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Foreword
Definitely, growing old is inevitable. But with rapid advances in
science and the relentless pursuit of youth, there is much that is
happening with the goal of deterring the ravages of aging. The search
for the fountain of youth has been as old as mankind itself with
many fascinating adventures, although most end pathetically.
The Philippines, having 37 .6% of its population under age 15
and 4 7% between the ages of 15 and 49 years, is considered by
social scientists worldwide, as a young population. Some years now,
if our country will follow what is supposed to be the natural population
cycle, these statistics will undergo a transition from a young
population to an elderly population. This only means that the
percentage of person age 60 and above will be greater than that of
the percentage of the two categories mentioned.
Most developed and industrialized countries are intensively
waging a longevity revolution and this is being fought with science
and technology aimed at detecting, preventing and treating agingrelated diseases. The promotion of research to understand the
dynamics which can extend and improve human life is critical in
order to fight diseases and disabilities associated with old age and
to ensure that this period of life remains healthy, active and
independent. Thus, a paper on research issues along these lines has
been incorporated as a concluding paper for this publication.
This monograph includes papers written by acknowledged
experts on issues and challenges of getting old in an effort to improve
awareness and adoption of established preventive· measures focusing
on the practice of healthy lifestyles. Science-based evidence has
supported that certain interventions, most of which are simple and
cost-effective can not only lengthen the lifespan but can definitely
maximize the health and well being of the elderly.

Perla D. Santos Ocampo, MD
Academician and President ( 1999-2005)
National Academy of Science and Technology
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Introduction
The total number of senior citizens (60 years old and over) based
on the 2000 Census of Population and Housing was 4.6 million,
accounting for 5 .97 percent of the 2000 Philippine population. In
terms of the average annual population growth rate, the elderly
population grew at 4.39 percent during the 1995 to 2000 period,
higher when compared to the 1990 to 1995 growth rate of 3.06
percent. The age group of >85 years is the fastest growing segment
of the Philippine Population. The aging of the Philippine population
is inevitable and with it, the growing challenges to health care and
national development.
With the advancement of science and technology and its
consequent effects on health and life expectancy, health status can
no longer be assessed purely in terms of mortality and morbidity
statistics. People's perception of health and its relationship to their
well-being or quality of life (QOL) become increasingly important.
This is especially true among older persons where physical health is
marked by chronic degenerative diseases such as heart disease,
diabetes, osteoporosis, pain and cancer.
The importance of Gerontology and Geriatrics was nurtured by
Dr. Perla Santos-Ocampo, when she included Aging studies in the
Agenda of the National Institutes of Health from its inception. She
and I have been sharing thoughts and visions of an Institute on Aging.
Dr. Perla Santos-Ocampo, as the Director of the National Academy
of Science and Technology requested the Committee on Aging and
Degenerative Diseases to hold a round-table discussion with its senior
Scientists on the topic "Improving the Quality of Life of Older
Filipinos".
This monograph features the thoughts of the dedicated Geriatrics
and Gerontology experts of the Committee on Aging-National
Institutes of Health, University of the Philippines Manila, the
Philippine Society of Geriatric Medicine, and other experts and
educators in the field of Medicine. We look at specific
recommendations that lead to improving our quality of life now, and
as we age. The emphasis is on disease prevention, total well-being,
community-based care, geriatric education and research.

Shell~, MD, MSc, FPSGM

Editor
September 2005
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The Committee on Aging and
Degenerative Diseases
National Institutes of Health
University of the Philippines-Manila

