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Objective: To report on the results of the consensus process
integrating evidence from preliminary studiesto develop the
first version of the Comprehensive ICF Core Set and a Brief
ICF Core Set for obstructive pulmonary diseases.

Methods: A formal decision-making and consensus process
integrating evidence gathered from preiiminary studies was
followed. Preliminary studies included a Delphi exercise, a
systematic review and an empirical data collection. After
training in the ICF and based on these preliminary studies
relevant | CF categorieswer eidentified in aformal consensus
process by international experts from different back-
grounds.

Results: The preliminary studies identified a set of 287 ICF
categories at the second, third and fourth ICF levels with
97 categories on body functions, 33 on body structures, 104 on
activities and participation, and 53 on environmental factors.
Seventeen experts from 8 different countries attended the
consensus conference on obstructive pulmonary diseases.
Altogether 67 second-level and 4 third-level categories were
included in the Comprehensive ICF Core Set with 19
categories from the component “body functions’, 5 from
“body structures’, 24 from “activities and participation”
and 23 from “environmental factors’. The Brief ICF Core
Set included a total of 17 second-level categories with 5 on
“body functions’, 3 on “body structures’, 5 on “activities
and participation” and 4 on “environmental factors’.
Conclusion: A formal consensus process integrating evi-
dence and expert opinion based on the ICF framework
and classification led to the definition of ICF Core Sets
for obstructive pulmonary diseases. Both the Compre-
hensive ICF Core Set and the Brief ICF Core Set were
defined.

INTRODUCTION

Chronic obstructive pulmonary diseases (OPD) and asthma
are the most common conditions associated with chronic
airflow limitations. They carry a high burden of disease, and
chronic OPD is projected to become the fifth leading cause of
years lived with disability (1). Chronic OPD and asthma differ
with regard to age, risk factors, course, and treatment (2, 3).
However, both conditions share many symptoms and functional
limitations.

The recognition of the importance of systematically assessing
symptoms and functional limitations to optimize the manage-
ment of chronic OPD and asthma has led to the development and
use of a number of condition-specific health-status measures.
A number of organizations, including the American Thoracic
Society (4, 5), the American College of Chest Physicians, the
American Association of Cardiovascular and Pulmonary
Rehabilitation (6, 7), and the National Heart, Lung, and Blood
Institute collaborating with WHO (2), have reviewed the use
and properties of currently available health-status measures for
chronic OPD. However, none of these organizations has made
recommendations regarding the use of specific health-status
measures or provided a systematic framework that covers the
spectrum of symptoms and limitations in functioning of patients
with OPD.

With the approval of the new International Classification of
Functioning, Disability and Health (ICF, formerly ICIDH-2
http://www.who.int/classification/icf) (8), we can now rely on a
globally-accepted framework and classification to define the
typical spectrum of problems in functioning of patients with
OPD. For practical purposes and in line with the concept of
condition-specific health-status measures, it would be most
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categories of functioning (9). Such generally-agreed-upon lists
of ICF categories can serve as a Brief ICF Core Set to be rated in
all patients included in a clinical study with OPD or as a
Comprehensive ICF Core Set to guide multidisciplinary assess-
ments in patients with OPD. The objective of this paper is to
report on the results of the consensus process integrating
evidence from preliminary studies to develop the first version
of the ICF Core Sets for OPD — the Comprehensive ICF
Core Set and the Brief ICF Core Set.
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Table I.International Classification of Functioning, Disability and Table II. International Classification of Functioning, Disability and
Health (ICF) — categories of the component body functionsHealth (ICF) — categories of the component body structures
included in the Comprehensive ICF Core Set for obstructiveincluded in the Comprehensive ICF Core Set for obstructive

pulmonary diseases pulmonary diseases

ICF code ICF category title ICF code ICF category title

2nd level  3rd level s410 Structure of cardiovascular system

b130 Energy and drive functions s430 Structure of respiratory system

b134 Sleep functions s710 Structure of head and neck region

b152 Emotional functions s720 Structure of shoulder region

b1522 Range of emotion s760 Structure of trunk
b280 Sensation of pain
b2801 Pain in body part

b310 Voice functions

Biég Eeart fUHICtIQnsl e include the named category in the Brief ICF Core Set. In
aematological system functions " . :

b435 Immunological system functions addition Table VI sh.ows catggorles that were discussed

b440 Respiration functions controversially but not included in both ICF Core Set.

