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This is the first of three documents to be produced by INPRO partners to develop ICF-based tools and practices and 
ICF education. 

The aim of study was to collect the perceptions and experiences of lecturers in universities of applied sciences and 
professionals of rehabilitation centres on the needs, challenges, and opportunities of the ICF to facilitate the use of 
the ICF as an interprofessional and person-centred tool for education and practice.  The data was collected by focus 
groups in June 2021. A total of 228 statements were identified from 51 participants from 4 countries. The qualitative 
content analysis was carried out using the New World Kirkpatrick Model. Based on it the distribution of the 
statements was as follows: Level 1 (Reaction) 8%, Level 2 (Learning) 27%, Level 3 (Behavior) 41% and Level 4 (Results) 
24% 
Resulting in recommendation to education, professionals and organisations. It is important to focus on Level 3 that 
looks if they are utilizing what they learned at work (e.g., change in behaviors). It would lead to improving 
collaboration and quality of care. Level 4 (Result) should be the primary goal of all learning. It determines if the 
learning  had a sustainable, positive impact on the organization. 

https://www.inproproject.eu/icf-based-tools-practices/
https://www.inproproject.eu/icf-education/
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1. Introduction 
 

The pressure on the European health care system is increasing considerably: more elderly people and 
patients with chronic diseases in need of care, a diminishing work force and health care costs 
continuing to rise (World Health Organization, 2020). Several measures to counteract this are 
proposed, such as reduction of the length of stay in hospitals or rehabilitation centres by improving 
interprofessional and person-centred collaboration between health and social care professionals 
(Martin et al., 2020). 

Competencies in interprofessional cooperation are essential for graduating health and social 
professions. Although there is a lot of attention for interprofessional education and collaborative 
practice (IPECP), there is a gap between competence levels of future professionals and the levels 
needed in rehabilitation practice (World Health Organization, 2010). 

The use of a common language in interprofessional collaboration is very important. The World Health 
Organization (WHO) International Classification of Functioning, Disability and Health, known more 
commonly as ICF (World Health Organization, 2001), has been chosen by the INPRO consortium as 
the linking model for interprofessional collaboration and structuring the wishes and needs of a client. 
Implementing collaborative learning on person-centred clinical reasoning with a focus on functioning 
according to the ICF in higher educational institution (HESI) and clinical practice leads to educational 
and organizational challenges (Madden & Buddy, 2019, Reed et al., 2005). 

The aim was to collect the perceptions and experiences of HEI lecturers and professionals of 
rehabilitation centres about the use of the ICF. This collection could be used as a basic for further 
development in each country to facilitate the use of the ICF in IPECP. Each country organised a focus 
group. The outcomes from each country were sent to Jamk University of Applied Sciences (UAS), 
where the qualitative content analysis was carried out using the New World Kirkpatrick Model. This 
document provides an overview of the implementation of the focus groups and results.  

 

2. The aim of the ICF focus groups 
 

The ICF focus groups were organised in the INPRO project to discover the perceptions and 
experiences of HEI lecturers and professionals of rehabilitation centres about the use of the ICF. The 
assumption was that all the participants had some knowledge about ICF, whether they had gained 
the information from formal or informal sources. 
 
Perceptions and experiences included information on the needs, challenges, and opportunities of the 
ICF to facilitate the use of the ICF as an interprofessional and person-centred tool for education and 
practice. The intent was that the focus groups could provide input for the development of the ICF in 
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the INPRO project. The results of the focus groups were used when developing ICF-based Tools and 
practices and ICF Education.  
 

3. Methods 
 

3.1. Data collection  
 

The focus groups were organized nationally by ICF Working Group / Steering group members in each 
partner country in June 2021. It could be held in the national language or in English, but the results 
were collected in English. It was supposed that all the invited participants of the focus groups have 
some knowledge of ICF.  

To collect the data a focus group was held in each country, led by two supervisors, one from the HEI 
and one from the work field partner. The model and structure of the discussion was developed at 
Jamk UAS. It included the follows: 

- a recap of the basics of the ICF development in INPRO Work Package 5 
- a discussion on the following questions: the factors affecting the ICF implementation and 

needs to be addressed in the future, both in HEI´s and clinical practice 
- a plan for further development in each county to facilitate the use of the ICF as 

interprofessional education in HEIs and interprofessional collaboration in practice. 

Each partner nominated focus group leaders who had a key role of leading this task and compile a 
national report. The focus group participants filled in the informed consent. Research was conducted 
in such a way that the dignity and autonomy of human research participants is respected. Based on 
the ethical review system for research in Finland, no ethical review by an ethics committee is needed 
(Jamk 422125, April 19, 2023). 

