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ABSTRACT

Objectives: To overcome the inherent limitations of the medical and social models of
disability, the World Health Organization developed the first international conceptualization of
disability: the International Classification of Functioning, Disability, and Health (ICF). Despite
the ICF’s robustness, it is still underutilized in research and practice in Low- and Middle-
Income Countries (LMICs). This article discusses the applications, strengths, limitations, and
unique considerations when using the ICF to explore disabilities in LMICs like Nigeria.

Methods: A literature search was conducted in Medline, CINAHL, Web of Science, AMED,
and Google Scholar. Articles were selected if they reported on any of the development,
structure, applications, strengths, and limitations of the ICF. The review draws from the
selected articles using a narrative discussion.
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Results: The literature search yielded 22 articles that met the eligibility criteria. The ICF is a

classification of components of health and functioning, which views disability as an outcome of

. adynamic interaction between a person’s health condition and contextual factors. The ICF was

Keywords: . developed cross-culturally; thus, it is applicable in various socio-environmental contexts. However,
despite its comprehensiveness, the ICF is criticized for lack of clear theoretical underpinnings,

International Classification ; 3
overlapping and redundant components, and absence of systematized personal factors.

of Functioning, Disability,
and Health (ICF), Models of :  Discussion: The ICF has brought a significant paradigm shift in the measurement of disability

disability, Disability evaluation, : by explicitly recognizing the role of contextual factors in the incapacitation process and placing
Conceptual framework, Low- :  allhealth conditions on an equal footing. Hence, stakeholders in disability research and practice
and middle-income countries ¢ in LMICs need to prioritize the ICF over other disablement models.
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Highlights

e The medical and social models of disablement dominated the conceptualization of disability in the 20™ century.
However, these models were criticized for narrowing disability into one of its aspects.

e To overcome the limitations of the medical and social models, the WHO developed the first international concep-
tualization of disability, the ICF.

e The ICF was develop cross-culturally to provide a classification system of components of health and functioning,
and envisaged disability as an outcome of a dynamic interaction between person’s health condition and contextual
factors.

e Despite the robustness of the ICF, it is seldom employed compared to other more limited models of disablement
in low-income setting like Nigeria. Hence researchers and other relevant stakeholders should prioritize the ICF when
addressing disability issues.

Plain Language Summary

Disability is a complex phenomenon that is difficult to define and measure. Previously, the medical and social models
of disability were commonly used to operationalize and assess disability. These models were criticized by scholars and
other stakeholders for portraying disability as strictly a medical problem (medical model) or social problem (social
model). To address the challenges of operationalizing disability, the World Health Organization developed the Interna-
tional Classification of Functioning Disability and Health (ICF). The ICF synthesizes what is true about disability in
both medical and social models, to envisage disability as a product of dynamic interaction between a person's health
condition and contextual factors. Hence the ICF is known as the biopsychosocial model of disability. Despite the ro-
bustness of the ICF, it is seldom employed to study or address disability issues in low-income settings like Nigeria. This
review explores the strength and limitations of the ICF, to justify the need for stakeholders to prioritize the ICF over
other more limited models of disability when addressing disability issues in low-income settings.

The social model of disability arises in response to
the growing global disability rights movement, which
has fostered a clearer understanding that the constraints
faced by persons with disabilities reflect social, cultural,
and economic barriers and are not inherently part of liv-
ing with a disability. The social model has broadened
its scope to include a human rights component, which

1. Introduction

istorically, persons with disabilities
have been overlooked in international
development and global health circles
because they were incorrectly seen as
individuals whose lives are defined by

their medical and rehabilitative needs [1]. This notion
has its roots in the medical model of disability, which
objectifies people based on their medical and pathologi-
cal conditions. The medical model reiterates the provi-
sion of healthcare and rehabilitation services to individu-
als based on the degree and severity of their impairment.
One of the significant drawbacks of the medical model is
that it leads to 'paternalism, pathologization, and benevo-
lence' [2]. Researchers criticized the medical model for
viewing disabled individuals as pitiable and disempow-
ered, thus casting a negative image of people with dis-
abilities rather than seeing disability as a political, social,
and environmental problem [3].

comprises the right to health care, education, and social
participation. Some of the identified weaknesses of the
social model are neglecting impairment as an essential
aspect of disabled people's life, absolute rejection of the
medical approach that implies impairment as a problem,
and the assumption that disabled people are oppressed
[2]. Both the medical and social models of disability
dominated the conceptualization of disablement in the
20th century; however, researchers criticized these mod-
els for narrowing disability to one of their aspects [3].