Brief History of the Committee on Aging and Degenerative
Diseases
The University of the Philippines Manila is the country's leading
institution for health research and development. The creation of the
National Institutes of Health was approved by the Board of Regents
at its 10941h meeting on 26 January 1996, and with it, the Gerontology
and Dis ab iii ties Programs Cluster, through the Committee on Aging
and Degenerative Diseases. The committee is composed of various
physicians, academicians, and allied medical professionals within
the UP-PGH system.
The COMADD is currently comprised of volunteer consultants
from various Clinical and Basic Sciences Departments of the UPPGH system:
1. Philippine General Hospital - Clinical Departments are involved
through their representatives, including: Internal Medicine,
Family Medicine, Surgery, Orthopedics , Rehabilitation,
Neurology, Psychiatry and Nutrition.
2. UP College of Nursing - membership representation
3. UP Manila College of Arts and Sciences - membership
representation thru the Department of Behavioral Sciences
(Anthropology)
4. College of Allied Medical Professionals
5. College of Pharmacy
6. College of Dentistry
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Mission-Vision: Institute for Aging and Degenerative
Diseases
Vision
The Filipino elderly enjoying a healthy body, mind and spirit, being
treated with dignity, and valued as a productive member of society,
in a dynamic process unique to himself, and beginning a life of
unlimited possibilities.
Mission
The institute shall create with the aging Filipino, unlimited
possibilities for their value added life through scientific research,
training and education, and specialized services.

Clinical Programs
The Committee on Aging and Degenerative Diseases through its
multidisciplinary membership is involved in the development and
management of various clinical programs within the UP-PGH
system, including:
Outpatient geriatric evaluation and wellness clinic
Inpatient geriatric medical consultation
• Memory clinic, Department of Neurosciences
• Stroke unit, Department of Neurosciences
Rehabilitation unit (physical, occupational and speech therapy)
• Menopause clinic
Specialized services such as Spine/Osteoporosis care ;
Rheumatology clinic

Policy Development
The Committee and its members have been directly involved as
technical advisers in the development of
• The Philippine Plan of Action for Older Persons, DSWD
The Health Program for Older Persons, DOH
Baseline Surveys for the National Objectives of Health, DOH,
NIH
Periodic Health Examination Guideline, PHILCLEN, DOH
Alzheimer's Disease Association of the Philippines
Recommendations on Diagnosis, Prevention and Management
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Education
The Committee has undertaken 8 successful Post-graduate courses
in Geriatric Medicine for physicians, nurses, and allied medical
professions since 1997. Faculty members are involved in
Gerontology and Geriatric undergraduate education in the University
of the Philippines System. Consultants provide clinical teaching of
nursing students, medical students, and residents in the Philippine
General Hospital.

Research
The Committee and its members are involved in funding and
development of essential national health researches including those
that resulted in the Policy and Recommendation documents above .
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The "Fountain of Youth":
Adding Years to Life
Shelley F. de la Vega, MD, MSc