All data was gathered in an online meeting with all responsible specialists (from the HEIs and work 
field) to share results of the focus group and discuss needs for further developments. The protocol 
and data collection templates were discussed within the partners and are annexed as invitation letter 
(appendix 1), instructions (appendix 2) and data collection template (appendix 3). 

 

3.2. Data analysis 
 

A qualitative content analysis based on a Grounded theory method (Makri & Neely, 2021) was 
carried out. The answers recorded in the Word template were broken down into statements 
(concerning sentences or phrases). They were entered into an Excel spreadsheet in which the 
columns indicated the country (Austria, Belgium, Finland or the Netherlands) and the partner (HEI, 
work field or both) that provided the comment. The statements were marked according to whether 
they were reported as a challenge, an opportunity or a future challenge related to the use of ICF. 

https://www.inproproject.eu/icf-based-tools-practices/
https://www.inproproject.eu/icf-based-tools-practices/
https://www.inproproject.eu/icf-education/
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The New World Kirkpatrick Model (Kirkpatrick & Kirkpatrick,2016) was used to structure the content 
of the statements by two investigators (J.P. & J.R.). First, the investigators familiarised themselves 
with New World Kirkpatrick Model, discussed the evaluation principles and agreed on a 
methodology. They conducted a literature search on the Kirkpatrick model and found many 
publications. The search results are not reported here, but the studies were used for discussion. 
Secondly, they performed the content analysis alone by deciding at which level of the New World 
Kirkpatrick Model each statement was directed. They focused on understanding the meaning of 
statement by identifying themes and underlying concepts. Thirdly the solutions were discussed, and 
the level of the New World Kirkpatrick model was agreed upon. In the case that the principal 
investigators did not agree, it was possible to use a third investigator to solve it. An example of the 
Excel data sheet is in appendix 4. The whole data is stored in the European Commission Funded 
Research (OpenAIRE) database (Zenodo) https://doi.org/10.5281/zenodo.10518466 

The New World Kirkpatrick Model is a training evaluation strategy to be used in formal and informal 
training, whether it is classroom training, e-learning, or any type of modality in which individuals gain 
knowledge or skills. The model was created in the 1950s by Dr. Donald Kirkpatrick and has been 
stated as the most used training evaluation model in the world. The newest version of the model, 
introduced in 2009, modernizes the four levels of the model. (Kirkpatrick & Kirkpatrick, 2016, 4−5) 

Kirkpatrick & Kirkpatrick (2016) emphasizes that too often trainings are evaluated only from the 
“effectiveness” point of view, which does not focus on the transfer of learning and whether the 
knowledge is implemented on the job. That is why the transfer of learning to behaviour and 
subsequent organizational results were added to the New World Kirkpatrick Model as well as the 
value of training to the organization (Kirkpatrick & Kirkpatrick, 2016, 5−7).  

The New World Kirkpatrick Model is divided into four levels and the levels were used as categories 
for a Grounded theory driven data analysis. 

1) The New World Kirkpatrick Model Level 1: Reaction  

It figures out the learners´ experiences about the topic, whether it is positive or negative or relevant 
to their jobs. This immediate reaction determines how invested they will be learning the following 
levels (Kirkpatrick & Kirkpatrick, 2016, 10−11). 

In the ICF focus groups, the focus of discussion was not one specific training or education module 
alone. Therefore, in the data analyses, the statements that expressed participant’s immediate 
reaction of ICF, enthusiasm to use ICF, or reasons not to use ICF, were classified into this first level.  

2) The New World Kirkpatrick Model Level 2: Learning 

On this level the learner´s knowledge about the topic increases and the knowledge, skills, attitudes, 
and commitment to the learned topic is present. The knowledge of the topic learned could be 
measured e.g., by an exam. The statements that show Level 2 Learning are such as: “I know it”, “I 
believe this will be worthwhile to do” or “I can do it”. (Kirkpatrick & Kirkpatrick, 2016, 15−16). 

In the focus group data analyses, the statements indicating understanding ICF as a concept, knowing 
the structure, ICF-language, and ICF-tools, were classified into this second Level.  

https://doi.org/10.5281/zenodo.10518466
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3) The New World Kirkpatrick Model Level 3: Behavior 

The level describes the differences in the participant´s behavior at work after learning. For most 
learners, this Level offers the truest evaluation of learning's usefulness. In this level the learners have 
started to properly utilize what they have learned (Kirkpatrick & Kirkpatrick, 2016, 13−14). 