The World Health Organization (WHO) introduced the
International Classification of Impairments, Disabilities
and Handicaps (ICIDH) in the 1980s [4]. The ICIDH
was meant for trial purposes, aimed at analyzing, de-
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scribing, and classifying the consequences of diseases.
The ICIDH was the first internationally-shared concep-
tualization of disability and the first international system
to classify the consequences of diseases [3]. Researchers
criticized the ICIDH, especially for its biomedical orien-
tation and disregard for the role of the physical, social,
and attitudinal environments in the disablement process
[3, 5-7] diseases and their consequences. These con-
siderations have generated various conceptual models,
some of which share the same focus and point of arrival,
the so-called ‘Disablement Process’.

Among the models that were developed, two stand
out, which were drafted and disseminated under the ae-
gis of the WHO, namely the International Classification
of Impairments, Disabilities and Handicaps (ICIDH).
Subsequent upgrades and modifications of the ICIDH
throughout the 1990s resulted in the development and
endorsement of the International Classification of Func-
tioning, Disability, and Health (ICF) by the World Health
Assembly in 2001 [8]. The ICF is based on the princi-
ples of universality, parity, neutrality, and consideration
of context. The ICF comprises two parts. The first part
deals with the components of functioning and disability,
which are body structure, body function, activities, and
participation. The second part covers the contextual fac-
tors, including personal and environmental factors [8, 9].

The ICF is based on a coherent biopsychosocial para-
digm of disability, which integrates the biomedical and
social models of disablement into a holistic spectrum [8].
This biopsychosocial perspective has made the ICF a
holistic tool for exploring disability in low- and middle-
income countries (LMICs), where disability is still pri-
marily viewed via the medical prism [10]. Based on the
ICF, functioning and disability are viewed as outcomes
of a dynamic interaction between the person’s health
condition and contextual factors [5, 6, 8]. Thus, the ICF
integrates the role of the context into the disablement
process. This contextual orientation has made the ICF an
instrument of choice for exploring disability, especially
in LMICs, where social and environmental factors of-
ten contribute to the disablement process than the health
condition alone. The ICF is a classificatory framework
of health and the health-related state and a conceptual
model for understanding the disablement process [11].
However, despite the remarkable qualities of the ICF, it
is still rarely used as a conceptual framework or classifi-
cation system to explore disablement in LMICs [12, 13]
and for most countries, these questions are not based on
either the ICIDH or the ICF.
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Disability status is ascertained mainly through use of im-
pairment screens that include a list of a few severe impair-
ments. Some studies have shown the use of the ICIDH and
also the ICF in the development of questions on disability
[12, 13]. This may be attributed mainly to guidelines in the
United Nations census recommendations regarding use of
the ICF framework and terminology to develop disability
screening questions. This narrative overview aims to pres-
ent the applications, strengths, weaknesses, and unique
features of the ICF, making it the model of choice for dis-
ability research and practice in LMICs.

2. Materials and Methods

This article employs an unstructured narrative overview
that draws from the extant literature based on critical re-
flection (Ferrari, 2015; Green, Johnson, & Adams, 2006).

Search strategy

A literature search was conducted in five databases:
MEDLINE, CINAHL, Web of Science, AMED, and
Google Scholar, using the following search terms: in-
ternational classification of functioning, disability and
health, disability evaluation, theoretical model, biopsy-
chosocial theory, conceptual framework, utility of the
ICF, limitations of the ICF, strengths of the ICF, and
structure of the ICF.

Eligibility criteria

Articles were included if they reported on the develop-
ment, applications, uses, relevance, limitations, strengths,
or theoretical underpinnings of the ICF. However, articles
were excluded if they were not published in English, not
available online, and reported as either experimental stud-
ies, observational studies, or qualitative studies.

