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Abstract 

Body Functions and Structures form one component of the ICF.  Coding of items within 

these chapters can be useful in speech-language pathology to provide a holistic 

overview of an individual’s condition, but only if this component is considered 

alongside the other components that make up the ICF.  This paper outlines the Body 

Functions and Body Structures codes that are most relevant to speech-language 

pathology and discusses the overlap that occurs with the Activities and Participation 

component. A review of the strengths and limitations of the ICF Body Structures and 

Body Functions components is also presented. 

 

 

Key words: ICF, World Health Organization, Body Functions, Body Structures, speech-

language pathology 
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Introduction 

The definition and measurement of health and disability is a difficult task. The World 

Health Organisation (2001) has provided health professionals and consumers with a 

system by which they can begin this task with the development of the International 

Classification of Functioning, Disability and Health (ICF).  The ICF allows for the 

documentation of the impact of health conditions on human functioning from the 

biological, individual and societal perspectives (Reed et al., 2005).  According to the 

ICF framework, a person may experience difficulty communicating or swallowing due 

to impairment of body function or body structure, activity limitations or participation 

restrictions, barriers in the physical, social and attitudinal environment and/or barriers 

specific to the individual patient (McCooey-O’Halloran, Worrall & Hickson, 2004). 

This article focuses on the level of Body Functions and Structures. The purpose of this 

article is to provide speech-language pathologists with a description of impairment 

codes relevant to their work with adult clients presenting with a range of 

communication and/or swallowing disorders.  

 

A review of the Body Functions and Body Structures components 

The ICF is arranged in a hierarchy. Body Functions and Body Structures form one 

component of the Functioning and Disability part of the ICF (the other component being 

Activities and Participation).  In the ICF, Body Functions are defined as “the 

physiological functions of body systems (including psychological functions),” while 

Body Structures are defined as “anatomical parts of the body such as organs, limbs and 

their components” (WHO, 2001, p.12).   
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Body Functions and Body Structures are organised into chapters, according to body 

systems.  There is direct correspondence between the eight chapters covering Body 

Functions and the eight covering Body Structures (see Table 1).  These chapters contain 

domains, which “are further grouped according to common characteristics (such as 

origin, type, or similarity) and ordered in a meaningful way” (WHO, 2001, p.21). 

 

INSERT TABLE 1 HERE 

 

A problem in body function or body structure is termed an “impairment.”  According to 

the ICF (WHO, 2001), an impairment can involve anomaly, defect, loss, or other 

significant deviation (from certain generally accepted population standards).  The 

impairment may be temporary or permanent; progressive, regressive or static; 

intermittent or continuous.  It may be slight or severe and may fluctuate over time. 

 

WHO states that qualifiers must be used whenever assigning ICF codes. Qualifiers are 

numeric codes that indicate the nature and extent of impairments to body functions and 

structures.  Without these, ICF Body Functions and Structures domain codes have no 

inherent significance – they merely serve to identify specific structures and systems 

within the body.  Qualifiers for Body Functions and Structures are presented in Table 2.  

The generic first qualifier indicates the severity of the impairment, while the second 

qualifier (for Body Structures only) classifies the nature of the change in the respective 

body structure.  A third qualifier has been proposed to indicate localization of the 

impairment.  An example of classification using the ICF is presented in Table 3 for 

speech difficulty arising from ankyloglossia, often referred to as “tongue tie”.  In 
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ankyloglossia, the lingual frenulum is attached anteriorly and may also be very short 

resulting in restricted tongue tip movement.  

 

The hierarchical structure of this classification system enables a speech-language 

pathologist to choose the level of information they require depending on the purpose 

and audience. For instance, clinicians may wish to communicate concepts to another 

stakeholder in the therapy group (e.g., another discipline) or to document a baseline 

condition for comparative purposes when evaluating outcomes. 

 

This paper focuses on the Body Functions and Body Structures component; however it 

needs to be stated that these should not be used in isolation from the other components 

that form the ICF. The overlap between these components is addressed in more detail 

later in the paper. 