The first question in the focus groups was: What are the main challenges that make it difficult to 
implement ICF in your own work? In the focus group data analyses, the statements including the use 
of ICF or interprofessional collaboration in practical work, such as client situations, documentation, 
goal setting, and communication, were classified into this Level three.  

4) The New World Kirkpatrick Model Level 4: Results  

The primary goal of all learning is at this Level. This level does not focus on small individual areas of 
learning but rather on productive organisational effectiveness and can be related to the delivery of a 
product or service to the marketplace. It can take months or years to manifest this Level. It is a 
culmination of countless efforts of people, departments, and environmental factors (Kirkpatrick & 
Kirkpatrick, 2016, 12). 

One of the focus group questions discussed was: How to use ICF in the future? In the ICF focus 
groups data analyses, statements describing the outcomes or benefits of ICF use the results or 
benefits of the use of ICF in organisations were classified into this Level four.  

 

 

4. Implementation of the focus groups 
 

4.1. Participants of the focus groups 
 

Four online focus groups were organized, one in each country (Table 1). In one country the discussion 
with the HEI – group and the working field persons was organised at a different time because of 
schedule problems. The total number of participants was 51, of which 33 were lecturers from HEIs 
and 18 professionals from working field. 
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Table 1. Implementation and participants (n=51) of the ICF Focus Groups.  

Country Austria Belgium Finland The Netherlands 

Date June 7, 2021 June 8,2021 June 10, 2021 June 7, 2021 

Duration 90 minutes 120 minutes 
(HEI) & 90 
minutes  

90 minutes 90 minutes 

Moderators Michaela 
Neubauer (STP) 
Ursula Hemetek 
(STP) 

Claudia De 
Weerdt (AP) 
Ingrid Aerts (AP) 
Eline Van Dooren 
& Malou Roo 
Garcia (students)  

Jaana Ritsilä 
(Jamk) 
Nita Savolainen 
(Coronaria) 

Sandra Jorna-
Lakke (Hanze) 
Ellen van Lingen 
(RF) 

Number of 
participants 

HEI 5 (STP) 13 (AP) 6 (Jamk) 9 (Hanze) 

working 
field 

3 (MoHa) 3  4 (Coro) 8 (RF) 

 total 8 16 10 17 
AP = AP UAS; Coro = Coronaria Rehabilitation and therapy services; Hanze = Hanze UAS; Jamk = Jamk UAS; 
MoHa = Moorheilbad Harbach Gesundheits- & Rehabilitationszentrum; RF = Rehabilitation Centre Revalidatie 
Friesland; STP = St. Poelten UAS 
HEI = Higher Education Institution 

 

Background information from the participants as well as informed consent was gathered by a 
Webropol questionnaire. Information on participants' previous ICF experience is available for a total 
of 38 out of 51 participants (Table 2). Half of them have acquired their ICF knowledge through 
several channels (degree education, life-long learning, training in a workplace and/or studying 
independently). Four participants had acquired their ICF knowledge only through self-study. Average 
self-evaluated enthusiasm for the ICF framework was 7,6 (range 2−10) on a scale of 1−10 (1= I am 
not; 10= I am very). 
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Table 2. Background informa�on on focus group par�cipants ICF experience (38 out of 51).  

Dura�on (years) Have known of the ICF 
framework 

n (%) 

Have used the ICF framework in educa�on or 
Social and Health care 

n (%) 

1−3 years 6 (16) 11 (29) 

4–6 years 8 (21) 11 (29) 

7−9 years 6 (16) 5 (13) 

10 years or over 18 (47) 11 (29) 

 

4.2. Focus group in Austria 
 

The focus group was moderated by the leaders from St. Poelten UAS in Austria. Michaela Neubauer 
moderated the discussion. Ursula Hemetek took notes and filled in the data collection form. The 
higher education participants (n=5) were from St. Poelten USA and professionals (n=3) from 
Moorheilbad Harbach (MoHa). 

Online discussion was organized via Teams. Most of the participants also participated in the 5.1. task 
and completed the ICF Basic course. Because it was a small group the leaders decided that it is more 
valuable for all of them to share and connect the experiences of practice and education. They did not 
separate in breakout-sessions and discussed everything in a plenary setting.  

The focus group was implemented as follows: 

- 15 minutes introduction and experience with ICF of all participants 
- 5 minutes to fill in questionnaire 
- 10 minutes padlet on main challenges 
- 60 minutes discussion on main challenges and questions 
- 5 minutes to fill in questionnaire 
- 10 minutes padlet on main challenges 
- 60 minutes discussion on main challenges and questions 

A padlet was created for the participants to fill in their general statements about their “3 main 
challenges that make it difficult to implement ICF in your own work / organization.” 

