrutura das unhas;
5840 Estrutura dos pélos;
Total das Categorias CIF
Conceito Categoria CIF Comentarios

Problemas do sistema
nervoso;

$110 Estrutura do cérebro;

$120 Medula espinhal e estruturas relacionadas;
s130 Estrutura das meninges;

$140 Estrutura do sistema nervoso simpatico

s150 Estrutura do sistema nervoso parassimpatico

Alteragdes nas estruturas
relacionadas como
sistema metabdlico;

s510 Estrutura das glandulas salivares;
s520 Estrutura do eséfago;

s530 Estrutura do estdmago;

$540 Estrutura dos intestinos;

s550 Estrutura do pancreas;

s560 Estrutura do figado;

s570 Estrutura da vesicula e vias biliares;

Problemas do metabolismo
e sistema endocrino;

s580 Estrutura das glandulas enddcrinas;

Problemas de movimento;

s710 Estrutura da regido da cabeca e do pescogo;

s720 Estrutura da regido do ombro;

5730 Estrutura do membro superior;

s740 Estrutura da regido pélvica;

s750 Estrutura do membro inferior;

$760 Estrutura do tronco;

s770 Estruturas musculoesqueléticas adicionais relacionadas ao movimento;

Problemas da pele e
estruturas relacionadas;

s810 Estrutura das areas da pele;
s820 Estrutura das glandulas da pele;
$830 Estrutura das unhas;

$840 Estrutura dos pélos;

Participante 7

Relativamente a atividade e participa¢do na vida diaria dos individuos com Diabetes Mellitus, quais s&o 0s
principais problemas que identifica?

Linking - Investigador 1

Conceito

Categoria CIF

Comentarios

Problemas na mobilidade;

d410 Mudar a posicéo béasica do corpo;

d415 Manter a posicdo do corpo;

d420 Auto-transferéncias; Transportar, mover e manusear objectos
d435 Mover objectos com os membros inferiores; d440 Utilizagdo de movimentos finos
da mdo;

d445 Utilizagdo da mio e do brago;

d450 Andar ;

d455 Deslocar-se;

d460 Deslocar-se por diferentes locais;

d465 Deslocar-se utilizando algumtipo de equipamento ;

d470 Utilizagéo de transporte;

d475 Conduzir;

d480 Montar animais como meio transporte;




Problemas nos
autocuidados (d520, d570);

d520 Cuidar de partes do corpo ;
d570Cuidar da propria satde;

Problemas na vida
doméstica

d610 Aquisicdo de um lugar para morar;
d620 Aquisicdo de bens e servicos;
d630 Preparar refeigdes;

d640 Realizar as tarefas domésticas;
d650 Cuidar dos objectos da casa;
d660 Ajudar os outros;

Linking - Investigador 2

Conceito

Categoria CIF

Comentarios

Problemas na mobilidade;

d410 Mudar a posicéo basica do corpo;

d415 Manter a posigdo do corpo;

d420 Auto-transferéncias;

d430 Levantar e transportar objectos;

d435 Mover objectos com os membros inferiores;
d440 Utilizagdo de movimentos finos da mio;
d445 Utilizagdo da mdo e do brago;

d450 Andar ;

d455 Deslocar-se;

d460 Deslocar-se por diferentes locais;

d465 Deslocar-se utilizando algumtipo de equipamento ;
d470 Utilizagdo de transporte;

d475 Conduzir;

d480 Montar animais como meio transporte;

Problemas nos
autocuidados (d520, d570);

d520 Cuidar de partes do corpo;
d570Cuidar da propria satde;

Problemas na vida
doméstica

d610 Aquisicdo de um lugar para morar;
d620 Aquisicdo de bens e servigos;
d630 Preparar refeigdes;

d640 Realizar as tarefas domésticas;
d650 Cuidar dos objectos da casa;
d660 Ajudar os outros;