I

'm often asked to talk on how to live longer and healthier. When
asked: "who among you would like to !ivy to be a hundred?" only a
few audience members would raise their hands. Modifying the question
to "what if you look and feel like a 20 year-old when you reach a
hundred years?" there were more takers. Yet more of us are joining
fitness clubs, popping vitamin pills, using youth creams on our faces to
look young and feel young. Or is the right term young-er? Let's clear
our minds of misconceptions on how we age, and set ourselves on the
right direction on how to find the "fountain of youth "
The clock that keeps track of our years starts ticking the moment
we are born. There is no escape to aging. But is there a way to increase our longevity? Longevity is the duration of a particular life
beyond the norm for the species . It is a noun, a thing to be acquired, and
desirable to many. Lifespan is the maximum duration of existence of a
given species. Humans have a lifespan of 120 years. Life expectancy
is the gain in survival time from a fixed time period, usually measured at
the time of birth. Life expectancy depends on the genes we inherit, but
70% of this gain is something we have some control of: lifestyle, and
our environment. The life expectancy of a Filipino born in 1990 is 65 -67
years. Compare this to an American born in 1900: 4 7 yrs ., and those
born in 1990: 76 yrs. Women generally outlive men by 5 to 6 years .
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Factors such as improvement in health, sanitation, and nutrition have
led to the progressive increase in human life expectancy. The improvement in maternal and child health has led to the greatest leap in the
increase of life expectancy of most developed and developing countries. Peace and order and economics also figure into the equation.
Most African countries have the lowest life expectancy in the world. A
child born in Angola in 2001 has a life expectancy of 28. 7 years. Many
communities in Mindanao have the lowest life expectancy in the Philippines. Future discoveries in disease management, prevention, and genetics will further improve longevity. It is easy to imagine that in a few
decades, human life expectancy will closely approximate human lifespan.
Although there is no "cure" for death, we know that unhealthy
habits lead to early demise. In the Philippines, the top leading causes of
death, 65 years and older are:
1.Heart disease; 2.Cancer; 3.Cerebrovascular disease; 4.Chronic
obstructive lung disease; 5.Pneumonia and influenza; 6.Diabetes;
7.Accidents.
A review of the above list reveals that many of these are
preventable. Modifiable risk factors include 1. Lack of exercise; 2.
Smoking; 3. Drug and Alcohol abuse; 4. Weight gain; 5. Stress;
and 6. Social Isolation.
There are three large studies that show a consistent association
between social isolation, poor health and lower life expectancy.
In a study of 32,624 male health professionals, those who were not
married, had fewer than 6 friends or relatives, and did not
participate ill community 11etworks had an increased risk of death
from heart disease, stroke, accidents and suicide (Kawachi, et al
Harvard Public Health Review, 2000). In a similarly large study
of American nurses (Nurses Health Study II), those with strong
relationships had less mental decline, lived more active, pain-free
lives, without physical limitation. Sweden's Karolinska Institute
concluded that women who live alone, have 110 frie11ds, or have
poor relationships with their children have a 60% higher chance
of developing dementia (progressive loss of memory 11nd function).
Preventing disease through lifestyle modification, and proper
healthcare do amount to increasing your life expectancy. The best
"anti-aging" medicines are free . Go through this checklist and
subtract one year from your current "chronologic" age, for every
Maximizing the Quality of Life of the Elderly Through Better Health
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item that you practice. This is your "physiologic age." For example,
a 50 year-old who adheres to all 10 listed items is as fit as a 40
year-old!
"Anti-aging" lifestyle choices:
• No smoking!
• Limit Alcohol intake
• Keep learning new skills
• Seldom snack
• Social connectedness
• Optimism
• Sleep 7-8 hours a day
• Eat breakfast
• Exercise
Keep your weight down (<25 kg/m2)

And for the vitamin conscious, a little bit goes a long way.
~!~~cript~ll for_!J..~althy_ Livia~ (WHO

and International
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Good health care is also a cornerstone for longevity. Primary
prevention reduces the risk of disease before it occurs. Secondary
prevention involves adequate control of disease that is already present.
Both forms of prevention are cost-effective and backed by rigorous
scientific studies.
!!:_i_m_ary_ ~~~-~e_nti_on of D_is :_as~ _
*--~~&ular ch~_c.~ up __
_*_Immunizat!.~in against flu , pneumonia, tetanus

* _C_anc_er s_cn~enin~

.

Secondary Prevention of Disease
*- ~~~ trol hypertensiol)
• L~'.":'_:r_ hi ~h cholesterol
• w_e,i~~t loss for obese
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How do we add "Life to Years"? Vitality and quality of life
may be more valuable than longevity. Maintenance of a high level
of functioning as one ages is possible. Active life expectancy is
steadily increasing throughout the world . A 60 year-old Filipino male
can expect 8 more years of healthy life expectancy, and a Filipino
female , 11 .7 more years. Japanese men and women have 17 and
20 more years, respectively. We can avoid early disability through
the list of choices presented above.
However, beyond individual lifestyle choice, we must aim to
achieve societal longevity. This is best accomplished by a wellfunded and well-planned health care delivery system that results in
reduced maternal and infant mortality, and a supportive sociopolitical
environment. Finally, our quest for longevity and vitality needs to
be tempered by a conviction that life is precious, even in those with
disabilities, and especially in those who are frail and aged.
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Exercise and the Elderly
Jose Alvin P. Mojica, MD, MHPEd

Introduction
urrent evidence reveals that regular exercise or physical activity
in persons age 60 years and older can help delay and prevent
functional declines associated with aging (I). However, data from
the U.S. National Health Interview Survey show that more than
50% of the elderly do not engage in any physical activity and that
physical activity decreases with aging (2). These findings gain more
significance when we consider that between 6-8% of the estimated
85 million Filipino population are elderly (3), the children who should
be taking care of their elderly parents are probably working abroad
( 4), and that there are very limited medical and social services
available. Thus, determination of the extent and mechanisms by
which regular exercise or physical activity can improve health,
independence and quality oflife should be urgent national concerns.