Filling in the questionnaire was difficult for some of them, because for teachers and professionals 
who do not work with ICF the answer option: “no use of ICF” was not given. Only 1-3 years could be 
chosen. 

A higher number of participants was the target, but two STP participants were absent due to illness 
and one MOHA participant was 30 minutes late. 
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4.3. Focus group in Belgium 

 

The focus group was moderated by the leaders from AP UAS in Belgium. The introduction was done 
by Ingrid Aerts and the conversation was led by two students during their internship. The summary 
and the end of the discussion was led by Claudia De Weerdt. In Belgium they had two separate 
meetings: one with HEI and with working field due to scheduling difficulties. The higher education 
participants (n=13) were from the AP UAS and three professionals from clinical practice participated 
the working field group. At the beginning the links was given to the participants to fill in the informed 
consent.  

All the suggested information from the instruction was given. At the beginning of the focus group, 
they opened a Jamboard where the participant’s three challenges were written. During the 
conversation the Jamboard was also used to pick out a challenge and talk about that topic. 

The discussion with the HEI – group and the work field persons were organized at a different time 
because of schedule problems. 

 

4.4. Focus group in Finland 
 

The focus group was moderated by the leaders from Jamk UAS and Coronaria in Finland. The 
introduction was done by Jaana Ritsilä (Jamk UAS). The conversation of the HEI group was moderated 
by Jaana Ritsilä and the rehab centre group by Nita Savolainen (Coronaria). They took notes and filled 
in the data collection form. The higher education participants (n=5) were from Jamk UAS and 
professionals (n=4) from Coronaria. 

The focus group was implemented as follows: 

- 15 minutes introduction 
- 45 minutes small group discussions: one small group (a) for HEI lecturers’ and (b) for working 

field professionals  
- 30 minutes summary discussion all together   

The focus group was recorded. It was analysed by Nita Savolainen, who was a student at Jamk UAS at 
the same time. She wrote her thesis on it for master's degree Programme in Health Promotion “ICF-
model as a facilitator of interprofessional collaborative practice” (Finnish language). A Finnish article 
based on the results has been written "The benefits and challenges of ICF in promoting 
interprofessional cooperation". It has been published in the Finnish journal named Kuntoutus (The 
Finnish Journal of Rehabilitation) 2023; 46(2): 46-52.  
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4.5. Focus group in the Netherlands 
 

The focus group was moderated by the leaders; Sandra Jorna-Lakke from Hanze University of Applied 
Sciences in the Netherlands (Hanze) and Ellen van Lingen from Revalidatie Friesland (RF). The higher 
education participants (n=9) were lecturers from different schools of Hanze (School of health care 
studies, School of nursing and School of social studies comprising Social Work and Psychology). Eight 
professionals form RF were physiotherapy (n=1), dietetics (n=3), nursing (n=2), psychology (n=1), 
social work (n=1). 

To allow Hanze and RF participants to exchange views with each other, one hybrid session was 
organised online, with Hanze teachers participating in the session discussing in Teams as a group and 
at the same time there was a simultaneous online connection with a group of professionals meeting 
at the RF. There was a PowerPoint presentation on INPRO at the start.  

The focus group was  

- 15 minutes introduction 
- 60 minutes group discussions: one group (a) for HEI lecturers per TEAMS and (b) life for 

professionals at RF  
- 30 minutes summary discussion all together   

 

5. Results 
 

5.1. Description of focus group materials 
 
A total of 228 statements were identified, with a 16−38 % distribution across countries (Figure 1). 
The average distributions by type of organisation was as follows: HEIs 37%, work field 32% and both 
31% (Figure 2). There we differences between counties. It was similar in Belgium (respectively 34%, 
15%, 51%) and the Netherlands (respectively 28%, 28%, 44%). in Austria, most of the comments were 
from work life (respectively 34%, 45%, 21%). In contrary to Finland where the results highlight a 
division between either HEI (50%) or work life (44%), with only 6% common to both. This difference 
between countries may be due to different ways of drawing focus groups and reporting the results. 
Due to the small numbers, they are indicative, and no further analysis is not made on the basis of 
who expressed the statement.  
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Figure 1. Distribution of the identified statements (n=228) per country. 

 

 

 
Figure 2. Distribution of the identified statements (n=228) per field (HEI, work field or both) who 
made the comment. 

 

Over half of the statement were considered a challenge that make difficult to implement the ICF 
(Figure 3). In addition, some possibilities were also seen for using the ICF in interprofessional 
collaboration and some future perspective. There were differences between countries (Figure 4). 
Belgium and Finland had the highest proportion of comments focusing on future, respectively 18% 
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and 11%. While almost two thirds of the statements concerned challenges in the Netherlands and 
Austria, respectively 69% and 68%. 

