
Keyvan1968@gmail.com
Tel:021-66701553
Fax:021-66714901

بهداشت دوره سالمندي

دكتر كيوان دواتگران
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كه چون است با پيريت زندگاني؟جواني چنين گفت روزي به پيري

كه معنيش جز وقت پيري ندانيبگفت اندرين نامه حرفي است مبهم
)پروين(
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سال آينده  50هرم جمعيت در 
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The Aging Population
 Dramatic increases in aging 

population  from 1996 to 
projected 2025
Age 60 – 64

 1996: 70 million

 2025: > 100 million

Age > 80
 1996: 30 million

 2025: 80 million
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Population Pyramid
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پس از پنجه نباشد تن درستي •

بصر كندي پذيرد پاي سستي 

چو شصت آمد نشست آمد پديدار•

 

به هشتاد و نود چون در رسيدي •

بسا سختي كه از گيتي كشيدي

از آن جا گر به صد منزل رساني •

بود مرگي بصورت زندگاني
1/29/2014 7Dr.Davatgaran



1375سرشماري بر اساس  سال 60جمعيت بالاي  نسبت
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Presenter
Presentation Notes
 همانند کل جهان ، جمعيت سالمند کشور ما نيز رو به افزايش است. در اين اسلايد رنگ قرمز نشان دهنده مناطقي است كه در سال 1375در صد جمعيت سالمند آنها  بين 8 تا 7/8 بوده است..



)Life Expectancy(اميد به زندگي

متوسط سالهايي كه انتظار ميرود كه يك •
.گروه سني زندگي كنند

average number of years of 
life remaining at a given age.
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ت سواد سالمندان كشوريوضع

95

4.8
0.2

39

11

50

بيسواد
خواندن و نوشتن
زنان روستاييمتوسطه و بالاتر مردان شهری

1/29/2014 10Dr.Davatgaran



نيازهاي سالمندان نسبت

4.8

64

53.7

14.4

6.27.8

32.8

9.8

19.8

9.6

26.6
21.2

60.6
66.8

درآمد بهداشت و
سلامت

مسكن حمل و نقل حل تضادهاي
خانوادگي

رفع تنهايي مشكل پذيرش
اجتماعي

مرد زن
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Growing up gracefully
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ساله                   60-69وضعيت سلامت سالمندان

0.13

8.5
4.2

12.3
8.68.15.8

12.5

35

0.93.33.755.75.88.1
13.7

15

36.8

قلب و
عروق

سرطان حوادث غير
عمدي

چشم اختلالت
رواني

غدد و
تغذيه

تنفسي اسكلتي
عضلاني

گوارشي حوادث
عمدي

مرد 1/29/2014زن ١٣Dr.Davatgaran



سال و بالاتر  70وضعيت سلامت سالمندان 
  

0.62.23.43.66.56.35.68.4
10

51.3

0.92.42.82.8

50.2

3.66.26.59.6
14.2

قلبي
عروقي

سرطانها حواث
غيرعمدي

چشم تنفسي رواني اسكلتي غددوتغذيه گوارشي عفوني

زن مرد
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what goes around comes around 

به پيري كه كمانت به چند؟گفتره نيشخندتازه جواني ز

چرخ تورا نيز دهد رايگانپير بخنديد و بگفت اي جوان
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برخي اختلالات شايع سالمندان 

14
21.2

24.7
27.4
29.7

33.6
35.4

48
53.2

65.9

سوزش ادرار

يبوست

أنژين صدري

اختلال شنوايي

تكرر ادرار

فشار خون بالا

سرگيجه

اختلال حركتي

اختلال بينايي

عدم تعادل
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70,495,782 :85جمعيت كل كشور در سال •

5,121,043  85 :جمعيت سالمند كشور در سال•

: تعداد افراد داراي يك معلوليت يا بيشتر در استان تهران•
نفر151899

نفر 1891 :ساله و بيشتر در استان تهران 100تعداد افراد •

نفر 1138 :ساله و بيشتر در شهر تهران 100تعداد افراد •
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استان تهران:

 13,422,366:جمعيتكل•
 973,183:جمعيت سالمند•
385,200: بدون كارداراى درآمد جمعيت سالمند•

شهر تهران:

 7,975,679:جمعيتكل•
686,431:جمعيت سالمند•
8.6: درصد سالمندي•
293,815: بدون كارداراى درآمد جمعيت سالمند•
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گروههاي سني سالمندان تهراني كه به  
صورت انفرادي زندگي مي كنند 