 

INSERT TABLE 2 HERE 

INSERT TABLE 3 HERE 

 

Impairment codes relevant to speech-language pathologists 

A reported purpose behind the development of the ICF was the need for holistic 

consideration of people with disabilities.  A number of authors have documented the 

body functions and body structures that may be affected in clients who present with 

communication and/or swallowing difficulties (cf. Eadie, 2001; McLeod, 2006; 

Simeonsson, 2003; Washington, 2007).  Further information can also be found in the 

special issue of Seminars in Speech and Language (2007) dedicated to use of the ICF in 

describing the major types of communication and swallowing disorders (Ma, Worrall & 
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Threats, 2007).   These authors suggest speech-language pathologists need to consider 

domains associated with almost all the body systems in order to consider clients 

holistically.  For instance, in the Body Structures component, “Structures involved in 

voice and speech” is an obvious consideration.  However, structures of the nervous 

system, eye and ear, cardiovascular and respiratory systems, digestive system, and 

structures related to movement and to the skin have all been proposed as additional 

domains to take into account.  Many of these other body systems may not have such an 

obvious connection to speech-language pathology, but are important considerations for 

a range of communication (e.g., dysphonia, dysphasia, neuromuscular disorders) and 

swallowing disorders. Additionally, an impairment in any of these body systems and/or 

structures may correlate with a client’s motivation, access to and success in therapy.   

 

Speech-language pathologists should look beyond what may appear to be the obvious 

Body Function and Structure codes, those which seem to naturally “belong” to us.  For 

example, a person with aphasia being encouraged to read facial and hand gestures might 

have difficulty with “Visual perception” (b1561) and thus find this type of non-verbal 

communication to be difficult.  Or an individual being taught to use an augmentative 

communication device might have difficulty with “Quality of psychomotor functions” 

(b1471), and consequently would experience great difficulty with this therapy approach. 

Furthermore, individuals with an impairment of “Sensory functions related to 

temperature and other stimuli” (b270), “Involuntary movement functions” (b765) or 

“Structure of the oesophagus” (s520) may experience a restriction in their swallowing 

ability.  The ICF Children and Youth (ICF-CY; WHO, 2007) provides additional codes 

specific to children.  
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Stucki, Ewert and Cieza (2002) suggest a need for core sets of codes to address the 

challenge of using the ICF in clinical practice.  They suggest the challenge is in 

determining the least number of domains to be practical, but as many as required to 

gather adequate information.  Furthermore, Stucki et al. (2002) have suggested it might 

be most practical “to link specific conditions or diseases to salient ICF domains of 

functioning” (p.281).  A range of common communication and swallowing difficulties 

are presented in Table 4 with the most salient codes from the ICF components of Body 

Functions and Body Structures. However, it must be noted that this list is not 

exhaustive, nor has it been subjected to the broader consultation and research that Stucki 

et al. (2002) intended.  As such, the codes in Table 4 function as a guide for 

consideration and further discussion, rather than a “core-set” that has been empirically 

derived. 

 

INSERT TABLE 4 HERE 

 

There are obviously links between given Body Function and Body Structure chapters.  

The Body Structure chapter entitled “Structures involved in voice and speech” (s3) is 

related to Body Function chapter “Voice and speech functions” (b3), as well as specific 

Body Function codes relating to digestive functions    In a disorder such as cleft 

lip/palate, these structure codes directly cause given impairments in body function.  

Similarly, impairments in Body Structure chapter “Structures of the eye, ear and related 

structures” (s2) may be associated with Body Function chapters “Sensory functions and 

pain” (b2) and “Voice and speech functions” (b3), as occurs with such disorders as   

otitis media.  Impairments of “Structures of the nervous system” (s1) may be associated 

with impairments in many Body Functions, but particularly “Mental functions” (b1) 
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such as occurs with aphasia and acquired brain injury, and “Neuromusculoskeletal and 

movement-related functions” (b7) such as occurs with dysphagia and dysarthria.   

 

Interaction between Body Function/Structure and Activities/ Participation 

Speech-language pathologists have traditionally focussed assessment and intervention 

plans at the level of Body Functions and Structures because this component is more 

concrete and easier to test objectively, than other components (Eadie et al., 2006; 

McCooey et al., 2004; McLeod, 2004).  This focus on the level of the “impairment” has 

its basis in the medical model, which views disability as a problem of the individual, 

caused by a health condition and requiring treatment by professionals (Reed et al., 

2005).  In contrast, the ICF recognises that functioning and disability are multifaceted 

and result from “an interaction or complex relationship between the health condition 

and contextual factors (i.e., environmental or personal factors)” (WHO, 2001, p.19). 

Consequently, the Body Functions and Structures component cannot be considered in 

isolation from the other components that comprise the ICF.   

 

Body Functions and Structures are the building blocks upon which communication is 

based.  To produce spoken communication, oral and laryngeal structures are required 

and a base level of functioning of the respiratory, laryngeal, and articulatory systems.  