Total das Categorias CIF

Conceito

Categoria CIF

Comentarios

Problemas na mobilidade;

d410 Mudar a posicéo béasica do corpo;

d415 Manter a posi¢do do corpo;

d420 Auto-transferéncias;

d430 Levantar e transportar objectos;

d435 Mover objectos comos membros inferiores;
d440 Utilizagdo de movimentos finos da mao;
d445 Utilizagdo da mao e do brago;

d450 Andar ;

d455 Deslocar-se;

d460 Deslocar-se por diferentes locais;

d465 Deslocar-se utilizando algumtipo de equipamento;
d475 Conduzir;

d480 Montar animais como meio transporte;

Problemas nos
autocuidados (d520, d570);

d520 Cuidar de partes do corpo;
d570 Cuidar da propria saude;

Problemas na vida
doméstica

d610 Aquisicdo de um lugar para morar;
d620 Aquisicdo de bens e servigos;
d630 Preparar refeicdes;

d640 Realizar as tarefas domésticas;
d650 Cuidar dos objectos da casa;
d660 Ajudar os outros;

Participante 7

Relativamente aos fatores ambientais, quais sdo 0s que considera como facilitadores?

Linking - Investigador 1

Conceito

Categoria CIF

Comentarios

Apoio e relacionamenos;

€310 Familia préxima;

€315 Familia alargada;

€320 Amigos;

€325 Conhecidos, pares, colegas, vizinhos e membros da comunidade;
€330 Pessoas em posicéo de autoridade;

€335 Pessoas em posicdo subordinada

€340 Prestadores de cuidados pessoais e assistentes pessoais;
€345 Estranhos;

€350 Animais domesticados;

e355 Profissionais de salde;

€360 Outros profissionais;

(O]




Atitudes (e410, e420, e425,
e450);

€410 Atitudes individuais de membros da familia préxima;

€420 Atitudes individuais dos amigos;

e425 Atitudes individuais de conhecidos, pares, colegas, vizinhos e membros da
comunidade;

€450 Atitudes individuais de profissionais de saide;

*)

Servigos Sistemas e
politicas;

€510 Servigos, sistemas e politicas relacionados coma producéo de bens de consumo;
e515 Servigos, sistemas e politicas relacionados coma arquitectura e a construgéo;
€520 Servigos, sistemas e politicas relacionados com o planeamento de espacos
abertos;

€525 Servigos, sistemas e politicas relacionados coma habitagéo

€530 Servigos, sistemas e politicas relacionados comos servigos de utilidade publica;
€535 Servigos, sistemas e politicas relacionados coma area da comunicagéo;

€540 Servigos, sistemas e politicas relacionados comos transportes;

€545 Servigos, sistemas e politicas relacionados coma proteccéo civil;

€550 Servigos, sistemas e politicas relacionados coma area juridico-legal;

€555 Servigos, sistemas e politicas relacionados comassociagdes e organizagoes;
€560 Servigos, sistemas e politicas relacionados comos meios de comunicacéo;

€565 Servigos, sistemas e politicas relacionados coma economia;

€570 Servigos, sistemas e politicas relacionados coma seguranca social;

€575 Servigos, sistemas e politicas relacionados com o apoio social geral;

€580 Servigos, sistemas e politicas relacionados coma sadde;

€585 Servigos, sistemas e politicas relacionados coma educacdo e a formagédo
profissional;

€590 Servigos, sistemas e politicas relacionados como trabalho e o emprego;

€595 Servigos, sistemas e politicas relacionados com o sistema politico;

(O]

Linking - Investigador 2

Conceito

Categoria CIF

Comentarios

Apoio e relacionamenos;

€310 Familia préxima;

€315 Familia alargada;

€320 Amigos;

€325 Conhecidos, pares, colegas, vizinhos e membros da comunidade;
€330 Pessoas em posicdo de autoridade;

€335 Pessoas emposicdo subordinada

€340 Prestadores de cuidados pessoais e assistentes pessoais;
€345 Estranhos;

€350 Animais domesticados;

€355 Profissionais de salde;

€360 Outros profissionais;

*)

Atitudes (e410, e420, e425,
e450);

€410 Atitudes individuais de membros da familia préxima;