b445 Respiratory muscle functions

b450 Additional respiratory functions .

b455 Exercise tolerance functions Comprehensive ICF Core Set

b460 Sensations associated with cardiovascular- . - .
and respiratory functions The number. of second- and. thlrd-lgvel categoneg in the

b530 Weight maintenance functions Comprehensive ICF Core Set is 71, with 67 categories on the

2730 MUSC:G po:;ver fUﬂthiOHS second level and 4 categories on the third level. The

740 Muscle endurance functions ; ;

b780 Sensations related to muscles and 71 categories of the (;omprehenswe ICF Core Set are. made up

movement functions of 19 (27%) categories from the compondsady functions

5 (7%) from the componentody structures24 (34%) from the
componenfctivities and participationand 23 (32%) from the
componenenvironmental factors
METHODS Body functionsSeventeen of the 19 categories of the com-

The development of the ICF Core Sets for OPD involved a formal ponentody functiongre at the second level of the classification
decision-making and consensus process integrating evidence gathergghq 2 at the third level of the classification. The 17 categories at
from preliminary studies including a Delphi exercise (10), a systematic
review (11) and an empirical data collection using the ICF checklist (12).
After training in the ICF and based on these preliminary studies relevant
ICF categories were identified in a formal consensus process byrable Ill. International Classification of Functioning, Disability
international experts from different backgrounds. and Health (ICF) categories of the component activities and

The principals followed during the consensus conference regardingparticipation included in the Comprehensive ICF Core Set for
the organization, recruitment of the participants, training in the ICF, andobstructive pulmonary diseases
the decision-making process has been described elsewhere (13).

ICF code ICF category title
2nd 3rd
RESULTS d230 Carrying out daily routine
) d240 Handling stress and other psychological
The tables on the pre-conference studies presented to the demands
participants included 287 ICF categories at the second, thir(gﬁg gﬁeakmg basic bod .
and fourth levels (97 obody functions33 onbody structures 4,34 Liﬁﬁ]ngglar\]r?d (?;rlfyin% gbgj?gg'[lgon
104 onactivities and participationand 53 onenvironmental  d450 Walking
factors. d455 Moving around
. . d460 Moving around in different locations
Seventeen experts from 8 different countries attended the g Moving around using equipment
consensus process for OPD. The professional background of th#170 Using transportation
experts (11 physicians with various sub-specializations; 4 physd475 Driving _
. . . ; d4750 Driving human-powered transportation
ical therapists, 1 psychologist and 1 nurse) covered the widgg,, Washing oneself
spectrum of limitations in functioning that occurs in patients d540 Dressing
with OPD. The decision-making process for OPD involved gg;g 'I&ookl_n%_afterfonesdhealéh _
3 working groups, 2 with 6 and 1 with 5 experts, respectively. 41 Dg?#és;wlc?unsgwg?lf S and setvices
The process was facilitated by the condition co-ordinator fordé50 Caring for household objects
OPD (TS) and the 3 working-group leaders (AG, AS, DW).  d660 Assisting others
. . d770 Intimate relationships
Tables |-V show the second- and third-level ICF categoriesyg s Acquiring, keeping and terminating a job
included in the Comprehensive ICF Core Set. Table V shows theig50 Remunerative employment
second-level ICF categories that were selected for the Briefl910 Community life

ICF Core Set, as well as the percentage of experts willing to Recreation and leisure
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Table V. International Classification of Functioning, Disability functionschapters are represented in the Comprehensive ICF
and Health (ICF) categories of the component environmentalcgre Set
factors included in the Comprehensive ICF Core Set for obstructive :