Study selection and data extraction

Relevant information was extracted from the included
articles based on the eligibility criteria, specifically, a
report or discussion on the development, structure, ap-
plications, utility, relevance, limitations, strengths, or
theoretical underpinnings of the ICF.

3. Results

We identified 48 articles from the database search (Fig-
ure 1). After the removal of 10 duplicates, 22 articles met
our eligibility criteria. We synthesized the applications,
strengths, limitations, and unique considerations when us-
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ing the ICF to explore disablement in the context of LMICs.
These issues are discussed in the following section.

4. Discussion

This section discusses the applications, strengths, limi-
tations, and unique features of the ICF, based on what
was reported in the present literature, to justify the suit-
ability and conformability of the ICF for low- and mid-
dle-income countries such as Nigeria.

Applications of the ICF

As a universal framework, the ICF has various appli-
cations across different settings, ranging from LMICs
in Africa and Asia to High-Income Countries (HICs)
in Europe and North America. The ICF provides users
with a basis for understanding and describing disability
experiences and a systematic classification that allows
for the coding of all components of health and function-
ing [14]. Broadly speaking, the ICF is used in research,
clinical practice, education of healthcare professionals,
community support services, population-based stud-
ies, educational systems, policy, program development,
advocacy, and empowerment [4, 8]. The literature has
reported various applications of the ICF across the do-
mains mentioned above. For instance, Mbogoni (2003)
reviewed the application of the ICIDH and the ICF in
population surveys in LMICs between 1990 and 2000,
using data available from the United Nations Disability
Database [13].

The study reported a considerable variation between
the methods of disability evaluation used in population
surveys. Most evaluations were conducted using con-
cepts drawn from the medical model. However, follow-
ing the endorsement of the ICF, disability surveys and
population censuses conducted around the year 2000
have tended to utilize some of the concepts described by
the ICF [13]. This finding reveals the dominance of the
medical model of disability and the over-medicalization
of disability in LMICs, where little attention is paid to
the role of the sociocultural and physical environmental
contexts in the disablement process.

Medicalization of disability persists in LMICs like
Nigeria. For example, in a national baseline survey of
persons with disabilities conducted in Nigeria, neither
the ICF nor the social model was utilized in the process,
and the survey drew mainly from the medical and char-
ity models of disability [15]. The recommendation of
the ICF to member countries by WHO is yet to take ef-
fect fully. In another literature survey on the use of the
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ICF, the article reported that a limited number of stud-
ies utilize the ICF in LMICs compared to high-income
countries [12]. This underutilization of the ICF could be
due to the limited emphasis that is given to disability and
disability research in addition to the medicalization of
disability in LMICs. Although the ICF impacts how data
on disability are conceptualized, collected, and analyzed,
especially in HIC:s, its use in LMICs is limited and needs
to be actively encouraged. For example, in Nigeria, dis-
ability is commonly viewed in terms of charity and wel-
fare, neglecting the contributions of the environmental
context [16]. Thus, the ICF could be employed to make
a phenomenal shift in disability research and practice,
which could change the way disability and disability-
related issues are viewed and addressed in Nigeria.

In both HICs and LMICs, users have employed the
ICF as a conceptual model for research, intervention,
management planning, linking pre-existing outcome
measurement instruments, core sets development, data
gathering, and psychometric analysis [12]. The ICF has
also been used at population, social, and healthcare lev-
els [11]. At the population level, the ICF is employed
in surveys of general and specific populations to collect
health and disability information. It is also used in data
compilation and analysis, development of disability sur-
vey modules and questions, as well as policy develop-
ment and monitoring. At the social and healthcare levels,
the ICF is used as a standard reference for health and
disability-related legislation, evaluation of needs and
services, and certification of disability [11].

The ICF represents one of the most significant para-
digm shifts in rehabilitation science and practice [17-
19]. The ICF is a prominent model among rehabilitation
specialists and has been employed in several ways such
as a conceptual framework in research (to describe the
relationship among different components of function-
ing, to develop and test hypotheses, to explicate research
findings, etc.) and as a clinical tool for the assessment,
planning, management, and evaluation of rehabilitation
interventions and outcomes in clinical practice and gov-
ernance [17, 18, 20-23]. The following section describes
the strengths of the ICF, thereby distinguishing the ICF
from other models of disability.