To produce writing, structures relating to movements are necessary and a degree of 

functioning to enable specific movements.  The language components of syntax, 

semantics, phonology, and morphology function in association with these to produce 

communication. Yet, even with all of these structures and functions present and 

unimpaired, an individual may not be a successful communicator.  Conversely, an 
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impairment of structure (e.g., partial glossectomy) or function (e.g., agrammatism) may 

exist and yet the individual still be able to communicate.  

 

Individuals with communication and/or swallowing impairments participate in society 

(McLeod, 2004).  However, the type and extent of the impairment may restrict this 

participation. Thus, according to WHO (2001), “in ICF the Body Functions and 

Structures classification is intended to be used along with the Activities and 

Participation categories” (p.13).   

 

The environment in which individuals participate may act as a barrier or facilitator to 

participation with Body Function impairments so need to be considered as well 

(Threats, 2007). For example, a person with a voice impairment may not be able to 

communicate at her job if it is a noisy environment.  Personal factors that exist before 

the health condition are also a major influence on the functioning and disability of a 

person. One person may react to a mild dysarthria with embarrassment and withdraw, 

while another person with moderate dysarthria may be as sociable as ever. Indeed, 

Threats (2000) suggests that understanding the relationships between all the ICF 

components will lead to the most appropriate management of individuals with 

communication and swallowing disorders.   

 

Clinicians are well aware of the individuality of clients.  They understand that each 

comes from a different background, participates in a different environmental context 

and engages in different activities within those contexts. Yet this knowledge does not 

always form an explicit part of planning client management.  This may be due to the 

limited availability of tools relevant to speech-language pathology to explore some of 
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the ICF components, such as Activities and Participation (Eadie et al., 2006) and a lack 

of understanding about the relationship between all the ICF components.  Simeonsson et 

al. (2003) believe that the ICF can contribute to the development of assessments by 

specifying variables that could be items on questionnaires and scales to document the 

type and extent of impairments and their impact on functioning and participation. 

 

Simeonsson (2003) suggested that using the ICF components of Body Functions and 

Structures as a framework can provide useful diagnostic information. It encourages 

clinicians to consider communication and swallowing disorders in terms of how they 

relate to a range of body structures and functions, rather than focus solely on the 

obvious considerations. But when developing intervention plans and evaluating 

treatment effects, this information may be most useful when considered in association 

with functional abilities and limitations (Lollar & Simeonsson, 2005; Reed et al., 2005).  

Simmons-Mackie (2004) argues that “funding sources and public policy makers will 

look for practical effects of interventions regardless of the specific target of 

intervention.  Thus reports of outcomes of impairment level intervention…will likely be 

tied to activity and participation level outcomes” (p.67).   

 

When determining eligibility for services, impairments of body functions and structures 

are usually considered alongside restrictions of participation (Simeonsson et al., 2003).  

It has further been suggested that identifying individuals on the basis of functional 

profiles rather than diagnosis can be important in order to avoid labels, which have the 

potential to become barriers to intervention, such as in the education system 

(Simeonsson, 2003).   For example, McLeod (2006) reported on a child with a severe 

speech impairment who was ineligible for speech pathology services at school, as the 
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criteria for funding required that language skills be also affected.  As the child was not 

language-impaired, he was precluded from further consideration. However, looking at 

the effect that an impairment of articulation (b320) would have on Activities and 

Participation codes dealing with conversation, it is clear that a severe speech 

impairment could have more of an effect than a mild language disorder.  Hence, 

diagnosis or labelling was not useful for this child and acted as a barrier to intervention 

because only a limited set of Body Function impairments was used as the criterion for 

eligibility for speech-language services. 

 

Strengths and Limitations of the Body Functions and Body Structures components 

 

Proposed Uses versus Practicality 

Researchers stress that the ICF is not in itself an assessment or intervention tool, but a 

classification system (Reed et al., 2005; Threats, 2006; Threats & Worrall, 2004). 

Translating this into a usable clinical system is a challenge (Reed et al. 2005).  The 

WHO (2001) acknowledges that “use of ICF will largely depend on its practical utility” 

(p.250).   