pulmonary diseases Most of thebody-functiongategories belong to traditional
functions and sensations of the cardiovascular and respiratory
ICF code ICF category title systemg6 categories). Alsammunological and haematological
ond  3rd system functiongart of chapter 4, are covered by 1 category
el10 Products or substances for personal consumption each.
ells P{j‘;?l‘;cﬁ\s/iﬁgd technology for personal use in Chapter 1Imental functionss represented by 3 categories at
120 Products and technology for personal indoor and the second level and the category b18&2ge of emotiort the
outdoor mobility and transportation third level. The asthma associated mood disorders depression
el150 Design, construction and building products and  ang anxiety were emphasized in particular (14, 15), whereas for
technology of buildings for public use . L
e155 Design, construction and building products and COPD the situation is less clear (16, 17). There was great
technology of buildings for private use consensus about the potential deleterious sleep disturbances in
e225 Climate ;
ey Time-related changes asthma (18, 19) and COPD (20, 21) patients.
€2450 Day/night cycles Chapter euromusculoskeletal and movement-related func-
€260 Air quality _ tions is represented by 3 categories at the second level, and
gg%g ::”r‘i?ri;js'ate family chapter 5functions of the digestive, metabolic and endocrine
e340 Personal care providers and personal assistants SyStemsas well as chapter oice and speech functiorisy
e355 Health professionals _ ) 1 category, respectively. Four categories of these chapters were
gi;g :Eg:x:gﬂgl gg::ﬂggz 8]‘: :(?i"g:]gg'ate family members giscussed controversially but not included in the ICF Core Sets.
e450 Individual attitudes of health professionals For example, b5105wallowingwas considered important by
e460 Societal attitudes some group members, as supported by the literature (22-24).
e540 Transportation services, systems and policies More details are given in Table VI
e555 Associations and organizational services, . L
systems and policies Chapter 2sensory functions and paiis represented by the
e575 General social support services, systems and third level category b2801lpain in body partand by its
policies ; ; ;
580 Health services, systems and policies cor.respo‘ndlng second level category b2@disation of pairof
€585 Education and training services, systems and ~ Which it is a member.
policies _ Body structuresThe 5 categories of the componemdy
€590 L%gﬁgiregnd employment services, systems and gy cturesrepresent 9% of the total number of ICF categories

at the second level in this component. Two categories belong
to the structure of respiratory and cardiovascular system
the second level represent 12% of the total number of ICHchapter 4). Alterations in thetructure of cardiovascular system
categories at the second level in this component. With exceptiomvere considered by some experts to represent either a co-
of chapter b6genitourinary and reproductive functionsnd morbidity or a complication, e.g. pulmonale. However, the
chapter b&unctions of the skin and related structuradl body-  category was included taking into account the well-known

Table V.Brief ICF Core Set for OPD* and the percentage of experts willing to include the named category in the Brief ICF Core Set.
50% represent a preliminary cut-off:50% is in bold typeface

ICF component % ICF code ICF category title
Body functions 100 b440 Respiration functions
100 b455 Exer cise tolerance functions
92 b460 Sensations associated with cardiovascular and respiratory functions
75 b450 Additional respiratory functions
50 b740 Muscle endurance functions
Body structures 100 430 Structure of respiratory system
83 410 Structure of cardiovascular system
50 s760 Structure of trunk
Activities and participation 100 d450 Walking
100 d455 Moving around
58 d230 Carrying out daily routine
58 de40 Doing housework
50 d540 Dressing
Environmental factors 100 €260 Air quality
100 el10 Products or substances for personal consumption
75 ells Products and technology for personal use in daily living
67 €225 Climate

* OPD = obstructive pulmonary diseases.
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Table VI. International Classification of Functioning, Disability and Health (ICF) — categories that were discussed controversially but not
included in the ICF Core Sets

ICF component ICF code ICF category title Arguments that were discussed

Body functions b510 Ingestion functions Swallowing is critical in severe OPD patients, as supported
in the literature (22), but was not considered primarily being
affected by OPD.

b535 Sensations associated with Specially feeling bloated (b5351) was considered by some
the digestive system members, others focused on disturbance of the thoracoabdominal

motion (40, 41). The prevalence of those symptoms is considered
to be low.

b620 Urination functions Incontinence might be increased by dyspnoea and cough (42).
Considered as a separate condition.

b710 Mobility of joint functions ~ Same arguments as for b735.

b735 Muscle tone functions Hypertonus of the muscles of the shoulder girdle and of the

intercostal muscles may influence a wrong breathing technique.
Considered to be related rather to muscle weakness of the upper
limb muscles (43, 44).