Strengths of the ICF

The ICF introduced significant innovations that sealed
inherent loopholes within the dominant concepts of dis-
ablement: the medical and social models [6, 14]. This
outcome was possible because of the coherent theoreti-
cal and conceptual foundations upon which the ICF has
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Figure 1. Flow Chart of included studies

been developed. As a conceptual model, the ICF pro-
vides an extensive framework and a unified, standard-
ized language for describing health and health-related
states at both individual and societal levels [11]. Unlike
the biomedical and social models of disablement, the
ICF synthesizes what is true and valuable in both mod-
els. In the ICF, disability is viewed as a consequence of
dynamic interaction between biological, personal, and
social factors [6, 14]. The ICF paved the way for users
to view disability differently by taking personal and en-
vironmental features into account. In this regard, the ICF
has a great potential to transform the conceptualization
and measurement of disability in LMICs, which may
lead to a better approach to describing disability-related
interventions such as social and healthcare services.

The main feature of the ICF lies in its universality, parity,
neutrality, and consideration for the context as an insepa-
rable component of the disablement process. The ICF is
universal as it is meant for all people, irrespective of health
condition or functional status, and supports the develop-
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ment and implementation of contextualized interventions
[8, 11]. The interventions can be channeled to provide for
the needs of all people irrespective of disability status, es-
pecially in LMICs where the distribution of basic social
amenities may be lopsided. The parity denotes that the ICF
does not discriminate health conditions based on etiology
and provides a neutral ground for comparing various health
conditions and health-related states [8, 11]. This issue is
essential, especially in the context of LMICs like Nigeria,
where people with disabilities are often categorized and
labeled based on their health problems—due to over-medi-
calization of disability—during routine evaluation.

The principle of neutrality refers to the neutral language
used to describe components of functioning and disabil-
ity within the ICF [8]. For example, in some LMICs like
Nigeria, derogatory labels are sometimes used to label
people with disabilities [24]. The ICF could be used to
provide neutral language for proper characterization of
disability. The inclusion of environmental and personal
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factors within the ICF makes it a holistic framework for
describing disability experience [22].

Unlike previous models of disability, the ICF provides
the opportunity to extensively explore the experience of
disability by taking the unique features of the individual
as well as the physical, social, and attitudinal environ-
ment into cognizance. This is paramount for explicating
disablement, especially in the context of LMICs, where
negative societal attitudes and institutional barriers are
likely to restrict persons with disabilities from full par-
ticipation in mainstream society [1]. In Nigeria, for ex-
ample, some of the significant challenges persons with
disabilities encounter include environmental barriers
like inaccessible buildings and transport, institutional
barriers such as the absence/failure to implement dis-
ability policies, and social barriers like negative attitudes
and beliefs towards disability [16]. Here, the ICF can of-
fer users a suitable framework for addressing disability
and other related issues to make better the welfare of all
individuals, including persons with disabilities.

The ICF is a biopsychosocial model of disability, which in-
tegrates components of health and functioning into a unified,
coherent spectrum, mapping out the dynamic relationship
between the various components of health and functioning
[11]. Imms (2006) noted that one distinguishing feature of
the ICF lies in its ability to provide a model, which articu-
lates the complex and dynamic relationship between the
multiple elements of an individual’s life to determine health
and health-related outcomes [25]. This issue is relevant, es-
pecially in the context of LMICs, where environmental fac-
tors are usually disregarded in the disablement process. The
biopsychosocial perspectives expressed in the ICF recog-
nize the interactive influence of physical, psychological, and
social factors on health and the relevance of understanding
the individual’s viewpoint concerning their health and well-
being [5, 6, 8]. Besides, Nordenfelt (2006) has described the
notion of health expressed in the ICF as the most outstand-
ing contribution to the healthcare system, marking a focal
shift from disability to ability or capacity/capability [26].
The ICF promotes a solid scientific base for understanding
functional states associated with various health conditions
and provides a coding system for comparing data across
various contexts [27].