€420 Atitudes individuais dos amigos;

e425 Atitudes individuais de conhecidos, pares, colegas, vizinhos e membros da
comunidade;

e450 Atitudes individuais de profissionais de salde;

(O]

Servigos Sistemas e
politicas;

€510 Servigos, sistemas e politicas relacionados coma producéo de bens de consumo;
€515 Servigos, sistemas e politicas relacionados coma arquitectura e a construgéo;
€520 Servigos, sistemas e politicas relacionados com o planeamento de espacos
abertos;

€525 Servigos, sistemas e politicas relacionados coma habitagéo

€530 Servigos, sistemas e politicas relacionados comos servigos de utilidade publica;
e535 Servigos, sistemas e politicas relacionados coma area da comunicacéo;

€540 Servigos, sistemas e politicas relacionados com os transportes;

e545 Servigos, sistemas e politicas relacionados coma proteccéo civil;

€550 Servigos, sistemas e politicas relacionados coma area juridico-legal;

€555 Servigos, sistemas e politicas relacionados comassociagdes e organizagoes;
€560 Servigos, sistemas e politicas relacionados comos meios de comunicacéo;

€565 Servigos, sistemas e politicas relacionados coma economia;

€570 Servigos, sistemas e politicas relacionados coma seguranga social;

e575 Servigos, sistemas e politicas relacionados com o apoio social geral;

€580 Servigos, sistemas e politicas relacionados coma salde;

€585 Servigos, sistemas e politicas relacionados coma educacéo e a formagédo
profissional;

€590 Servigos, sistemas e politicas relacionados como trabalho e o emprego;

€595 Servigos, sistemas e politicas relacionados com o sistema politico;

(O]

Total das Categorias CIF

Conceito

Categoria CIF

Comentarios

Apoio e relacionamenos;

€310 Familia préxima;

€315 Familia alargada;

€320 Amigos;

€325 Conhecidos, pares, colegas, vizinhos e membros da comunidade;
€330 Pessoas em posicdo de autoridade;

€335 Pessoas em posicdo subordinada

€340 Prestadores de cuidados pessoais e assistentes pessoais;
€345 Estranhos;

€350 Animais domesticados;

€355 Profissionais de salde;

€360 Outros profissionais;

*)

Atitudes (e410, e420, e425,
e450);

€410 Atitudes individuais de membros da familia préxima;

€420 Atitudes individuais dos amigos;

e425 Atitudes individuais de conhecidos, pares, colegas, vizinhos e membros da
comunidade;

€450 Atitudes individuais de profissionais de salde;

(O]




Servigos Sistemas e
politicas;

€510 Servigos, sistemas e politicas relacionados coma producéo de bens de consumo;
e515 Servigos, sistemas e politicas relacionados coma arquitectura e a construcéo;
€520 Servigos, sistemas e politicas relacionados como planeamento de espagos
abertos;

€525 Servigos, sistemas e politicas relacionados coma habitacéo

€530 Servigos, sistemas e politicas relacionados comos servicos de utilidade publica;
€535 Servigos, sistemas e politicas relacionados coma area da comunicacéo;

€540 Servigos, sistemas e politicas relacionados comos transportes;

€545 Servigos, sistemas e politicas relacionados coma protecgéo civil;

€550 Servigos, sistemas e politicas relacionados coma area juridico-legal;

€555 Servigos, sistemas e politicas relacionados comassociagdes e organizagoes;
€560 Servigos, sistemas e politicas relacionados comos meios de comunicagéo;

€565 Servigos, sistemas e politicas relacionados coma economia;

€570 Servigos, sistemas e politicas relacionados coma seguranga social;

e575 Servigos, sistemas e politicas relacionados com o apoio social geral;

€580 Servigos, sistemas e politicas relacionados coma saude;

€585 Servigos, sistemas e politicas relacionados coma educacéo e a formagédo
profissional;

€590 Servigos, sistemas e politicas relacionados como trabalho e o emprego;

€595 Servigos, sistemas e politicas relacionados com o sistema politico;

*)

Relativamente aos fatores ambientais, quais sdo 0s que considera como barreiras?