 

A range of uses for the ICF within the clinical setting have been proposed including 

history taking, assessments, treatment plans, rehabilitation, outcome evaluation and 

transfer (Heerkens et al., 2003; Stucki et al., 2002; Ustun et al., 2003).  For instance, the 

Body Functions and Structures component could be useful in guiding clinical 

assessments; however, before this can occur there is a need for tools and procedures that 

can assess the characteristics classified by the system.  While tools are available to 

assess domains within Body Functions and Body Structures, at present, no single 
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complete measure is available so clinicians need to administer multiple assessments.  

There has been discussion regarding the possibility of mapping existing instruments to 

the ICF but there is rarely exact correspondence between instruments and the ICF codes 

(Reed et al., 2005).  

 

Üstün et al. (2003) suggest the use of the ICF in identification and monitoring of 

effectiveness of intervention will be particularly useful for payers and providers of 

rehabilitation services. While this is most likely to be at the Activities and Participation 

level, changes in the qualifiers attached to Body Functions or Structures codes from pre- 

to post-treatment could provide evidence of treatment efficacy, especially if these 

changes resulted in increased independence and/or quality of life.  

 

Threats (2006) has suggested another potential advantage of the ICF could lie in its 

capacity as a tool to accurately estimate the prevalence and incidence of communication 

(and swallowing) disorders.  Use of ICF terminology to describe impairments in body 

functions and structures could also aid prevalence research in increasing the accuracy of 

identification through improving consistency of definitions for functions such as 

articulation (b320) and quality of voice (b3101). Details of “inclusions” and 

“exclusions” in the ICF may assist users to apply the appropriate codes.   

 

Hierarchical Structure versus “Sheer Magnitude” 

The ICF is a large, detailed system.  As Simmons-Mackie (2004) states, “A significant 

advantage and simultaneously a limitation of the ICF coding system is its sheer 

magnitude” (p.68).  With codes for 1424 items (WHO, 2001), clinical use of the ICF in 

its entirety appears to be a daunting and impractical task.  Lollar and Simeonsson (2005) 
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state, “Most clinicians…clearly do not have the time or resources to carry out such 

pervasive coding” (p.329).  They suggest clinicians need to prioritise what information 

to collect, hence the development of “core-sets” (Stucki et al., 2002).   

 

A strength of the ICF lies in its organisation, particularly in relation to the Body 

Functions and Structures components.  Due to the hierarchical structure, users can 

determine the level of detail they require depending on the purpose and audience.  

When prioritising goals in a multidisciplinary setting, for example, a client’s condition 

may be best considered in the broad terms afforded by the major classification level 

such as “Structures involved in voice and speech” (s3). However, when planning 

discipline-specific goals, a more detailed classification level such as “Structures of the 

mouth” (s320) or even more specifically, “Structure of the hard palate” (s32020) would 

be appropriate.  Similarly, when reporting outcomes, use of the detailed classifications 

may result in a more sensitive representation of progress, although Simmons-Mackie 

(2004) has questioned whether the coding system, particularly the qualifiers, will be 

sensitive enough to capture these changes in clients. 

 

Universality versus Ambiguity 

Researchers acknowledge that the ICF is likely to become an important document in 

healthcare throughout the world.  This is essentially due to the development of its 

common framework and terminology, that can be used to provide internationally and 

transdisciplinary comparable information regarding health and disability (Eadie, 2001; 

Simeonsson, 2003; Threats, 2006; Ustun et al., 2003).  For instance, the codes to 

describe “Structure of the vocal folds” (s3400) or “Hearing functions” (b230) remain 

the same regardless of the country or discipline in which the ICF is used. 
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However, according to some authors, users of the ICF may experience some difficulty 

interpreting codes, due to the use of vague or broad terminology or ambiguity and 

overlap (Reed et al., 2005; Threats & Worrall, 2004).  For instance, Threats (2007) 

suggests there may be confusion about items in Body Functions (Mental Functions 

chapter) and those in Personal Factors (e.g., openness to experience, optimism, 

confidence, extraversion, motivation).  He states “These characteristics are only 

classified as Body Functions impairments when their limitation is considered 

pathological” (Threats, 2007, p. 69).  Hence the same construct may be coded as a 

Personal Factor code or a Body Functions code depending upon whether it existed prior 

to the health condition or whether it is pathological.  Thus there is a need to determine 

whether the personality characteristic existed before the onset of the disorder.  This is 

particularly difficult to determine in developmental disability when the occurrence of 

the health condition was at birth. 

 

Other researchers (Campbell & Skarakis-Doyle, 2007; Reed et al., 2005) report that it 

may be difficult to distinguish between certain codes in Body Functions and in 

Activities and Participation, despite conceptual differences (e.g., “attention” and 

“thought” functions as distinct from activities of “focusing attention” and “thinking”). 