 

 
Figure 3. Statements depending on whether ICF was seen as a challenge, a possibility or had potential 
for future use. 

 

 

 
Figure 4. A challenge, a possibility or a future statements by country. 
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5.2. Analysis based on Kirkpatrick levels 
 

The main content analysis were made by the New World Kirkpatrick Model Levels. Most of the 
statements (41%) were at Level 3 (Behavior) and only 8% was at Level 1 (Reaction) (Figure 5). The 
results can be viewed from two directions, both based on the New World Kirkpatrick Model Levels 
and by country (Figure 6 and 7). Most of the reactions came from Austria, although their total 
number of statements was lower than in other countries. In Austria, 18% of statements were 
Reactions (Level 1), while in other countries the Level 1 distribution ranged between 5−9%. For Level 
4 (Results), the Netherlands had the lowest number of statements (4%), while the other countries 
ranged from 22−45%, with the highest proportion in Austria. 

 

 

 
Figure 5. Distribution of the identified statements (n=228) per the New World Kirkpatrick Model 
Levels. 
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Figure 6. Number of statements in each of the New World Kirkpatrick Model Level by country.  

 

 

 
Figure 7. Distribution of the New World Kirkpatrick Model Levels by country. 

 

 

5.2.1. The New World Kirkpatrick Model Level 1: Reaction 
 

Overall, 8% of the statements (Figure 5) expressed the immediate reaction of ICF on interprofessional 
collaboration, enthusiasm to use ICF or reasons not to use ICF. Examples of the statements of the 
focus groups as challenges to use ICF are: 
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“Fear of greater workload.” 

“The ICF is often perceived only as a selection of codes (code jungle).” 

“The handbook has been found too expensive for students to purchase.” 

“From this perspective ICF become not a patient centred approach but a classification 
system approach. “ 

It seemed, that reactions mentioned in Kirkpatrick and Kirkpatrick (2016, 11, figure 2-1), i.e., 
engagement, relevance and customer satisfactions, did not occur in the focus group discussions.  

 

5.2.2. The New World Kirkpatrick Model Level 2: Learning. 
 

Overall, 27% of the statements (Figure 5) indicated understanding ICF as a concept, knowing the 
structure, language, and tools of ICF or international collaboration. In the focus groups, the 
participants mentioned challenges as: 

“While learning ICF (in school) there is a lot of confusion around coding.” 

“And some don’t know what ICF is.” 

“To get a grip of the ICF might cost a lot of time.” 

 

 

5.2.3. The New World Kirkpatrick Model Level 3: Behavior 
 

Overall, 41% of the statements described the differences in the participant´s behavior after ICF 
learning (Figure 5). In this Level the learners have started to properly utilize what they have learned. 
The statements including the use of ICF on interprofessional collaboration in practical work, such as 
client situations, documentation, goal setting and communication were classified into this category. 

Examples of the statements are: 

“ICF information should be brought into a practical level.” 

“It takes a while before everyone wants to start working with it.” 

“The time you have should be spent more on the patient than on filling in the ICF chart. 
This would take away the focus of the treatment.” 

 

5.2.4. The New World Kirkpatrick Model Level 4: Results 
 

Overall, 24 % of the statements were classified as a Result (Figure 5). One of the focus group 
questions discussed was “How to use ICF in the future?”. Results can be seen as a leading indicators 
and desired outcomes based on Kirkpatrick and Kirkpatrick (2016, 11, figure 2-1). In the ICF focus 
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groups data analyses the following statements described the results or benefits of the use of ICF or 
interprofessional collaboration and were classified into this category. 

Here are some examples of the statements: 

“We need a decision that this will be the framework” 

“We need a continuum, what ICF issues are good to study in the early stages of studies, 
what in the middle phase and in the advanced stage.” 

“The implementation of ICF is an initiative of the medical management in order to have a 
solid and understandable structured system.” 

 

 

6. Discussion 
 

6.1. Perceptions and experiences 
 

The ICF focus groups were organised in the INPRO project to discover the perceptions and 
experiences of HEI lecturers and professionals about the ICF. The assumption was that all the focus 
groups participants had some knowledge about ICF, whether they had gained the information from 
formal or informal sources. Kirkpatrick & Kirkpatrick (2016, 5) mentions three reasons for evaluating 
training programs: to improve the program, to maximize transfer of learning and to demonstrate the 
value of training. All these three viewpoints were reasons for organizing ICF focus groups. Firstly, the 
focus groups were supposed to give understanding how ICF is perceived and experienced in the 
participants´ organizations. Secondly, they were planned to give information on how ICF skills are 
used in practice. And thirdly, they supposed to give answers on how to improve ICF education in HEI 
or clinical practice. 