Linking - Investigador 1

Conceito

Categoria CIF

Comentarios

Produtos ou substancias
para consumo pessoal;

€110 Produtos ou substancias para consumo pessoal;

Q)

Atitudes;

€410 Atitudes individuais de membros da familia préxima;

e415 Atitudes individuais de membros da familia alargada;

€420 Atitudes individuais de amigos;

e425 Atitudes individuais de conhecidos, pares, colegas, vizinhos e membros da
comunidade;

€430 Atitudes individuais de pessoas em posicOes de autoridade;

e435 Atitudes individuais de pessoas em posi¢Oes subordinadas;

e440 Atitudes individuais de prestadores de cuidados pessoais e dos assistentes
pessoais;

e445 Atitudes individuais de estranhos;

e450 Atitudes individuais de profissionais de salde;

e455 Atitudes individuais de outros profissionais;

€460 Atitudes sociais;

€465 Normas, praticas e ideologias sociais;

Linking - Investigador 2

Conceito

Categoria CIF

Comentarios

Produtos ou substéancias
para consumo pessoal;

€110 Produtos ou substancias para consumo pessoal;

©)

Atitudes;

€410 Atitudes individuais de membros da familia préxima;

e415 Atitudes individuais de membros da familia alargada;

€420 Atitudes individuais de amigos;

e425 Atitudes individuais de conhecidos, pares, colegas, vizinhos e membros da
comunidade;

€430 Atitudes individuais de pessoas em posicOes de autoridade; e435 Atitudes
individuais de pessoas emposi¢des subordinadas;

€440 Atitudes individuais de prestadores de cuidados pessoais e dos assistentes
pessoais;

e445 Atitudes individuais de estranhos;

e450 Atitudes individuais de profissionais de saide;

e455 Atitudes individuais de outros profissionais;

€460 Atitudes sociais;

€465 Normas, praticas e ideologias sociais;

Total das Categorias CIF

Conceito

Categoria CIF

Comentarios

Produtos ou substancias
para consumo pessoal;

€110 Produtos ou substancias para consumo pessoal;

Atitudes;

€410 Atitudes individuais de membros da familia préxima;

e415 Atitudes individuais de membros da familia alargada;

€420 Atitudes individuais de amigos;

e425 Atitudes individuais de conhecidos, pares, colegas, vizinhos e membros da
comunidade;

€430 Atitudes individuais de pessoas emposicdes de autoridade;

€435 Atitudes individuais de pessoas em posicdes subordinadas;

€440 Atitudes individuais de prestadores de cuidados pessoais e dos assistentes
pessoais;

e445 Atitudes individuais de estranhos;

e450 Atitudes individuais de profissionais de saide;

e455 Atitudes individuais de outros profissionais;

e460 Atitudes sociais; e465 Normas, praticas e ideologias sociais;




ANEXO XI - VALOR KAPPA DE COHEN PARA LINKING REALIZADO PELO
INVESTIGADOR 1 E INVESTIGADOR 2



Medidas Simetricas

Walor

Ermo

Padronizado

Assintotico?®

T Aproximadaot

Significincia

Aproximada

Medida de concordancia Kappa

M® de Casos Validos

.03
32

053

28,880

.000

a. M3o assumindo a hipotese nula.

b. Uso de emo padrio assintdtico considerando a hipétese nula.