Although one relates to whether a body part functions correctly and the other to whether 

an activity can be performed, they would be assessed using the same set of procedures 

and cannot be distinguished clinically (Reed et al., 2005).   

 

In the case of particular disorders, there is confusion whether “impaired” body functions 

and structures should be coded as those with which an individual presents or those that 
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underlie the condition. For instance, in the case of communication and swallowing 

difficulties following stroke, some may argue that the structure of the brain (s110) is 

impaired and this causes the symptoms.  However, others may argue that it is more 

functional to consider the impaired Body Functions and Structures as those associated 

with the presenting symptoms. In this instance, the impaired functions may be those 

associated with voice (b310) and articulation (b320), mental functions of language 

(b167), respiration (b440), ingestion (b510), and movement (b750). It is this latter 

definition that is supported in the forthcoming joint publication by the American 

Psychological Association and the World Health Organization the Procedural Manual 

and Guide for the Standardized Use of the ICF:  A Manual for Health Professionals. 

 

Furthermore, there may be confusion about the ICF component in which an item not 

currently coded may belong. For example, it could be argued that “intelligibility” be 

coded as a body function, in a similar way to “quality of voice” (b3101), as an indicator 

of functioning. Thus, unintelligibility would be considered an impairment of body 

function.  However, others may argue that it be coded in the Activities and Participation 

component, and unintelligibility would thus be considered an activity limitation. In 

order to ensure consistent, reliable and valid use of the system across the profession, 

training and practice will be required (Heerkens et al., 2003; Reed et al., 2005; Threats 

& Worrall, 2004).  Again, the Procedural Manual and Guide for the Standardized Use 

of the ICF:  A Manual for Health Professionals (forthcoming) states that intelligibility 

be considered a Body Functions rather than an Activity level code. 

 

Holistic consideration versus Individual Participation 
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Üstün et al. (2003) propose that one strength of the ICF is its movement away from 

disease-based classification to one that focuses on “health”.  However, consideration of 

the Body Functions and Structures component in isolation does not achieve this shift in 

focus from the “impairment” level. It is only through consideration and use of the ICF 

in its entirety, that the functional implications of the impairment are considered 

according to the environmental and personal context in which an individual participates 

(Campbell & Skarakis-Doyle, 2007).   

 

Thus the ICF may be valuable in guiding clinicians to consider all body functions and 

body structures (rather than solely those with the most obvious connection to 

communication and/or swallowing), but also encourages holistic consideration of 

individual clients through use of the other components.  Furthermore, the ICF stipulates 

that client’s needs and wishes are considered (Threats, 2006). In the ICF, in Annex 6 

entitled “Ethical guidelines for the use of the ICF,” it is recommended that wherever 

possible the individual whose functioning is being classified should have the 

opportunity to participate in this classification. Yet, it has been claimed that the codes 

are “so difficult to understand, they are inaccessible to those not trained in their use” 

(Duchan, 2004, p.65).  For instance, “Production of voice” (b3100) is defined as 

“functions of the production of sound made through coordination of the larynx and 

surrounding muscles with the respiratory system” (WHO, 2001, p.71).  Basing codes on 

“sophisticated” “expert” or “professional” ratings and/or definitions (Reed et al., 2005; 

Simmons-Mackie, 2004) creates another barrier for people with disabilities.  

 

In Annex 6 of the ICF it is recommended that clinicians should explain to clients and/or 

their advocates the purpose of using the ICF, invite their questions and encourage their 
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input in the classification. Thus, the onus is on the clinician to explain unfamiliar or 

professional terms, in an attempt to minimise the distance between professional 

judgment and the persons’ own views.  

 

Summary 

The ICF is a classification system, and while it provides speech-language pathologists 

with a holistic system by which to classify clients, this will only happen if it is used in 

its entirety.  Focusing on the level of the impairment (i.e., considering only Body 

Functions and Structures) fails to acknowledge the full range of difficulties that may be 

experienced by individuals with communication and or swallowing disorders. However, 

considering the interactions of Body Functions and Structures with Activities and 

Participation, Environmental Factors, and Personal Factors could result in greater 

understanding of the many factors that contribute to health and the impact of health on 

life functioning.  This would be an expansion of clinical thinking and an advance for the 

field.  However, there are limitations to the practicality of the ICF in its current form 

and these limitations need to be addressed in the clinical and research literature and by 

the professional and advocacy communities.. 