The Grounded theory driven data analysis was chosen to categorize the challenges and needs of 
learning and using ICF in interprofessional practice. The New World Kirkpatrick Model (Kirkpatrick & 
Kirkpatrick, 2016) was used to categorise the statements. Even though the participants of the focus 
groups were not trained in one specific training program of ICF, but rather gained their ICF 
knowledge through different kinds of formal and informal learning situations, the New World 
Kirkpatrick Model was used because the focus of learning was the same: the use of ICF in 
interprofessional practice. 

There were relatively few reactions, but they were mainly negative or questioning. The reactions 
given were used to explain reasons for avoiding using the ICF. It seemed that these negative 
reactions raise from insufficient knowledge of the ICF framework or uncertainty of what 
opportunities ICF can offer. The engagement and relevance of the ICF was not aware. 

Based on the New World Kirkpatrick Model, the primary goal of all learning is at the Level 4, 
(Results). It does not focus on small individual areas of learning but rather on productive 
organizational effectiveness and can be related to the delivery of a product or service to the 
marketplace. It can take months or years to manifest this level. It is a culmination of countless efforts 
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of people, departments, and environmental factors. (Kirkpatrick & Kirkpatrick, 2016, 12.) In our data, 
one fourth of statements was in this Level. We believe that ICF education should also aim for 
sustainable results at the organisational level. 

Based on our literature search, during the last 15 years several studies focusing on interprofessional 
learning / education in social and healthcare have used the Kirkpatrick model as a framework or as 
an analysing structure of the search terms “Kirkpatrick & health & education”. These studies show 
that typical educational outcomes are often on Level 1 (Reaction) or Level 2 (Learning) whereas 
positive outcomes related to the Level 3 (Behavior) or Level 4 (Result) seem to be less.  

Examples of this trend can be recognized e.g., in a scoping review of interprofessional education to 
chronic illness for health professional (McCabe et al., 2021), the review of using information and 
communications technologies in the delivery of interprofessional education (Curran et al., 2015) and 
a focused review about the components of interprofessional education programs in neonatal 
medicine (Parmekar et al., 2022). The same issue can be recognized in the online MOOC course “Take 
the Lead of Healthcare Quality Improvement”, which leaves the Level 4 out from the study model 
and evaluation procedure (Reese et al., 2021). 

However, in our study we found a slightly different result from the literature. We found that 65% of 
the statements was in the Levels 3 and 4. However, there were differences between the countries. In 
relation to the total number of the statements, Austria had the highest number of reactions (18%), 
but also the lowest number of Level 3 (Behavior) and 4 (Result) statements (56%). In other countries, 
the number of Level 1 (Reactions) ranged from 5−9% and the number of Level 3 and 4 statements 
ranged from 66−70% (see Figure 7). In this context, we cannot analyse the cause of these differences. 
They may also be due to the way the focus groups are conducted, such as the number of participants 
or the accuracy of the records. However, we recommend that  it would be good to focus on Levels 3 
and 4 in the future development of ICF education and clinical practice.  

Previous studies support this recommendation. Focusing on the Levels 3 and 4 will be needed more 
in the future in the field of interprofessional education (Thristlethwaite et al., 2016). Focusing Level 
3would lead to improving collaboration and quality of care (Topperzier et al., 2019). However, the 
Levels 3 and 4 cannot be reached only by developing educational modules and clarifying educational 
outcomes. Support for behavior change in the organisation and willingness of social and healthcare 
professionals to apply learned skills and knowledge are vital and can take place on working 
placements only (Topperzier et al., 2019). In order to measure the Level 4 outcomes, longitudinal 
studies might be needed for finding out learning persistence and clinical level behavioral chance 
(Reese et al., 2021). 

Mann et al. (2009) conducted a mixed method study of 411 healthcare professionals working with 
cancer patients and taking part in an interprofessional intervention with 10 offered educational 
modules. In the post educational questionnaire, the participants were asked to consider what kind of 
changes they intended to take place after education. The results of the evaluation were analysed 
using the Kirkpatrick levels of educational outcomes. Participants were satisfied with the education 
and agreed that the modules led to the acquisition and enhancement of knowledge and skills, 
producing excellent results of Level 1 and 2 outcomes in clinical practice. Reported changes in Level 
3, Behavior, were more common for interprofessional collaboration, but rarer for clinical practice. 
Overall, the participants reported more changes at an individual level than on an institutional level. 
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Changes reported in the follow-up evaluation were remarkably higher than the intended or 
considered changes described immediately after the education. (Mann et al. 2009.) This leads us to a 
conclusion that the evaluation must be carried out in the long term.  