Activities and d350 Conversation These categories were considered relevant only in very severe
participation OPD patients and not representing all the OPD patients.
d355 Discussion
d530 Toileting
d550 Eating
d720 Complex interpersonal
interactions
d760 Family relationships
Environmental e350 Domesticated animals Not chosen because wording of chapter 3 indicates only facilitators.
factors

alterations in the pulmonary vascular system in patients withsidered relevant in a minor number of patients only and therefore

OPD (25). not included in the ICF Core Sets. A summary of the details is
Three additional categories belong structures related to  given in Table IV.
movement(chapter 7). Regardingtructure of trunk(s760), Environmental factorsThe 23 categories of the component

structural changes in inspiratory muscles were mentioned (26)environmental factorsepresent 31% of the total number of ICF
The inclusion ofstructure of head and nedqls710) as well as categories at the second level in this component. Most of the
structure of shoulder region(s720) was discussed contro- environmental-factorsategories belong to chapter 5 covering in
versially. The physical therapists mentioned that the frequenmuch detail, e.ggeneral social supporhealth education and
shoulder and neck problems in OPD patients might be due tdraining services systems and policie$6 categories). The
structural changes, others pointed out a lack of literaturepositive relationship between social support and chronic illness
supporting this point of view. self-management in asthma (29) as well as in chronic OPD (30,

Activities and participation. The 24 categories of the 31)was emphasized. However, all 5 chapters of this component
componentactivities and participationrepresent 20% of the are represented in the Comprehensive ICF Core Set. Chapter 1
total number of ICF categories at the second level in thisproducts and technologncluding, for instance, inhaler devices
component. Most of thactivities and participatiorcategories is represented by 5 categories. Chapterafural environment
belong to chapter 4mobility (9 categories). However, with and human-made changes to environmeng. air quality and
exception of chapter learning and applying knowledgell climate as well as chapter 3upport and relationshipand
9 chapters of this component are represented in the Compreshapter 4attitudesare represented by 4 categories.
hensive ICF Core Set. Chaptedémestic lifds represented by 4 Regarding the categorgomesticated animalge350) the
categories, chapterdelf careby 3 categories, chapterggneral  situation was less clear. Since the wording of chapter 3 seems to
tasks and demandshapter 8major life areasand chapter 9 be only indicating “facilitators”, the condition group did not
community, social and civic lifey 2 categories, respectively. include this category.
Chapter 3communicationas well as chapter terpersonal
interactions and relationshipare represented by 1 category. ~ Brief ICF Core Set

The importance of many various categories was highlightedThe Brief ICF Core Set comprises 17 categories. Five categories
by the different occupational groups, e.g. the psychologistg29%) were chosen from the componendy functions3 (28%)
pointed out thathandling stress and other psychological from body structures5 (29%) fromactivities and participation
demands(d240) may be strongly affected by the impaired and 4 (24%) fromenvironmental factorsExclusively categories
breathing illustrated by the association between stressful eventst the second level were included.
and subjects asthma (27, 28) and vice versa. The 5 categories of the componéstidy functionsepresent

In contrast, some categories in this component were con3%, the 3 categories of the componbntly structure$%, the 5
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categories of the componeattivities and participatio®% and The condition group noticed that some individual clinical and
the 4 categories of the componentvironmental factor§% of aetiological factors are difficult to describe adequately in the
the total number of ICF categories at the second level in theidCF. It was not clear how important surrogate parameters, such
respective components. as forced expiratory volume in the first second (REMWvhich

All ICF categories taken into account in the final decision are frequently used in clinical-trial settings, are to be repre-
process are presented in Table V. However, a preliminary cutsented. Also genetic factors associated with asthma (34) and
off was established at 50% to reflect majority opinion. chronic OPD (35) cannot be classified, as they are personal

Within the componentody functions the category b445 factors. The classification of personal factors, although part of
respiratory muscle functionand the category b4lGeart the ICF framework, has not been developed by the WHO.
functions were considered relevant according to a ranking Another important issue discussed during the conference was
exercise performed before the final vote, but were not selectethe behaviour smoking, which was considered not to have been
to be included in Brief ICF Core Set. The same is true for theclearly included in the ICF. It was argued that smoking is partly
categories within the componeattivities and participation  covered by theébody-functioncategory b130Zraving and the
d510washing oneselfd920recreation and leisureand d845  environmental-factocategory e26Gir quality and that it can
acquiring, keeping and terminating a joénd the categories even be considered as a personal factor when smoking is deemed
within the componentenvironmental factors €355 health  a habit. Therefore, although some participants might have
professionalsand e310mmediate family wished to include it explicitly in the ICF Core Sets, smoking
has not yet been included. This should, therefore, be considered
during the testing phase of the ICF Core Sets.