 

Acknowledgment 

This research was supported by Australian Research Council Discovery Project 

DP0773978.  

 

References 

 



CSU Research Output 
http://researchoutput.csu.edu.au 

Campbell, W. N. & Skarakis-Doyle, E. (2007). School-aged children with SLI: The ICF 

as a framework for collaborative service delivery. Journal of Communication 

Disorders, 40(6), 513-535. 

Eadie, T. L. (2001). The ICIDH-2: Theoretical and clinical implications for speech-

language pathology. Journal of Speech-Language Pathology and Audiology, 

25(4), 181-200. 

Eadie, T. L., Yorkston, K. M., Klasner, E. R., Dudgeon, B. J., Deitz, J. C., Baylor, C. R. 

et al. (2006). Measuring communicative participation: A review of self-report 

instruments in speech language pathology. American Journal of Speech-

Language Pathology, 15, 307-320. 

Heerkens, Y., Van der Brug, Y., Ten Napel, H. & Van Ravensberg, D. (2003). Past and 

future use of the ICF (former ICIDH) by nursing and allied health professionals. 

Disability and Rehabilitation, 25(11-12), 620-627.  

Lollar D, J. & Simeonsson, R, J. (2005). Diagnosis to function: Classification for 

children and youths. Developmental and Behavioral Pediatrics, 26(4), 323-330. 

Ma, E. P-M., Worrall, L., Threats, T.T. (Eds) (2007) The International Classification of 

Functioning, Disability and Health (ICF) in Clinical Practice. Seminars in 

Speech and Language, Vol 23 (4). 

McLeod, S. (2006). An holistic view of a child with unintelligible speech: Insights from 

the ICF and ICF-CY. Advances in Speech-Language Pathology, 8(3), 293-315. 

McLeod, S. (2004). Speech pathologists’ application of the ICF to children with speech 

impairment.  Advances in Speech-Language Pathology, 6(1), 75-81. 

Reed, G. M., Lux, J. B., Bufka, L. F., Trask, C., Peterson, D. B., Stark, S. et al. (2005). 

Operationalizing the International Classification of Functioning, Disability and 

Health in clinical settings. Rehabilitation Psychology, 50(2), 122-131. 



CSU Research Output 
http://researchoutput.csu.edu.au 

Simeonsson, R, J. (2003). Classification of communication disabilities in children: 

contribution of the International Classification of Functioning, Disability and 

Health. International Journal of Audiology, 42, S2-S8. 

Simeonsson, R. J., Leonardi, M., Lollar, D., Bjork-Akesson, E., Hollenweger, J. & 

Martinuzzi, A. (2003). Applying the International Classification of Functioning, 

Disability and Health (ICF) to measure childhood disability. Disability and 

Rehabilitation, 25(11-12), 602-610. 

Simmons-Mackie, N. (2004). Cautiously embracing the ICF. Advances in Speech-

Language Pathology, 6(1), 67-70. 

Stucki, G., Cieza, A., Ewert, T., Kostanjsek, N., Chatterji, S. & Ustun, T. B. (2002). 

Application of the International Classification of Functioning, Disability and 

Health (ICF) in clinical practice. Disability and Rehabilitation, 24(5), 282-282. 

Stucki, G., Ewert, T. & Cieza, A. (2002). Value and application of the ICF in 

rehabilitation medicine. Disability and Rehabilitation, 24(17), 932-938. 

Threats, T. (2007). Access for persons with neurogenic communication disorders: 

Influences of Personal and Environmental Factors of the ICF. Aphasiology, 

21(1), 67-80. 

Threats, T. (2006). Towards an international framework for communication disorders: 

Use of the ICF. Journal of Communication Disorders, 39, 252-265. 

Threats, T. (2000). The World Health Organisation’s revised classification: What does 

it mean for speech-language pathology. Journal of Medical Speech-Language 

Pathology, 8(3), xiii-xviii. 

Threats, T. & Worrall, L. (2004). Classifying communication disability using the ICF. 

Advances in Speech-Language Pathology, 6(1), 53-62. 



CSU Research Output 
http://researchoutput.csu.edu.au 

7 

Üstün, T. B., Chatterji, S., Bickenbach, J., Kostanjsek, N. & Schneider, M. (2003). The 

International Classification of Functioning, Disability and Health: A new tool 

for understanding disability and health. Disability and Rehabilitation, 25(11-12), 

565-571. 