تعداد سالمندان گروههاي سني
۶۴-۶٠١۴۵۶١
۶٩-۶۵١٨٢١٧
٧۴-٧٠٢٢٠۴٣
٣۴۶٨۵به بالا ٧۵

٨٩۵٠۶جمع
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پيري جمعيت اولين رويداد موفقيت 
آميز براي توسعه سياست هاي 

اجتماعي و اقتصادي , بهداشتي
.است

گروهارلم براندتلند
1999دبير كل سازمان جهاني بهداشت سال 
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برنامه سلامت سالمندان

ارايه مراقبت هاي ادغام يافته آموزش شيوه زندگی سالم

پرسنل 
بهداشتی درمانی مديريت ادغام يافته سالمندان

ناخوشی های سالمند
مراقبت از سالمند به 

ظاهر سالم

غربالگری

جامعه

سالم 

واكسيناسيونبيمار

خدمات درماني 

تربيت
نيروي انساني    

شبيمه 1/29/2014 ٢١Dr.Davatgaran
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Geriatrics
• A branch of medicine which deals with the clinical, 

rehabilitative (remedial), psycho-social and preventive 
aspects of illness in elderly people. 

Gerontology 
• The scientific approach to all aspects of ageing (health, 

sociological, economic, behavioral, environmental) (WHO 
Chronicle 1974;28:487-494)

Definitions
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Icons of Gerontology and Geriatrics
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Goals of Geriatric Medicine

• The goal of geriatric medicine is to maximize the 
positive aspects of ageing. The compression of 
morbidity therefore is a major goal of geriatrics, 
which can be achieved by delaying the onset of 
chronic disease and maximizing function despite 
that disease. 
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The Story of Life: a Postcard 
from 19th Century Germany 

*Courtesy of Elizabeth Barrett-Connor
1/29/2014 27Dr.Davatgaran



• Fewer births

• More survivors of infancy

• Decreased mortality in adult

• Health improvement

Why Ageing? Trends in birth rates
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How does Frailty happen?
• Virtually before our eyes.

• Family care givers are so concerned about the 
“Big Staff”-cancer, MI, Stroke- and overlook the 
less obvious: loss of appetite, ADL, Depression.

• Since Frailty is not a disease, it can slip through 
the cracks.
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Approach to Illness in the Older Patient
• In older adults, the 

presenting problem is just the 
“tip of the iceberg” of a 
pathological process, which 
takes careful diagnostic 
assessment to uncover.  

• For example, a certain 
elderly patient is having 
recurrent falls.  Why?

1/29/2014 31Dr.Davatgaran



Approach to Illness in the Older Patient
• After some history taking and some 

simple laboratory tests, you find this 
patient has exercise induced 
hypoxia. 

• And why the hypoxia?  Because of the 
true but hidden diagnosis of 
Congestive Heart Failure that had 
not been diagnosed by anyone 
previously and, now requires 
treatment.

• And just where did that ice-berg come 
from (i.e.. Why are they in failure 
now?  How much is reversible?)?
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• Their history:
• “giants”
• “silent”
• “atypical”

Illness in old age often presents atypically, or is 
often masked. This is determined by change in 
function, not by change in parameters such as 
cardiac index, serum level of creatinine. For 
example: 

Silent MI or Urinary Tract Infection  presenting as 
confusion

1/29/2014 33Dr.Davatgaran

Presenter
Presentation Notes
Atypical disease presentation, or formerly so called silent presentation means that diseases do not present themselves the way they express in younger adults. This statement is contradictionary since atypical presentation is typical in frail persons.
The response to theatypical presentation should be: this patient is real sick. Since the one disease one system approach does not work in delirium, the patient should be examined completely, including the nervous system. The prognosis is determined by change in function, not by change in parameters such as cardiac index, serum level of 	creatinine.




Who do we see?
Geriatric Syndromes

• Confusion
• Falls
• Delirium
• Immobility
• Incontinence
• Pressure ulcers
• Social breakdown
• Loss of independence
• Depression
• Multiple medical problems and medications
• Elder abuse

٣٤1/29/2014 34Dr.Davatgaran



The Giants of Geriatrics
The Big Three ‘I’s

• Intellectual failure
• Instability and immobility
• Incontinence
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“How old would you be if you didn’t 
know how old you were?”

Satchel Paige

Age is just a number
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Fitness and Frailty

BA

BA=Biological Age         CA=Chronological Age

CA

Frailty

Fitness
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Presenter
Presentation Notes
Case A and B : both are 77 years old.
PBA for case A is 8 and for B is 66.
So A has 9 years of relative frailty and B has 11 years of relative fitness.