ANEXO XII- CATEGORIAS DA CIF IDENTIFICADAS APOS O TERCEIRO
QUESTIONARIO NO DOMINIO DAS FUNCOES DO CORPO



Cddigos CIF 32 Ronda (n 6) Implicaces no
Categorias CIF <75%
Nives CIF Consenso core set DM
22 Nivel | 32 Nivel
b215 Fungdes dos anexos do olho 0,0% N3&o Incluido
b220 Sensagdes associadas ao olho e anexos 16,7% N3o Incluido
b230 FungOes auditivas 0,0% N3o Incluido
b235 FuncgGes vestibulares 16,7% N3o Incluido
b240 Sensagbes associadas a audicdo e a fungdo vestibular 16,7% N3do Incluido
b265 Fungdo tactil 50,0% Incluido
b270 Func¢des sensoriais relacionaf:las com a temperatura e 66,7% Incluido
outros estimulos
b280 Sensagdo de dor 66,7% Incluido
b415 Fungdes dos vasos sanguineos 66,7% Incluido
b4150 FuncgOes das artérias 33,3% N3o Incluido
b4151 FungGes dos capilares 33,3% Ndo Incluido
b4152 Fungdes das veias 33,3% N3o Incluido
b420 Fungdes da pressdo arterial 33,3% Incluido
b4200 Pressdo arterial aumentada 50,0% N3o Incluido
b440 Fungdes da respiragdo 16,7% N3do Incluido
b445 Fungdes dos musculos respiratorios 16,7% N3do Incluido
b540 FungGes metabdlicas gerais 66,7% Incluido
b5401 Metabolismo dos hidratos de carbono 50,0% N3do Incluido
b555 Fungdes das glandulas enddcrinas 16,7% Incluido
b610 Fung¢des de excregdo urinaria 16,7% Incluido
b710 Fungdes da mobilidade das articulagoes 66,3% Incluido
b715 FungOes da estabilidade das articulages 16,7% Ndo Incluido
b720 FungGes da mobilidade dos ossos 16,7% N3do Incluido
b730 Fungdes da forca muscular 66,7% Incluido
b7304 Forga dos musculos de todos os membros 16,7% N3o Incluido
b735 FungBes do tédnus muscular 16,7% N3o Incluido
b740 FungGes da resisténcia muscular 16,7% N3o Incluido
b750 FungGes de reflexos motores 33,3% N3&o Incluido
b755 Fung¢des de reacgdes motoras involuntarias 16,7% N3do Incluido
b760 FungGes de controlo do movimento voluntario 16,7% N3o Incluido
b765 Fung¢des dos movimentos involuntarios 16,7% N3o Incluido
b780 Sensagdes reIacionada;c:vr}wn::n?;ﬁsculos e as fungbes do 50,0% N3o Incluido
b820 FungOes reparadoras da pele 66,7% Incluido
b830 Outras fung¢Bes da pele 16,7% N3o Incluido
b840 Sensagdo relacionada com a pele 66,7% Incluido
b850 Fungdes dos pélos 0,0% N3o Incluido
b860 Fungdes das unhas 16,7% N3o Incluido
b530 Fungdes de manutengdo do peso 66,7% Incluido