As a classification system, Ustiin et al. (2003) identi-
fied features that made the ICF an essential instrument
for identifying and measuring the effectiveness of reha-
bilitation services in various contexts, including LMICs
[14]. These features include detail, functional profiling,
and intervention targeting [14]. The level of detail in the
ICF refers to the hierarchical organization of the individ-
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ual components of health and functioning within the ICF.
All items are arranged hierarchically, permitting users to
pick an appropriate level of granularity that suits their
purpose. Also, the items are conceptually defined with
clear descriptions that are consistent and measurable
where possible to permit real-life application. Besides,
the inclusion and exclusion criteria are provided to allow
users to differentiate between the various components of
health. This clarity permits considerable flexibility and
multiple applications in research and practice, especially
in the context of LMICs, where several factors other than
medical conditions are likely to influence an individual’s
functioning and health [14].

Functional profiling entails how the ICF classifies
functioning and disability. Components of body struc-
ture, body function, activities, and participation are
grouped in domains and subdomains. The body structure
and functions are arranged according to body systems
and anatomical body parts, while activities and partici-
pation are grouped. The activities and participation are
distinguishable based on the application of qualifiers—
capacity and performance. The ICF allows the func-
tional profiling of individuals, thus moving away from
a disease-based classification system and reflecting the
general principle of parity upon which it was developed
[14]. Functional profiling using the ICF recognizes en-
vironmental and personal factors as independent com-
ponents of the disablement process. This issue is para-
mount in the context of LMICs, where environmental
and attitudinal influences probably restrict individuals
from participation in life activities [16, 28].

Intervention targeting entails how users can identify
a disabling factor and apply appropriate interventions.
Preintervention evaluation using the ICF taxonomy al-
lows for comparing outcomes and monitoring interven-
tions directed at the individual or the environment [14].
The ICF supports assessment strategies closely related to
selecting treatment goals, tracking clinical changes, ex-
ploring treatment outcomes, and measuring performance
over time [27]. The ICF has been described as a living
document that permits continuous upgrade of its contents
based on the conceptual and philosophical assumptions
it was developed [11]. This provides room for the modi-
fication of the ICF to specific contexts such as LMICs,
where sociocultural influences may largely determine the
construction of disability. Despite these distinguishing
features, the ICF has limitations. The reported limitations
of the ICF are described in the next section.
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Limitations of the ICF

Various limitations of the ICF were reported in the
literature. These limitations include lack of a robust
theoretical underpinning, clarification between compo-
nents of activities and participation, systematization of
personal factors, subjective dimensions such as wellbe-
ing and quality of life, and temporal domain [22]. Im-
rie (2004)argued that theoretically, ICF does not clearly
delineate the nature and contents of functioning and
disability, which may limit its potential to inform users
about the dynamic relational nature of functioning and
disability [5]. Hence, researchers suggest that some as-
pects of ICF require further conceptual clarification and
development. These aspects include the contents of the
biopsychosocial theory, the meaning and implications of
the ICF universal principle, and redefining the nature of
impairment [18]. Moreover, despite the comprehensive
nature of the ICF, there is a lack of clarity about its essen-
tial assumption—viewing disability as a dynamic process
rather than a unique feature. This notion is more explicit
in other disablement models such as Nagi’s model and
the Institute of Medicine model [3]. Although it is es-
sential to acknowledge any shortcoming in the ICF, these
particular limitations are unlikely to have any significant
impact on the utility of the ICF in LMICs, where models
with grave limitations, such as the medical model and the
tragedy/charity model, are commonly employed [16].

Researchers contend that the ICF is comprehensive and
cumbersome [20, 25]. The time required to complete its
checklist makes it impracticable in its current form, and
therefore it requires further modification and adaptation
[20, 25]. This is especially true in the context of LMICs,
where both infrastructural and manpower resources are
likely to be inadequate, and the comprehensibility of the
ICF could render it time-consuming for users. Although
the ICF takes cognizance of personal and environmental
factors, it needs to account for the interaction between per-
sonal and environmental factors too if it is to be applicable
in research and practice. Moreover, it is essential to distin-
guish between modifiable and non-modifiable personal
and environmental factors in the ICF. These factors are
crucial to the rehabilitation process, especially where the
physical and social environmental contexts are likely to be
more disabling than the individual’s health condition [20].