Fitness and Frailty

BA

CA

BA (Biological Age) > CA (Chronological Age)

Frail Elderly
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Fitness and Frailty

BA

CA

BA (Biological Age) < CA (Chronological Age)

Fit Elderly
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CGA: Structure & Setting

• Comprehensive geriatric assessment may be 
done in:
• Acute care,
• Psychiatric, or rehabilitation hospitals,
• Nursing homes, 
• Outpatient or freestanding clinics, the offices of 

primary care physicians, or 
• In the patient's home. 

1/29/2014 44Dr.Davatgaran

Presenter
Presentation Notes
Comprehensive geriatric assessment may be done in many institutional settings, including acute care, psychiatric, or rehabilitation hospitals and nursing homes, and in ambulatory settings, including outpatient or freestanding clinics, the offices of primary care physicians, or in the patient's home. 



The Multi-disciplinary Geriatric Team

• Core Members:
• A geriatrician or expert 

internist (Head of Team)

• Nurse (Coordinator)

• Social Worker
• PT
• OT
• GP
• Dietician 

• Supporting Members:
• Speech Therapist
• Psycho-geriatrician
• Clinical psychologist
• Cardiologist
• Neurologist
• Psychiatrist
• Clinical Psychologist
• Ophthalmologist
• Orthopedist
• Physiatrist
• ENT Specialist
• Gynecologist
• Urologist
• Rheumatologist
• Endocrinologist 
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Geriatrics
• A branch of medicine which deals with the clinical, 

rehabilitative (remedial), psycho-social and preventive 
aspects of illness in elderly people. 

Gerontology
• The scientific approach to all aspects of ageing (health, 

sociological, economic, behavioral, environmental) (WHO 
Chronicle 1974;28:487-494)

Definitions
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Icons of Gerontology and Geriatrics
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Goals of Geriatric Medicine
• The goal of geriatric medicine is to maximize the positive aspects of ageing. The 

compression of morbidity therefore is a major goal of geriatrics, which can be achieved 
by delaying the onset of chronic disease and maximizing function despite that disease. 

• To avoid entry (or re-entry) into hospital of a frail older person, or to simply improve 
their quality of life by paying attention to matters that have been neglected by others, 
a Comprehensive Geriatric Assessment can prove very helpful

• It differs from the conventional medical assessment by its attention to many 
different functional and cognitive domains, as well as  attention to preventative health 
and the current socio-environmental situation.

• The focus is on function, not cure alone.
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Important Concepts in Aged Care
• To keep the elderly in their own homes for as long as 

possible with appropriate support for themselves and 
their caregivers.

• To provide appropriate continuity of care from the acute 
hospital setting through to the community setting.

• To develop a wide range of options providing help and 
support to the elderly.

• To increase links between those services involved in care 
for the aged and disabled.

• To provide appropriate Assessment, Diagnosis , 
Treatment & Rehabilitation
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What do we do?

• Clinical care
• Outpatient Clinics
• Hospital
• Retirement and nursing homes
• Usually over 60, but not exclusively

• Research
• Education
• Advocacy
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Summary

• Ageing is a (the) major human achievement of the 20th century

• Iran is turning to an Ageing society

• The focus of geriatric medicine is on functional independence, 
(not cure only) aims to improve quality of life.

• CGA is usually initiated by a referral system

• Conducted by a core team and holistic approch 

• The r ight service at the r ight time in the r ight place
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Rehabilitation
is the multi- and interdisciplinary patient-
oriented management of
functioning and health of people with a 
condition
2 1/29/2014 52Dr.Davatgaran



STATE 
WELFARE 

ORGANIZATION

DEPUTY OF 
REHABILI-

TATION  
AND 

PREVENTION 
OF  

DISABILITIES

3

Models for Disablement Process
[ ICIDH of WHO – 1980 ]

Disease : Cellular Level
Impairment : Tissue , Organ , 

System Level
Disability : Personal Level
Handicap : Social , Environmental 

Level
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ICIDH - 1980
Impairment…any loss or abnormality of psychological, 

physiological, or anatomical structure or function

Disability … any restriction or lack (resulting from an impairment) 
of ability to perform an activity in the manner or within the range 
considered normal for a human being

Handicap…a disadvantage for a given individual, resulting from an 
impairment or a disability, that limits or prevents the fulfillment of a 
role that is normal (depending on age, sex, and social and cultural 
factors), for that individual

Disease or disorder

1/29/2014 54Dr.Davatgaran

Presenter
Presentation Notes
Just as the debate between the medical and social model of disability was beginning in the late 1970’s, the World Health Organisation decided that it needed to supplement its mortality and morbidity classification tool – the International Statistical Classification of Diseases and Related Health Problems, or ICD – with another classification of the ‘consequences of diseases’. The International Classification of Impairments, Disabilities and Handicaps, or ICIDH, was the result. 