A number of issues were raised with respect to the 4 main
The formal consensus process integrating evidence frontomponents of the ICF.
preliminary studies and expert knowledge at the third ICF The selection obody functionsncluded in the Comprehen-
Core Sets Conference resulted in the definition of the Brief ICFsive ICF Core Set showed results consistent with the organ
Core Set and the Comprehensive ICF Core Set for multi-functions usually involved in OPD and in agreement with the
disciplinary assessment. evidence from the preliminary studies. Thus, especially the

A major challenge was raised at the beginning of thecategories of the respiratory system are covered in great depth.
consensus process regarding the inclusion of asthma in the Several categories that are part of thgestive, metabolic and
definition of the umbrella term OPD. Symptoms of asthma areendocrine systemand neuromusculoskeletal and movement-
considerably more episodic and of sudden onset in contrast teelated functionavere not included in the ICF Core Sets. The
those of chronic OPD, and periods of prolonged remission mayeasons are given in Table IV.
be typical. However, many symptoms presented by patients do The selection ofbody structuresncluded those structures
not clearly relate exclusively to either asthma or chronic OPD,most affected by OPD, obviously thetructure of respiratory
and the distinction between these conditions can become quitsysten(36—38) and thetructure of trunkcontaining inspiratory
difficult, especially when chronic OPD is complicated by acute muscles. There was a controversy concerrstmgcture of head
viral or irritant-induced bronchospasm, for example. It wasand neck and shoulder regioiThese 2 categories were not
decided to include asthma under the umbrella term OPD byncluded in the Brief ICF Core Set because of a considerable
keeping in mind the need to focus on patients in more severeedundancy witrstructure of trunk
stages with some degree of fixed airflow obstruction. Although The areas that are covered by Hiivities and participation
chronic OPD and asthma account for most obstructive lungcomponent represent key issues for patients with Qdhility,
diseases, a broad spectrum of disorders, including bronchidomestic life and self care are represented in depth in the
ectasis, upper-airway lesions, bronchiolar diseases and som@omprehensive ICF Core Set and also in the Brief ICF Core Set.
interstitial lung diseases are associated with airflow obstructionSimilarly, these domains are also covered in health-status
It was decided not specifically to consider these less commomeasures frequently used for patients with chronic OPD (39—
forms of obstructive lung diseases. 41).

A general point raised on multiple occasions during the Regardingenvironmental factorsit is significant that 23
consensus process was the time sequence of functional limitazategories, representing 32% of the categories of the Compre-
tions and disability in OPD. As supported by the high rates ofhensive ICF Core Set, belong to the comporamtironmental
undiagnosed chronic OPD in patients (32, 33), chronic OPDfactors There was a general agreement thiatguality, as well
might be present with very few symptoms at the onset of theas products and substances for personal consump(etiO,
disease. In later disease stages, patients experience a varietyin€ludingdrugg, affect the clinical course in OPD. Accordingly,
functional limitations, body-structure changes and limitations ofboth ICF Core Sets include the chappeoducts and technology
activity, and restrictions of participation. Therefore, the Com- for personal use in daily livinge115), including inhaler devices
prehensive ICF Core Set may contain functioning and disabilityandnatural environment (climate) and human-made changes to
categories related to the health condition OPD not necessarilgnvironment (air quality) Whether the categorgomesticated
relevant to all patients. animals(e350) should be included was controversial.

DISCUSSION
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The aim to create a mandatory Brief ICF Core Set short Disease (GOLD) Workshop summary. Am J Respir Crit Care Med

o . . . 2001; 163: 1256-1276.
enough to be practical in clinical studies resulted in a noticeable 3. NHLBI/WHO. Global Initiative for Asthma. Global Strategy for

reduction to 17 categories. Since the categoegpiration Asthma Management and prevention. NHLBI/WHO Workshop
functions(b440) was considered too general to cover the item  Report, 2002. NIH Publication 02-3659.

FEV,. the experts recommended specification of this domain. 4 ATS, Pulmonary rehabilitation — 1999. American Thoracic Society.
b P P Am J Respir Crit Care Med 1999; 159: 1666—1682.

.T.he condition group ex_perienced some d_ifficulties in deter- g ATS, Dyspnea. Mechanisms, assessment, and management: a
mining cut-offs for the Brief ICF Core Set, i.e. some experts  consensus statement. American Thoracic Society. Am J Respir

suggested including only the categastyucture of respiratory Crit Care Med 1999; 159: 321-340. =~

430 f th anod f th 6. ACCP/AACVPR, Pulmonary rehabilitation: joint ACCP/AACVPR
sy.ster‘r(s ) as part of the componeody structuresf the evidence-based guidelines. ACCP/AACVPR Pulmonary Rehabilita-
Brief ICF Core Set. tion Guidelines Panel. American College of Chest Physicians.