ANEXO XIlI- CATEGORIAS DA CIF IDENTIFICADAS APOS O TERCEIRO
QUESTIONARIO NO DOMINIO DAS ESTRURAS DO CORPO



Cadigos CIF

. 3 Rondf (n Implicagdes no
Nives CIF Categorias CIF C6) <75% core set DM
22 Nivel |32 Nivel (42 Nivel ONSEnse
s110 Estrutura do cérebro 0,0% N3o Incluido
s120 Medula espinal e estruturas relacionadas 0,0% N3o Incluido
$12000 Medula espinhal cervical 0,0% N3o Incluido
s12002 | Medula es";’;?f;gg:::sagrada o 0,0% | NiolIncluido
s130 Estrutura das meninges 16,7% N3o Incluido
s140 Estrutura do sistema nervoso simpatica 33,3% Incluido
<150 Estrutura do fistelr’rTa nervoso 33,3% Incluido
parasimpatico
$220 Estrutura do globo ocular 16,7% Incluido
$2203 Retina 50,0% N3o Incluido
s410 Estrutura do aparelho cardiovascular 66,7% Incluido
s430 Estrutura do aparelho respiratorio 50,0% N3o Incluido
s550 Estrutura do pancreas 16,7% Incluido
s580 Estrutura das glandulas enddcrinas 0,0% N3&o Incluido
$6100 Rim 50,0% Incluido
s710 Estrutura da regido da cabeca e do pescoco 33,3% N3o Incluido
s720 Estrutura da regido do ombro 16,7% N3o Incluido
s730 Estrutura do membro superior 33,3% N3&o Incluido
s740 Estrutura da regido pélvica 16,7% N3o Incluido
s750 Estrutura do membro inferior 66,7% Incluido
$7500 Estrutura da coxa 16,7% N3o Incluido
$75002 Musculos da coxa 16,7% N3o Incluido
$75003 Ligamentos e fascias da coxa 16,7% N3o Incluido
$7501 Estrutura da perna 33,3% N3o Incluido
s75011 ArticulagOes da regido do joelho 33,3% N3o Incluido
s75012 Musculos da perna 33,3% N3o Incluido
s75013 Ligamentos e fascias da perna 16,7% N3o Incluido
s7502 Estrutura do tornozelo e pé 66,7% Incluido
Articulagdes do tornozelo e articulagdes N 3
s75021 do pé e dedos 66,7% N3o Incluido
s75022 Musculos do tornozelo e do pé 33,3% N3o Incluido
s75023 | Ligamentos e fascias do tornozelo e do pé 16,7% N3o Incluido
s760 Estrutura do tronco 33,3% N3o Incluido
Estruturas musculoesqueléticas adicionais . 3
s770 . . 33,3% N3o Incluido
relacionadas ao movimento
$820 Estrutura das glandulas da pele 16,7% N3o Incluido
s830 Estrutura das unhas 33,3% Incluido
s840 Estruturas dos pélos 0,0% N3o Incluido




ANEXO XIV- CATEGORIAS DA CIF IDENTIFICADAS APOS O TERCEIRO
QUESTIONARIO NO DOMINIO DAS ATIVIDADES E PARTICIPACAO



Cddigos CIF

32 Ronda (n 6)

Implicagdes no

- Categorias CIF <75% core set DM
s EllF Consenso
22 Nivel | 32 Nivel
d110 Observar 0,0% N3&o Incluido
d2203 Executar tarefas multiplas em grupo 0,0% N3o Incluido
d410 Mudar a posicdo basica do corpo 16,7% N3o Incluido
d415 Manter a posicdo do corpo 16,7% N3o Incluido
d420 Auto-transferéncias 16,7% N3o Incluido
d430 Levantar e transportar objectos 16,7% N3o Incluido
Mover objectos com os membros N i
d435 . . 33,3% N3o Incluido
inferiores
d440 Utilizacdo de movimentos finos da mao 66,7% Incluido
d445 Utilizagcdo da mao e do brago 33,3% N3o Incluido
4465 Deslocar-se utiI'izando algum tipo de 33,3% NZo Incluido
equipamento
d470 Utilizagdo de transporte 50,0% N3o Incluido
da75 Conduzir 50,0% N3o Incluido
d510 Lavar-se 50,0% N3o Incluido
Deslocar-se utilizando algum tipo de . ,
d465 ) 33,3% N3o Incluido
equipamento
d470 Utilizagdo de transporte 50,0% N3o Incluido
d475 Conduzir 50,0% N3&o Incluido
d510 Lavar-se 50,0% N3o Incluido
Cuidados relacionados com os processos
d530 u! ! ~ P 16,7% N3o Incluido
de excregdo
d540 Vestir-se 33,3% N3&o Incluido
d5400 Vestir roupa 33,3% N3do Incluido
d5401 Despir roupa 33,3% N3o Incluido
d550 Comer 33,3% N3o Incluido
d560 Beber 33,3% N3o Incluido
d600 Vida doméstica 33,3% N3o Incluido
d620 Aquisicdo de bens e servigos 50,0% N3o Incluido
d630 Preparar refeicdes 50,0% Incluido
d6e00 Vida doméstica 33,3% N3&o Incluido
d620 Aquisicdao de bens e servigos 50,0% N3o Incluido
d630 Preparar refei¢des 50,0% N3do Incluido
d650 Cuidar dos objectos da casa 50,0% N3o Incluido
da1o0 Vida comunitdria 33,3% N3&o Incluido
d920 Recreacdo e lazer 66,7% Incluido
d9201 Desportos 50,0% Incluido
d930 Religido e vida espiritual 33,3% N3&o Incluido
do40 Direitos Humanos 0,0% N3o Incluido
d9s0 Vida politica e cidadania 0,0% N3o Incluido