The guiding principle behind the ICIDH was that ‘disability’ is not one but three related phenomena. The authors used ‘impairment’ for the biomedical level in which there is an observable loss or abnormality of body function or structure. They turned to the English word ‘handicap’ to identify the disadvantage that a person with a disability might experience in fulfilling basic social roles. And, finally, they decided to use the term ‘disability’ itself for the intermediate level in which an impairment affects the ability of a person to perform activities and tasks. 

But, did the ICIDH follow the medical or the social model of disability? It was not clear. On the one hand, ICIDH says that handicaps are primarily caused by social reaction to people with disabilities, the key element of the social model. On the other hand, ICIDH suggests a linear model in which diseases cause impairments, which in turn cause disabilities and handicaps, suggesting that all aspects of disability arise from medical conditions, the key element of the medical model.

Despite this confusion, the ICIDH represented a significant advance in the disability debate. The three-part conceptualisation made it possible for data collectors, policy analysts, and researchers to clearly identify which aspect of disability they were interested in, and which they were not. The ICIDH also captured the insight that disability must ultimately be view in the light of the whole environment.




STATE 
WELFARE 

ORGANIZATION

DEPUTY OF 
REHABILI-

TATION  
AND 

PREVENTION 
OF  

DISABILITIES

4

3 Models of 
Health:

Bio-medical:
Disease / Disorder

Behavioural: 
Smoking,Eating habit,Inactivity

Socio-environmental: 
Poverty,Unemployment,Powerless
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STATE 
WELFARE 

ORGANIZATION

DEPUTY OF 
REHABILI-

TATION  
AND 

PREVENTION 
OF  

DISABILITIES

5

Cardiovascular 
Disease:

Bio-medical:

Hyper tension,

Hyper Cholestrolemia

Behavioural: 
Life Style

Socio-environmental: 
Living and Working Condition
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STATE 
WELFARE 

ORGANIZATION

DEPUTY OF 
REHABILI-

TATION  
AND 

PREVENTION 
OF  

DISABILITIES

6

Cardiovascular 
Disease:

Bio-medical:
Treatment/ Drugs

Behavioural: 
Health Education

Socio-environmental:
Advocacy,Policy

Change,Community Mobilization
1/29/2014 57Dr.Davatgaran



The Nagi’s Model of Disablement :

Pathology

Disruption of 
cellular 
processes and/or
homeostasis

Impairment

Loss or abnormality 
at
tissue, organ or body 
system level

Functional 
Limitations

Restriction in 
performance at 
the 
level of the
whole person

Disability

Inability to 
achieve
personal roles
including self-
care,
social, 
occupational and
recreational

Rehabilitation is the Mirror Image of Disablement:

Health /
Prevention

Absence of disease
An active mechanism
that limits future 
Disability , also 
adaptive neural 
mechanisms that 
support recovery

Resources

Physical and cognitive
mechanisms, including 
musculoskeletal 
Linkages , control 
of basic movement 
types, ability to plan

Skills

Ability to achieve 
A meaningful 
goal 
With consistency, 
flexibility
and efficiency

Personal
Roles

Ability to 
accomplish 
necessary and 
desired roles 
including
self-care, social, 
occupational and
recreational8 1/29/2014 58Dr.Davatgaran
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Health condition
(disease, trauma)

Environmental 
factors

Personal 
factors

Contextual factors

Activity
Body function

and body 
structure

Participation

The biopsychosocial model of
functioning and disability
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Body Function & Structure

• Body functions are physiological functions of body 
systems, including psychological functions

• Body structures are anatomical parts of the body, 
such as organs, limbs and their components

• Impairments
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Activity & Participation

• Activity is the execution of a task or action by an 
individual. It represents the individual perspective of 
functioning.

• Participation is involvement in a life situation. It represents 
the societal perspective of functioning.