The factors influencing change after education, both in clinical practice and in interprofessional 
collaboration, are versatile and should be considered when developing education and clinical use of 
the ICF (Mann et al. 2009; Thristlethwaite et al., 2016; Topperzier et al., 2019). The results of the 
Mann et al. (2009) study pointed out that time and workload seem to be the most common barriers 
to change in both clinical practice and in interprofessional interactions. Another barrier is resistance 
from other team members, especially those who did not attend the education at all. Similar 
statements were also expressed in this study. It is important to commit to change, which could be 
supported, for example, through change-strategies, follow-up questionnaires and reminders. If the 
professionals are unclear about how to apply new learning immediately after an education, they may 
just need time in practice to enable assimilation. Feeling supported and encouraged by other team 
members and especially by managers, is a strong positive factor. (Mann et al. 2009.) 

Ther are some limitations on the analysis. Statements may be comments by individuals - no synthesis 
of the focus group as expected. In addition, statements were partly disconnected. It was difficult to 
know if statements were meant as a proposal or a decision. One challenge of the analysis was that 
the focus group discussions were conducted in different ways in different countries and that the 
reporting did not follow the instructions given. Thus, it is good to keep the results as indicative and 
each country should analyse the results based on its own experience.  

This study is a good example for ICF users, such as universities and work field, of how the perceptions 
and experiences of ICF users can be taken into account when promoting the use of ICF. This approach 
can also be applied more widely to countries other than those in the project, as the ICF is a universal 
common approach and language. 

The practical benefits of the study can be seen in two different ways. Firstly, In the INPRO project, 
the results of national focus groups were utilised when developing and implementing the ICF-based 
materials. Secondly, this summary of the results of the focus groups carried out in different countries 
shows the importance to keep the focus on the Levels 3 (Behavior) and 4 (Result) when developing 
the use of the ICF. In addition, by using the New World Kirkpatric Model, enthusiasm to use ICF or 
reasons not to use ICF can be identified (Level 1). The statements indicating understanding ICF as a 
concept and knowing the structure (Level 2) expressed the level of ICF knowledge. One way to 
overcome the lack of knowledge is to develop ICF education in HEIs and training in clinical work, as 
was done during the INPRO project. The ICF-based tools and practices and ICF education material 
developed in INPRO can be found from INPRO webpage (https://www.inproproject.eu/intranet/). It 
is important to understand the ICF framework and keep focus on interprofessional and the person-
centred use of the ICF.  

 

 

https://www.inproproject.eu/intranet/
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6.2. Tips for successful learning processes of the ICF 
education and clinical practice 

 

ICF education has been developed in many studies, from which tips can be taken to promote the use 
of the ICF. That includes Learning (Level 2), how to properly utilize what they have learned (Behavior, 
Level 3) or use of ICF in interprofessional collaboration in organization as a Result (Level 4). The guide 
of Scholten et al. (2021) offers twelve integrated practical tips to help health and social care 
educators embed the ICF throughout the curriculum with a view to supporting student learning and 
ultimately interprofessional and inclusive practice. Moran et al. (2020,7) presented learning activities 
based on the MAGPIE (Meet, Assess, Goal-Set, Plan, Implement and Evaluate) model including 
relevant examples of learning activities for tutorial or practice locations. Nguyen et al (2016) 
developed a new graduate-level course using the ICF to assist health professionals and graduate 
trainees in rehabilitation. The innovation behind this course is its focus on application of the ICF in 
research and practice through a combination of peer support and instructor mentorship. The format 
of the online resource allows for updating of information, and feedback on the utilisation of the 
software has been used to enhance the student experience. The key issues for the development of 
online resource were accessibility for students and staff, alignment with the adopted educational 
approach, consultation with all disciplines, and ease of modification of information and format once 
published (Jones 2011). 

A strong foundation in the principles exemplified by the ICF may encourage involvement 
interprofessional collaboration and healthcare (Allan et al, 2006). Implementation of ICF-based 
practices also contributed to a more positive organizational culture (Wong et al, 2023). It is noted 
that clinical reasoning only appears to occur once the student has applied the framework to 
assessment in a real situation (Jelsma & Scott 2011). A well-structured training programme can bring 
about a change in behaviour, which is reflected in a more comprehensive record of patient care 
(Sagahutu et al. 2020). An ICF informed practice model is proposed to overcome the potential 
barriers of use such as lack of philosophical grounding, developmental and operational directives, 
and evaluation methods (Dufour & Lucy, 2010).  