ANEXO XV- CATEGORIAS DA CIF IDENTIFICADAS APOS O
TERCEIRO QUESTIONARIO NO DOMINIO DOS FATORES
AMBIENTAIS



Codigos CIF 32 Ronda (n 6) .
. Implicagdes no
- Categorias CIF <75% core set DM
DR Consenso
22 Nivel | 32Nivel
1300 Produtos e tecnologias gerais para educagdo 16,7% N3o Incluido
Produtos e tecnologias para a cultura, N i
el40 . - . 16,7% N3o Incluido
actividades recreativas e desportivas
Arquitetura, construcdo, materiais e tecnologias . ,
el150 o - L 33,3% N3do Incluido
arquitetdénicas em prédios para uso publico
Produtos e tecnologias relacionados com o
el601 desenvolvimento de zonas residenciais 16,7% N3&o Incluido
(suburbanas)
e1650 Patriménio financeiro 16,7% N3o Incluido
e315 Familia alargada 50,0% Incluido
e330 Pessoas em posicdo de autoridade 50,0% Incluido
e335 Pessoas em posigao subordinada 33,3% N3o Incluido
e350 Animais domesticados 16,7% N3o Incluido
e400 Atitudes 66,7% N3o Incluido
Atitudes individuais de membros da familia 3
e410 . 66,7% Incluido
préxima
Atitudes individuais de membros da familia 3
e415 50,0% Incluido
alargada
e420 Atitudes individuais dos amigos 66,7% Incluido
Atitudes individuais d hecidos, ,
425 itu es'lr'l ividuais de conhecidos p?res 66,7% Incluido
colegas, vizinhos e membros da comunidade
Atitudes individuais de pessoas em posicoes de
e430 p posi¢ 16,7% Incluido
autoridade
Atitudes individuais d -
435 itudes individuais e' pessoas em posicoes 16,7% Incluido
subordinadas
Atitudes individuais d tad d idad
440 itudesin |\{| uais de p.res adores de C.UI ados 66,7% Incluido
pessoais e dos assistentes pessoais
e445 Atitudes individuais de estranhos 0,0% Incluido
e455 Atitudes individuais de outros profissionais 50,0% Incluido
e460 Atitudes sociais 33,3% N3o Incluido
e465 Normas, praticas e ideologias sociais 33,3% Incluido
e500 Servigos, sistemas e politicas 33,3% N3o Incluido
Servicos, sist liti lacionad
510 ervigos, sis em?s e politicas relacionados com a 50,0% incluido
producdo de bens de consumo
Politicas relacionados com a produgdo de bens
e5102 produe 33,3% N3o Incluido
de consumo
e515 Servigos 50,0% N&o Incluido
Servicos, sist liti lacionad
520 ervigos, sistemas e politicas relacionados com o 50,0% Nio Incluido
planeamento de espagos abertos
Servigos, sist liti lacionad
540 ervigos, sistemas e politicas relacionados com 50,0% Nio Incluido
os transportes
Servigos, sist |iti lacionad
ases ervigos, sis en'.lasNe politicas r.e achona os com 16,7% incluido
associagdes e organizagbes
Servicos, sist liti lacionad
585 ervigos, sis eNmas e poli |caNs re ac!on.a oscoma 16.7% Incluido
educacdo e a formagao profissional
Servigos, sistemas e politicas relacionados com o ,
e590 ¢ P 50,0% Incluido
trabalho e o emprego







ANEXO XVI—-CONSENTIMENTO INFORMADO



CONSENTIMENTO INFORMADO, LIVRE E ESCLARECIDO PARA PARTICIPAGCAO EM INVESTIGACAO
de acordo com a Declara¢io de Helsinquia® e a Convencdo de Oviedo?