Researchers have identified several issues expressed
by ICF users, such as missing or overlapping codes, in-
adequate granular codes, and lack of standardization on
the use of qualifiers for activity and participation—users,
generally apply the qualifiers inconsistently. This deficit
may lead to inconsistency and difficulty comparing dis-
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ability information across various contexts [12, 29]. The
absence of systematized personal factors is one of the
most major limitations of the ICF, especially in LMICs—
since the identification of personal factors is also critical
to the disablement process—where attitudes and cultural
beliefs largely influence an individual’s personality. The
ICF does not cover disease or diagnosis and lacks a posi-
tive terminology in relation to impairment and disease
(Wade & Halligan, 2003). Although this state may be
viewed as a limitation, it must be recalled that ICF was
not designed to classify disease or diagnosis, and it em-
ploys neutral concepts to describe functioning and health
[11]. Thus, this particular shortcoming may not affect its
utility in LMICs.

ICF does not account for temporal factors, for example,
an individual’s stage of life or illness. This may limit its
applicability where time is required to monitor the level
of functioning or severity of the disability. Moreover,
the ICF appears to be externally driven and does not ac-
count for phenomena arising within the individual, for
example, the individual’s free will or volition. Besides,
the ICF does not distinguish or acknowledge a possible
difference between the individual’s perspective and that
of an external examiner [30]. These limitations are likely
to undermine its utility in LMICs since individual per-
spectives largely contribute to the subjective experience
of functioning and disability.

Nordenfelt (2006) opposes the ICF’s emphasis on the
actual performance of an action, which is entailed by
a performance qualifier. Instead, he suggests using the
opportunity and an opportunity qualifier since contex-
tual factors are likely to enable or disable an individual
and may significantly influence the disablement process
[26]. This condition is true, especially in the context of
LMICs. Besides, Nordenfelt’s proposition would better
reflect the notion of disability and functioning as an out-
come of the interaction between health conditions and
contextual factors. Besides, the ICF fails to account for
the subjective dimension of functioning and disability—
subjective wellbeing and quality of life—which could
permit a thorough understanding of the individual’s in-
ner experience of disability [31]. However, the ICF was
not designed for such a purpose, and hence this matter
may not be an apparent limitation. The following section
describes some unique features of the ICF, thus provid-
ing a clear rationale for its applicability in LMICs.

Unique features of the ICF

The ICF has many unique qualities, including being
multinational, contextual, interactive, and comprehen-
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sive, which place it on top of other models for exploring
disablement. Although some of these features have been
discussed earlier in this paper, each is elaborated explic-
itly in the following subsections.

Multinational

The ICF was developed via international collabora-
tion and validated in over 70 countries [11]. This feature
makes it a unique framework with potential applicability
in various contexts, including LMICs. Before introduc-
ing the ICF, disability evaluation was usually done using
several heterogeneous concepts, which lacked clarity,
consistency, and agreement, thus, making disability data
comparison difficult across nations. Besides, disability
policies were generally based on either the biomedi-
cal model or the social model [1]. The ICF brought a
significant paradigm shift in the conceptualization and
measurement of disability. To date, the ICF is the most
widely accepted model of disability globally [11].

Contextual

As a biopsychosocial model, the inclusion of contex-
tual factors (environmental and personal factors) as sig-
nificant and independent contributors to the disablement
process is one of the most distinguishing features of the
ICF. The environmental factors constitute the physical,
social and attitudinal factors in which people live and
conduct their lives. The ICF provides an extensive frame-
work for describing all possible aspects of the environ-
ment [32, 33]. The personal factors denote the particular
background of the individual’s life and comprise features
of the individual that are not part of the health condition.
These factors include age, gender, race, lifestyle, coping,
social background, level of education, profession, behav-
ior, character, individual psychological assets, and other
related characteristics. All or any of these factors could
play a vital role in the disablement process [29].