Washington, K. N. (2007). Using the ICF within speech-language pathology: 

Application to developmental language impairment. Advances in Speech-

Language Pathology, 9(3), 242-255. 

Worrall, L., McCooey, R., Davidson, B., Larkins, B. & Hickson, L. (2002). The validity 

of functional assessments of communication and the Activity/Participation 

components of the ICIDH-2: do they reflect what really happens in real-life? 

Journal of Communication Disorders, 35, 107-137. 

World Health Organisation (2007). International classification of functioning, disability 

and health – Children and Youth. Accessed 17 June 2007, available 

at: http://www.who.int/classifications/icf/site/onlinebrowser/icf.cfm?parentlevel

=1&childlevel=2&itemslevel=2&ourdimension=d&version=

World Health Organisation (2001). International classification of functioning, disability 

and health. Geneva, Switzerland: WHO. 

http://www.who.int/classifications/icf/site/onlinebrowser/icf.cfm?parentlevel=1&childlevel=2&itemslevel=2&ourdimension=d&version=7
http://www.who.int/classifications/icf/site/onlinebrowser/icf.cfm?parentlevel=1&childlevel=2&itemslevel=2&ourdimension=d&version=7


CSU Research Output 
http://researchoutput.csu.edu.au 

 

Table 1. Major classifications of Body Functions and Body Structures 

 
Chapter Body Functions Body Structures 

1 Mental functions Structures of the nervous system 
2 Sensory functions and pain The eye, ear and related structures 
3 Voice and Speech functions Structures involved in voice and 

speech 
4 Functions of the cardiovascular, 

haematological, immunological 
and respiratory systems 

Structures of the cardiovascular, 
immunological and respiratory 
systems 

5 Functions of the digestive, 
metabolic and endocrine systems 

Structures related to the digestive, 
metabolic and endocrine systems 

6 Genitourinary and reproductive 
functions 

Structures related to the genitourinary 
and reproductive systems 

7 Neuromusculoskeletal and 
movement-related functions  

Structures related to movement 

8 Functions of the skin and related 
structures 

Skin and related structures 
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Table 2. Qualifiers used to indicate nature and extent of impairment 
 
Qualifier Body Functions Body Structures 

1st Used to indicate the extent or 
magnitude of impairment 
0 – no problem 
1 – mild problem 
2 – moderate problem 
3 – severe problem 
4 – complete problem 
8 – not specified 
9 – not applicable 

Used to indicate the extent or 
magnitude of impairment 
0 – no problem 
1 – mild problem 
2 – moderate problem 
3 – severe problem 
4 – complete problem 
8 – not specified 
9 – not applicable 
 

2nd None Used to indicate  the nature of change 
in the respective body structure 
0 – no change in structure 
1 – total absence 
2 – partial absence 
3 – additional part 
4 – aberrant dimensions 
5 – discontinuity 
6 – deviating position 
7 – qualitative change in structure, 
including accumulation of fluid 
8 – not specified 
9 – not applicable 
 

Suggested 
3rd  

None To be developed to indicate 
localization 
0 – more than one region 
1 – right 
2 – left 
3 – both sides 
4 – front 
5 – back 
6 – proximal 
7 – distal 
8 – not specified 
9 – not applicable 

 



Table 3. Classification of speech difficulty arising from tongue tie according to the ICF 
 
Part 1 Component Chapter Domain Qualifier 

Functioning and 
Disability 

Body Functions  
 
 
 

3:  
Voice and speech 
functions 

b320 Articulation 
functions 

b320.1  
Mild impairment 
(e.g. speech 
sound disorder) 

Body Structures 3:  
Structures 
involved in voice 
and speech 

b3203  
Tongue 

b3203.23 
Moderate, 
additional part 
(e.g. tongue tie) 
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Table 4. Common communication and swallowing difficulties with salient ICF codes 
 

 
Presenting difficulty 

 
Impaired body structures ICF code 

 
Possible impaired body functions 

 
ICF code 

Cleft lip/palate 
 

Structure of nose (external nose, nasal 
septum) 
Structure of mouth (gums, palate, lips) 
Structure of pharynx (nasal, oral) 
 

s310 
s320 
s330 

Quality of voice 
Articulation functions 
Production of notes 
Sucking 

b3101 
b320 
b3400 
b5100 
 

Ankyloglossia (tongue tie) 
 