Activity limitations

Participation restrictions
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Environmental Factors

• Environmental factors make up the physical, 
social and attitudinal environment in which people 
live and conduct their lives

• Environmental factors are external to 
individuals and can have positive (facilitator) or 
negative (barrier) influence on the individual
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Personal Factors

• e.g. gender, age, 
race, fitness, 
lifestyle, habits, 
social background, 
other health 
conditions …

19 1/29/2014 64Dr.Davatgaran



International Classification of Functioning , 
Disability and Health – ICF

( WHO , 2001 )

Body
Structure

And
Function

Activities Participation

Cell, Tissue, Organ
& System Levels

Individual
(personal) 

Level

Societal
Level

+ Structural / Functional
Integrity

- Impairment

Disability

Activity
Limitation

Participation
Restriction
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ICF
( WHO , 2001 )

Body
Structure

And
Function

Activities &
Participation

Cell, Tissue, Organ
& System Levels

Individual
(personal)&Societal 

Level

+ Structural / Functional
Integrity

- Impairment

* Barrier
* Facilitator

Disability
Activity

Limitation
Participation

Restriction

Dr.Davatgaran

Environment

* Capacity Internal Disability

* Performance Actual Disability
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Rehabilitation
=
Management of 
functioning and health
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Enabling-disabling Process

Enabling-disabling as 
basis of rehabilitation 23 1/29/2014 68Dr.Davatgaran
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STATE 
WELFARE 

ORGANIZATION

DEPUTY OF 
REHABILI-

TATION  
AND 

PREVENTION 
OF  

DISABILITIES

25

providing a comprehensive set of support 
measures at different levels to compensate for 
the impairment, Activity limitation and 
Participation Restriction so that it doesn’t 
become a disability, avoid exclusion.
Goals of Disability Policy
1. Equality of Opportunity
2. Full Participation
3. Independent Living
4. Economic Self-Sufficiency

Disability Policy
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STATE 
WELFARE 

ORGANIZATION

DEPUTY OF 
REHABILI-

TATION  
AND 

PREVENTION 
OF  

DISABILITIES

26

THE THREE MAJOR AREAS
IN

HEALTH PROMOTION

Health Domain

Enabling the 
Environment

Empowering 
the Person
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STATE 
WELFARE 

ORGANIZATION

DEPUTY OF 
REHABILI-

TATION  
AND 

PREVENTION 
OF  

DISABILITIES

27

providing a comprehensive set of support 
measures at different levels to compensate for 
the impairment, Activity limitation and 
Participation Restriction so that it doesn’t 
become a disability, avoid exclusion.
Goals of Disability Policy
1. Equality of Opportunity
2. Full Participation
3. Independent Living
4. Economic Self-Sufficiency

Disability Policy
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STATE 
WELFARE 

ORGANIZATION

DEPUTY OF 
REHABILI-

TATION  
AND 

PREVENTION 
OF  

DISABILITIES

28

Rehabilitation
means a goal-oriented and time-limited

process aimed at enabling an 
impaired person to reach an optimum 
mental, physical and/or social functional 
level, thus providing her or him with the 
tools to change her or his own life. It 
can involve measures intended to 
compensate for a loss of function or a 
functional limitation (for example by 
technical aids) and other measures 
intended to facilitate social adjustment or 
re-adjustment.
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Health condition
(disease, trauma)

Environment
al factors

Personal 
factors

Contextual factors

ActivityBody function
and body 
structure

Participation

The integrative model of functioning and 
disability
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بر مبناي مدل پزشكي از توانبخشي همه گزينه   -
هاي زير صحيح است، بجز:

.سلامتي به معناي عدم بيماري است) الف•
.ناتواني جنبه فردي دارد) ب•
ناتواني نمود بيروني آسيب، اختلال، و يا بيماري است  ) ج•

.   زماني كه  فرد در محيط  قرار مي گيرد
تمركز اين مدل  بر درمان آسيب، اختلال، و يا بيماري  ) د•

.مي باشد

آزمون
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در مورد ارتباط ميان ناتواني و وضعيت سلامتي كدام  -
عبارت صحيح است؟ 

. شدت و ماهيت ناتواني  لزوما متناسب با شدت اختلال است) الف
در دو شدت متفاوت از اختلال، ماهيت و شدت ناتواني مي ) ب

.تواند يكسان باشد
در صورتي كه سطح اختلال در يك فرد با گذشت زمان تغييير ) ج

.نكند، شدت و ماهيت ناتواني وي نيز لزوما ثابت باقي خواهد ماند
با اعمال مداخلات درماني، سطح عملكرد فرد تنها در صورتي  ) د

