independence’), in about 3% in the outdoor gait and even
more than 30% in the gait wicthin the home. This is
another example of how dividing the two categories of
independence helps provide deeper insights into che real
state of acuvity in different groups of people.

These facts show that the division of these two levels of
independence is well supported and justified by statis-
tical evidence.

Among existing evaluarion tools only the Nottingham
Extended ADL index (Nouri and Lincoln, 1987) makes a
distinction berween ‘alone easily’ and ‘with difficulty’
(corresponding to Qualifiers 0 and 1 in our study), and
between ‘with help alone’ (Qualifiers 2 and 3 in our
study) and ‘not at all’ (Qualifier 4 in our study). This is,
however, rather exceptional and difficult to find else-
where.

‘Complete limitation’ and ‘No performance’

A sharp difference, in the ‘Needing care’ group, in
Qualifier 4 (‘No performance’) between the first three
groups (Help, Care 1 and Care 2) and the later three
groups (Care 3—Care 5), both in the outdoor gait and gait
within the home was observed. This was in contrast with
Qualifier 3, ‘Complete limitation’ that increased steadily
as Grade of needed care increased. This could be
considered that, as the results for Qualifier 3 reflected
age and degree of disability, those for Qualifier 4 were
presumably influenced by factors other than these. More
specifically, many of those with Care needs 3 and over
were institutionalized and limitations over their activities
were more or less imposed irrespective of their real
capabilitv.

These facts show that the distinction between Qualifiers
3 and 4 1s meaningful and well founded.

‘Full participation’ and ‘Partial participation’
A phenomenon of ‘neutralization’ in recreation and
leisure and work and emplovment was found. This shows
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the importance of the distinction between the two levels
of participation for sensitive detection of milder partici-
pation restriction.

Conclusion

The criteria for qualifiers of activity and participation in
ICF designed bv the Japanese ICF Commitiee are
operationally defined and clear enough to avoid any
misunderstanding. This study is based on the results of
population surveys on a large scale and offers a good
support for the relevance of the Provisional Criteria.
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