Structure of the tongue s3203 Articulation functions 
Sucking 
Manipulation of food in the mouth 
Oral swallowing 
 

b320 
b5100 
b5103 
b51050 

Vocal nodules 
 

Structure of vocal folds s3400 Voice functions 
Respiration functions 
 

b310 
b440 

Otitis Media 
 

Structure of the middle ear 
(Eustachian canal, tympanic 
membrane) 

s250 Perceptual functions (auditory  
functions) 
Hearing functions (sound detection, 
discrimination, localisation of 
sound/source, speech discrimination) 
Aural pressure 
Articulation functions 
Melody of speech 
Production of notes 
 

b156 
 
b230 
 
 
b2405 
b320 
b3303 
b3400 

CSU Research Output 
http://researchoutput.csu.edu.au 



Sensorineural hearing loss Structure of inner ear 
Structure of brain 
 

s260 
s110 

Perceptual functions (auditory  
functions) 
Hearing functions (sound detection, 
discrimination, localisation of 
sound/source, speech discrimination) 
Articulation functions 
Melody of speech 
Production of notes 
 

b156 
 
b230 
 
 
b320 
b3303 
b3400 

Multiple Sclerosis  
 

Structure of brain 
Structure of spinal cord 
Structure of meninges 
Structure of the immune system 
 

s110 
s120 
s130 
s420 

Higher level cognitive functions 
Seeing functions 
Hearing functions  
Articulation functions  
Ingestion functions 
Control of voluntary movement 
functions 
 

b164 
b210 
b230 
b320 
b510 
b760 

Parkinson’s Disease 
 

Structure of brain s110 Mental functions of language 
Voice functions 
Articulation functions 
Fluency and rhythm of speech 
functions 
Respiration functions 
Respiratory muscle functions 
Ingestion functions  
(sucking, chewing, manipulating 
food, swallowing) 
Control of voluntary movement 
functions 

b167 
b310 
b320 
b330 
 
b440 
b445 
b510 
 
 
b760 
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Involuntary movement functions 
 

b765 

Acquired Brain Injury 
 

Structure of brain 
 

s110 
 

Mental functions (intellectual 
functions, temperament/personality 
functions, attention, memory, 
thought functions, higher level 
cognitive functions) 
Hearing functions 
Voice functions 
Articulation functions 
Respiration functions 
 

b1 
 
 
 
 
b230 
b310 
b320 
b440 
 

Cancer of the larynx 
 

Structure of larynx 
Structure of the respiratory system  
Structure of head and neck region 
(bones, muscles, joints of head and 
neck) 
 
 

s340 
s430 
s710 

Voice functions 
Respiration functions 
Fluency and rhythm of speech 
functions 
Alternative vocalization functions 
 

b310 
b440 
b330 
 
b340 

Aphasia 
 

Structure of the brain s110 Mental functions of language b167 

Developmental stuttering 
 

  Expression of spoken language 
Mental functions of sequencing 
complex movements 
Fluency and rhythm of speech 
functions 
 

b16710 
b176 
 
b330 
 
 

Speech impairment of 
unknown origin 

  Mental functions of sequencing 
complex movements 

b176 
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 Articulation functions 
Fluency and rhythm of speech 
functions 

b320 
b330 
 
 

Specific Language 
Impairment 
 

Structure of the brain 
 

s110 
 

Mental functions of language b167 

Dysphagia 
 

Structure of the brain 
Structure of the sympathetic nervous 
system 
Structure of the parasympathetic 
nervous system 
Structure of the mouth 
Pharynx 
Larynx 
Structure of salivary glands 
Structure of oesophagus Structure of 
head and neck region (bones, muscles, 
joints of head and neck) 
 

s110 
s140 
 
s150 
 
s320 
s330 
s340 
s510 
s520 
s710 

Mental functions of sequencing 
complex movements 
Ingestion functions  
(sucking, biting, chewing, 
manipulating food, salivation, 
swallowing) 
Sensory functions related to 
temperature and other stimuli 
Mobility of bone functions 
Muscle power functions 
Muscle tone functions 
Muscle endurance functions 
Motor reflex functions 
Involuntary movement reaction 
functions 
Control of voluntary movement 
functions 
 

b176 
 
b510 
 
 
 
b270  
 
b720 
b730 
b735 
b740 
b750 
b755 
 
b760 

Autism 
 

  Global psychosocial functions 
Shifting attention  
Appropriateness of emotion 
Perceptual functions 

b122 
b1401 
b1520 
b156 
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Mental functions of language 
 

b167 
 

 
 
 
 