Por favor, leia com atengdo a sequinte informagdo. Se achar que algo estd incorrecto ou que ndo estd claro, ndo hesite em solicitar
mais informagdes. Se concorda com a proposta que lhe foi feita, queira assinar este documento.

Titulo do estudo: Perspetiva do fisioterapeuta sobre o Core Set da Diabetes Mellitus.

Enquadramento: O presente estudo de caso enquadra-se no dmbito da unidade curricular “Monografia”, do quarto ano da
licenciatura de Fisioterapia da Escola Superior de Saude de Leiria. Este visa desenvolver um projeto de investigac¢do final de curso
na drea da Diabetes Mellitus.

Explicacdo do estudo: Este estudo de investigacdo tem como objetivo compreender a perspetiva dos fisioterapeutas, mais
concretamente em atividade nas unidades de Cuidados de Saude Primdrios da regido centro de Portugal, sobre a validade do
conteudo da versdo alargada do Core Set da CIF para a Diabetes Mellitus. Pretendendo identificar, através do uso da Classificagdo
Internacional de Funcionalidade, Incapacidade e Saude (CIF), os problemas comuns dos utentes com esta condicdo e percecionar
se as categorias incluidas nos Core Sets atingem os objetivos individuais de tratamento dos fisioterapeutas contribuindo assim,
para a aceitagdo e credibilidade dos Core Sets na DM.

Condicoes e financiamento: Trata-se de um estudo nao financiado com participagdo voluntaria, pelo que nado sera remunerado.

Confidencialidade e anonimato: Garantimos confidencialidade e uso exclusivo dos dados recolhidos para o presente estudo,
tendo sempre em conta o seu anonimato.

Desta forma, os alunos Fernando Lopes, Filipa Batista, Inés Carvalheiro, e Ricardo Oliveira agradece a sua disponibilidade e colaboragdo neste
estudo. Em caso de duvida, estaremos sempre disponivel para a esclarecer, pessoalmente ou através do contacto: 918 764 313 (Fernando Lopes),
914 420 297 (Filipa Batista), 913 887 247 (Inés Carvalheiro), 910 902 975 (Ricardo Oliveira)

Assinatura/s:

-0-0-0-0-0-0-0-0-0-0-0-0-0-0-0-0-0-0-
Declaro ter lido e compreendido este documento, bem como as informagées verbais que me foram fornecidas pela/s pessoa/s que
acima assina/m. Foi-me garantida a possibilidade de, em qualquer altura, recusar participar neste estudo sem qualquer tipo de
consequéncias. Desta forma, aceito participar neste estudo e permito a utilizagéo dos dados que de forma voluntdria fornego,
confiando em que apenas serdo utilizados para esta investigagdo e nas garantias de confidencialidade e anonimato que me sdo
dadas pelo/a investigador/a.

Nome:
Assinatura: Data: ...... [ YA
SE NAO FOR O PROPRIO A ASSINAR POR IDADE OU INCAPACIDADE
(se o menor tiver discernimento deve também assinar em cima, se consentir)
NOME: c.s it et et et e vt et et et et e e et ot eae eee et es e e et sae e aen ten s e
BI/CCN2: Lot DATA ou VALIDADE ..... /..... [ .......
GRAU DE PARENTESCO OU TIPO DE REPRESENTAGAD: ..uuuererererererereisseseeeeneneeeeeaeeseesensanens
ASSINATURA ... et vt vee eae eue et ten ven es es see eue ane eee ees sen sen ses sue sae aes sen ben sen ses see s

ESTE DOCUMENTO E COMPOSTO DE ... PI:\GINA/S E FEITO EM DUPLICADO:
UMA VIA PARA O/A INVESTIGADOR/A, OUTRA PARA A PESSOA QUE CONSENTE

1 http://epidemiologia.med.up.pt/pdfs/Helsing.2013.pdf

2 http://dre.pt/pdfisdip/2001/01/002A00/00140036.pdf



http://epidemiologia.med.up.pt/pdfs/Helsinq.2013.pdf
http://dre.pt/pdf1sdip/2001/01/002A00/00140036.pdf