The breadth of ICF chapters contained in the Comprehensive American Association of Cardiovascular and Pulmonary Rehabilita-

ICF Core Set reflects the important and complex impairments tion. Chest 1997 112: 1363-1396.
' 7. ACCP/AACVPR, Pulmonary rehabilitation: joint ACCP/AACVPR

activity limitations, and participation restrictions in patients with evidence-based guidelines. ACCP/AACVPR Pulmonary Rehabilita-
OPD, as well as numerous interactions wihvironmental tion Guidelines Panel. American College of Chest Physicians.

. . o American Association of Cardiovascular and Pulmonary Rehabilita-
factors Regarding the comprehensiveness of the ICF, it is most tion. J Cardiopulm Rehabil 1997; 17 371-404.

interesting to note that the panel of experts did not identify g wWHO. International Classification of Functioning Disability and
problems of patients not contained in the ICF, except the Health: ICF. Geneva: WHO; 2001. e
specification of the respiratory parameter including EERhis 9. Stucki G, Cieza A, Ewert T, Kostanjsek N, Chatterji Sl TB.

. . . . Application of the International Classification of Functioning,
emphasizes the validity of the ICF classification, which was  pjsapility and Health (ICF) in clinical practice. Disabil Rehabil

based on an international development process. 2002; 24: 281-282.

Although the participants could have defined the categoried0- Weigl M, Cieza A, Andersen A, Kollerits B, Amann E;'$3i M,
. et al. Identification of the most relevant ICF categories in patients
not only by the second, but also by the third or fourth levels of it chronic health conditions: a Delphi exercise. J Rehabil Med

the classification, it was decided, with the exception of 4 cate- 2004; 36: suppl 44: 12-21.

gories, to keep the items included in the ICF Core Sets at thd1- Wolff B, Cieza A, Parentin A, Rauch A, Sigl T, Brockow T, et al.
dl | Identifying the concepts contained in outcome measures of clinical

second leve : _ trials on four internal disorders using the International Classification

The organizers of the consensus process took much care in of Functioning, Disability and Health as a reference. J Rehabil

the selection of the experts and were successful in recruitingi2 Med 2004; 36: suppl 44: 37-42.

17 experts with different professional backgrounds and from Ewert T, Fuess| M, Cieza A, Andersen A, Chatterji S, Kostanjsek N,
p p g et al. Identification of the most common patient problems in patients

8 different countries. Nevertheless, the results of any consensus with chronic conditions using the ICF checklist. J Rehabil Med 2004;
process may differ with different groups of experts. This  36: suppl 44: 22-29.

- : . - .13. Cieza A, Ewert T, ttn TB, Chatterji S, Kostanjsek N, Stucki G.
emphasizes the importance of the extensive validation of thlé Development of ICF Core Sets for patients with chronic conditions.

first version of the ICF Core Sets from the perspectives of 3 Rehabil Med 2004; 36: suppl 44: 9-11.

different professions and in different countries. The validation14. ten Thoren C, Petermann F. Reviewing asthma and anxiety. Respir
; ; ; ; ; Med 2000; 94: 409-415.

stu_dles will enable the |ncIu5|on. qf social anq cultural f_actors,ls_ Nejtek VA, Brown ES, Khan DA, Moore JJ, Van Wagner J, Perantie

which may have not been sufficiently considered during the  pc. prevalence of mood disorders and relationship to asthma

conference. The first version of the ICF Core Sets will also be severity in patients at an inner-city asthma clinic. Ann Allergy

; ; ; in di . Asthma Immunol 2001; 87: 129-133.

test.ed from the patients points of Vlev,v a.nd n dlfferent clinical 6. van Ede L, Yzermans CJ, Brouwer HJ. Prevalence of depression in
settings. It is important to note that this first version of the ICF patients with chronic obstructive pulmonary disease: a systematic

Core Sets is only recommended for validation or pilot studies.  review. Thorax 1999; 54: 688-692.
17. van Manen JG, Bindels PJ, Dekker FW, IJzermans CJ, van der
Zee JS, Schade E. Risk of depression in patients with chronic
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