Interactive

The ICF is a framework for describing the person-envi-
ronment interaction and the outcomes of this interaction.
Several elements are involved in this dynamic interac-
tion that ought to be considered. These elements include
the individual and their characteristics, the external en-
vironmental context, the individual’s perception of their
environment, and the process of interaction between
these elements and the outcome of this interaction (i.e.,
functioning at the body level, individual level, and soci-
etal level) [32, 33]. As reflected in the ICF, the person-
environment interaction is complex and dynamic. The
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environmental influence on functioning and disability is
hierarchical, ranging from immediate or proximal to ge-
neric or distal. The immediate environment reflects fac-
tors that have a direct effect on an individual, for exam-
ple, accessible public buildings and transport systems,
while the generic environment reflects factors that have
an indirect influence on the individual, for example, pub-
lic policies and laws which govern the environmental
context. Both proximal and distal environmental effects
are crucial to the disablement process and were not mir-
rored in previous conceptualizations of disability [32, 33].

One caveat is those umbrella concepts such as rural
context, poverty, socioeconomic conditions, social capi-
tal, social support, and development that typically feature
in the context of LMICs but did not appear as items in
the ICF list of environmental factors. However, the level
of detail and granular codes within the ICF environmen-
tal domain are likely to provide sufficient information to
make up for the absence of these umbrella concepts [33].

The advent of the ICF has brought a significant change
in disability management by expanding interventions to
include the environment. Using the ICF, interventions
can be directed at the individual or society to remedy ei-
ther functional decrement or, most importantly, remove
environmental barriers and enhance facilitators [32, 33].
It is essential, especially in the context of LMICs like Ni-
geria, where the medical and charity models of disability
largely govern the management of disability [16]. The
ICF can offer a befitting alternative to address disability
issues by accounting for all the relevant domains in the
disablement process.

Comprehensive

The ICF provides a comprehensive and standardized
language for the description of functioning and disability
across various contexts. The ICF conceptualizes human
actions in terms of the intrinsic capacities of the indi-
vidual to perform the actions (capacity) and the perfor-
mance of the actions in the individual’s actual environ-
ment (performance). Most aspects of human functioning
are equally represented in the ICF. The domain of body
structure and body function provides a detailed descrip-
tion of functioning at the level of the individual’s body
system. The domain of activities and participation pro-
vides an extensive description of functioning at the indi-
vidual level and the individual’s functioning within his
environment. The environmental domain provides a de-
tailed description of the features of the physical, social,
and attitudinal environment [8, 9].
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The ICF is concerned with the objective description of
functioning and disability. However, the ICF can be used
for subjective assessment or evaluation of components
of health and health-related states. Functioning and dis-
ability concepts within the ICF are arranged hierarchi-
cally in a systematic manner. The distinction between the
perspectives of capacity and performance is an essential
feature of the ICF, which reflects the role of the environ-
ment in the disablement process. The ICF can be incor-
porated into the ICD-10 for purposes such as national
and international epidemiological surveys, health system
evaluation, health and disability policy, empowerment,
and advocacy [9, 11, 14, 34]. Hence, the ICF is a rel-
evant tool, especially in the LMICs setting, where data
comparison across contexts may be required to inform
policy, research, and practice.

Limitations of the review

This paper is an unstructured narrative overview.
Hence it carries all the limitations of a narrative over-
view [35, 36]. For example, the information provided is
purely narrative and based on the authors’ reflections.
However, this article contributes to the present literature
by recasting the ICF in light of its utility in LMICs and
recollecting the justification for prioritizing the ICF over
more limited disablement models such as the medical
and charity models.

5. Conclusion

The ICF is designed to provide a common approach
for conceptualizing and measuring functioning and dis-
ability regardless of the setting. The ICF explicitly rec-
ognizes the roles of socio-environmental contexts in the
disablement process and places all health conditions on
similar footage within the framework. With the ICF, dis-
ability is not seen as a personal feature but a product of a
dynamic interaction between health conditions and con-
textual factors. Thus, the ICF is the most widely accept-
ed conceptualization of disability, which provides a stan-
dardized framework and language of communication to
professionals and other users. The unique features of the
ICF make it an invaluable tool for understanding human
experience in various contexts. Despite the compelling
advantages of the ICF, some limitations are still discern-
able within its theoretical underpinnings and structural
constructs. However, the ICF surpasses both the medi-
cal and social models of disability by synthesizing only
what is true in the two models to portray the disable-
ment process on a biopsychosocial spectrum. Hence,
this narrative overview recommends applying the ICF
in LMICs like Nigeria, where less robust disablement
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models such as the charity model are §till being used to
explore disablement.
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