.تغيير خواهد كرد كه سطح اختلال نيز تغيير نمايد

آزمون
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اجتماعي كدام گزينه -رواني-در مورد رويكرد زيستي
صحيح مي باشد؟

.محيط تعيين كننده اصلي عملكرد فرد است) الف
ناتواني به خودي خود مساله ساز نيست، بلكه نگرشها و موانع ) ب

.اجتماعي است كه منجر به ناتواني مي گردند
در اين رويكرد به تمامي عوامل تاثير گذار بر سلامتي و  ) ج

. عملكرد، وزن يكساني داده مي شود

.مي باشد  ICD-10 اين رويكرد مبناي اصلي طبقه بندي) د

آزمون
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اجتماعي از عملكرد و  -رواني-بر مبناي مدل زيستي
:ناتواني

عملكرد و ناتواني نتيجه تعامل ميان فرد و وضعيت  ) الف
.سلامتي وي است

عملكرد و ناتواني نتيجه تعامل ميان فرد و محيط وي ) ب
.است

عملكرد و ناتواني يك اصطلاح كلي است كه عملكرد، ) ج
.ساختارهاي بدن، فعاليت، و مشاركت را در بر مي گيرد

همه موارد فوق) د

آزمون
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در مورد يك بيماري حاد كه در مدت كوتاهي بيمار  
فوت مي كند، كدام يك از سطوح پيشگيري مطرح  

نمي گردد؟ 

سطح اول) الف
سطح دوم ) ب
سطح سوم) ج
سطح دوم و سوم) د

آزمون
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DEPUTY OF 
REHABILI-

TATION  
AND 

PREVENTION 
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عقل با عقل دگر دوتا شود  
نور افزون گشت و ره پيدا شود

 خواب بيداريست چون با دانشست
كه با نادان نشستواي بيداري

  

”حضرت مولانا“
811/29/2014Dr.Davatgaran


	Slide Number 1
	Slide Number 2
	Slide Number 3
	هرم جمعيت در 50 سال آينده 
	The Aging Population
	Population Pyramid
	Slide Number 7
	Slide Number 8
	امید به زندگی(Life Expectancy)
	وضعيت سواد سالمندان کشور
	نسبت نيازهاي سالمندان
	Slide Number 12
	وضعيت سلامت سالمندان69-60 ساله                  �
	وضعيت سلامت سالمندان 70 سال و بالاتر � 
	Slide Number 15
	برخي اختلالات شايع سالمندان 
	Slide Number 17
	Slide Number 18
	گروههاي سني سالمندان تهراني كه به صورت انفرادي زندگي مي كنند 
	پيري جمعيت اولين رويداد موفقيت آميز براي توسعه سياست هاي بهداشتي, اجتماعي و اقتصادي است.��گروهارلم براندتلند�دبير كل سازمان جهاني بهداشت سال 1999
	Slide Number 21
	Slide Number 22
	Definitions
	Slide Number 24
	Goals of Geriatric Medicine
	Slide Number 26
	Slide Number 27
	Slide Number 28
	How does Frailty happen?
	Approach to Illness in the Older Patient
	Approach to Illness in the Older Patient
	Slide Number 33
	Who do we see?�Geriatric Syndromes
	The Giants of Geriatrics�The Big Three ‘I’s
	“How old would you be if you didn’t know how old you were?”
	Fitness and Frailty
	Fitness and Frailty
	Fitness and Frailty
	CGA: Structure & Setting
	The Multi-disciplinary Geriatric Team
	Definitions
	Slide Number 47
	Goals of Geriatric Medicine
	Important Concepts in Aged Care
	What do we do?
	Slide Number 51
	Rehabilitation�is the multi- and interdisciplinary patient-oriented management of�functioning and health of people with a condition
	Slide Number 53
	 ICIDH - 1980
	Slide Number 55
	Slide Number 56
	Slide Number 57
	Slide Number 58
	Slide Number 59
	Slide Number 60
	Body Function & Structure
	Activity & Participation
	Environmental Factors
	Personal Factors
	International Classification of Functioning , �Disability and Health – ICF�( WHO , 2001 )
	ICF�( WHO , 2001 )
	Rehabilitation�=�Management of �functioning and health
	Enabling-disabling Process
	Slide Number 69
	Slide Number 70
	Slide Number 71
	Slide Number 72
	Slide Number 73
	Slide Number 74
	Slide Number 75
	Slide Number 76
	Slide Number 77
	Slide Number 78
	Slide Number 79
	Slide Number 80
	Slide Number 81