Tips for successful learning processes toward to the New World Kirkpatrick Model Level 4 and 
sustainable future of the ICF education and implementation. Curran et al (2015) presented a 
modified typology of outcomes with concrete definitions of the levels, that have been originally 
described by Barr et al. 2005 in a book of Effective interprofessional education, 2005:  

1. Reaction = satisfaction to the education 
2. Learning = modification of attitudes / acquisition of new skills and knowledge  
3. Behavior = behavioral change in practice 
4. Results = change in organizational practice and benefits to patients 

The Kirkpatrick´s Four Levels of Training Evaluation –publication (2016) includes a few case studies 
describing successful training protocols used in organizations for successfully reaching Level 4 
outcomes.  

One of the most important factors for an education success is management´s active commitment to 
the usefulness of the training. A policy statement set by the management of the organization may 
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play an important role in engaging employees to an education. If this policy statement indicates level 
4 objectives, including an improved profile or status of the organization gained through education 
and improved client satisfaction, it will motivate the employees (Kirkpatrick & Kirkpatrick, 2016, 168, 
188, 203). 

The use of carefully planned engagement tools and evaluation methods seem to have an important 
role in engaging participants to training. Participant´s booking form including individual learning goals 
and engagement as well as manager´s reasons for supporting the employee with learning is one of 
the tools used prior to the learning program. Concrete learning goals set both on individual level and 
on organizational level can have a significant role motivating for training (Kirkpatrick & Kirkpatrick, 
2016, 159−161). 

The success of an education program can be related to consistent support and targeted evaluation. 
The guiding self-evaluation questions during a training could include questions like: “As a result of 
what I´ve learned today, what do I need to start doing?” One of the key elements measuring positive 
behavioural change can be the questions asked by the manager after several months of the 
education could be: “What is different now in the way you are working / communicating compared 
to before the education program?” (Kirkpatrick & Kirkpatrick, 2016,207−210). 

The cases highlight recommendations to succeed in education programs. The importance of pre-
meetings between the manager and employees is one of the recommendations. If this is lacking, the 
participants do not understand the value of the training for the organization and the stakeholders. 
Another recommendation is that the managers should be prepared to organize coaching sessions 
and on-the-job support after the training. These could be carried out as informal chats, formal team 
interviews and monitoring sessions to encourage the employees to use both the new skills and 
knowledge in their daily work (Kirkpatrick & Kirkpatrick, 2016, 216). 

 

7. Conclusion 
To  

There was a general trend in the Focus groups' discussions, but there were significant differences 
between countries. In order to develop the use of the ICF, perceptions and practices should be 
examined and developed at national level.  

Reactions were relatively few and mainly negative. Participants were not engaged in using the ICF 
because the unawareness of the relevance of the ICF. A change of attitude and the client-centred and 
interprofessional use of ICF from management to the individual professional is important both in 
HEIs and clinical practice. 

However, outcomes related to the Level 3 (Behavior), or Level 4 (Result) is important. Therefore, it is 
positive that more than 65% of the statements in the focus groups fell into Levels 3 and 4, which is 
higher than in previous literature. On-the-job learning is needed to transfer interprofessional skills 
and learning into practice. Focusing more on Level 3 (Behavior) would lead to improving 
collaboration and quality of care. Level 4 (Result) should be the primary goal of all learning on the 
New World Kirkpatrick Model. It must be supported so that the focus is not on small individual areas 
of learning but rather on productive and sustainable results at the organisational level. 
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Appendix 1. ICF Needs workshop invitation letter 
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Appendix 2. ICF Needs workshop instructions 
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Appendix 3. ICF Needs workshop data collection template 
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Appendix 4. An example analysis sheet.  

 


	Table of Contents
	1. Introduction
	2. The aim of the ICF focus groups
	3. Methods
	3.1. Data collection
	3.2. Data analysis

	4. Implementation of the focus groups
	4.1. Participants of the focus groups
	4.2. Focus group in Austria
	4.3. Focus group in Belgium
	4.4. Focus group in Finland
	4.5. Focus group in the Netherlands

	5. Results
	5.1. Description of focus group materials
	5.2. Analysis based on Kirkpatrick levels
	5.2.1. The New World Kirkpatrick Model Level 1: Reaction
	5.2.2. The New World Kirkpatrick Model Level 2: Learning.
	5.2.3. The New World Kirkpatrick Model Level 3: Behavior
	5.2.4. The New World Kirkpatrick Model Level 4: Results


	6. Discussion
	6.1. Perceptions and experiences
	6.2. Tips for successful learning processes of the ICF education and clinical practice

	7. Conclusion
	References
	Appendices

