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Outline of 
Presentation

• Learning from our past—response to the ICF
• Important Initiatives in Ageing
• Important Initiatives in Rehabilitation
• Discussion: Harmonization Strategies



The ICF is not embraced by Geriatrics or Gerontology 

How can we communicate with a common language?



Frailty is a 
major focus 
of Geriatric 
care

• Definition-A state of increased vulnerability 
to stressors caused by decreased 
physiological reserves

• Great for risk stratification
• Relevance for rehabilitation

• ability to withstand a stress

• Based on Geriatric Assessment
• Patient and Deficits
• Both major paradigms count deficits

• Frailty Phenotype
• Rockwood Frailty Index



Differentiating 
Frailty from 
Disability

• “If Disability is an outcome 
of choice, then frailty 
instrument should not 
contain ADL items”

• “These concepts are 
insufficiently delimited 
and must be resolved”



Mobility measures as Frailty measures

Can this be an opportunity 
for harmonization?



Another Geriatrics Initiative: The 4Ms of Age-
Friendly Care
www.ihi.org/AgeFriendly



Major Initiatives 
in Rehabilitation

• Research Treatment 
Specification System (RTSS)



Problem with the Black Box

• Lack a standardized way to define and 
describe rehabilitation treatments

• Cannot efficiently communicate the 
elements that produce/do not produce 
therapeutic change – the active ingredients

• Analogous to discussing the efficacy of 
white pills vs. red pills, or of “diabetes 
treatment” vs. no diabetes treatment.

? ?



How does 
the RTSS 
define 
treatments?

With respect to their known or 
hypothesized active ingredients –
Treatment Theory

When we begin our research, we 
hypothesize the active ingredients 
of a treatment

Treatment trials test our 
hypotheses and advance the 
evidence base of our treatment



Treatment Theory

Ingredients

• What the 
clinician 
says, does, 
provides

MoA

• How the 
treatment 
is expected 
to work

Target

• Aspect of 
functioning 
directly 
targeted for 
change

CAUSALITY

Effects beyond the Target (=Aims) 
are NOT explained by Treatment 
Theory.

If hypothesized to 
work, they’re active 
ingredients. 



The WHO ICF model
Health conditions

(Diseases)

Activities ParticipationBody Functions
And Structures 

Environmental
Factors

Personal
Factors

Biological Model Social Model



Harmonization:
How do we bridge 
these concepts to 
advance research?

https://tse3.mm.bing.net/th/id/OIP.EeQf7f7Pv9f7YJtUYdgJfQHaFj?rs=1
&pid=ImgDetMain

Frailty
Age Friendly Healthcare Initiative
Research Treatment Specification 
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