C

Research Trends
Previous researches on exercise interventions in the elderly dealt
with reversing age related physiologic changes such as decreased
maximum oxygen consumption (V02max) and muscle. weakness.
This approach was based on the awareness that physiologic decline
associated with aging were similar to those seen with physical
inactivity that are reversible with exercise, which include reductions
Maximizing the Quality of Life of the Elderly Through Better Health
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in functional capacity, changes in body composition, bone loss, muscle
atrophy and weakness, impaired balance and coordination, anxiety
and depression. Current studies now also consider effects of exercise
on limitations in physical function and disability associated with aging
and chronic diseases (5, 6).
An important question then arises with the use of physical
exercise - How trainable are the elderly? Studies show that those
who had been least active made the greatest gains. The trainability
of older persons with respect to physical work capacity is probably
greater than had been suspected and does not depend on having
trained vigotously in youth (7).

Benefits of Exercise
There is unanimous agreement that regular exercise is essential for
optimum function of the human body and that disease prevention is
vital in the preservation of health in elderly individuals . Physically
active adults are more likely to reach the age of 80 years compared to
their sedentary counterparts, and do so with half the risk of dying with
disability (8). Table l summarizes the benefits of exercise in various
chronic diseases (9).
Gage (JO) categorizes the benefits of physical activity for the
elderly into two domains: 1) functional improvement and 2) risk reduction
(Figure 1). In one domain, exercise leads to functional improvement by
increasing muscle strength, endurance, balance and coordination, bone
health, cardiovascular as well as psychological and emotional states.
On the other hand, exercise improves immune function which decreases
the risk of disease and physical impairment.

Screening Prior to Exercise Prescription
Careful evaluation is required prior to establishing a safe yet effective
exercise training schedule. In addition, screening could aid in
identifying medical problems that would require modification of the
exercise program as well as the limitations of exercise (5) . Among
disorders that may be seen in the elderly that should be thoroughly
evaluated before and closely monitored during exercise training are
anemia, hypoglycemia, diuretic-induced hypokalemia, previously
undiagnosed heart murmur, tachy-and bradyarrhythmias,
undiagnosed caroti.d bruit, hernia and cognitive impairment.
Orthostatic hypotension, impaired equilibrium, peripheral neuropathy
or other sensory impairment indicate increased potential for gait
problems and falls. Hypertension , coronary and peripheral vascular
disease , and arrhythmias should be adequately controlled.
Degenerative joint disease is common in this age group so that joint
Ma ximi zing the Qu ality of Life of the Elderly Through Better Health
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Table 1. Exercise Benefits in Disease.
Disease or Syndrome

Artiritis

CHF
Depression

Fraity, disability

Mobility Impairment & Falls

Slroke
Osteoporosis

Type 2 Diabetes

Urinary slress lnoontinence

Suggested mechanism of exercise effect
Maintenance of cartilage integrity
-Decreased body wei]ht
c--Main~narice otirusde & tendon slrenglh
Decreased BP & Ml risk
Increased sel~eticacy
-oecieaseci cieiiression - ... - Decreased anxiety~ in'llrove sleep
. l!'l'roved self. ·esteem
Decreased body tit and improved body image
Increased muscle mass & slrenglh
Increased nulri1ion inl;ake
Improved protein utilization from lhe diet
Increased slrenglh & muscie mass
Improved balance &gait sl;ability
Decreased 2ar of ti_ll~!! &_d~pression
Decreased tit mass & body weight
Decreased BP, cholesterol and obesity
Increased bone _di:.nsity & tensile slrenglh
Increased muscle mass
Improved nutritional
_ Improved insulin sensitivity and dyslipidemia
Improved gluoose kllerance occurs bebre decrease in
abdorrinal obesity_
Increased muscle mass
Increased GLUT-4 protein
Reduced visce-rai fat mass
Decreased oortisol response to slress
Decreased BP
Improved pelvic loor muscle slrenglh

stability must be assessed and physical activity should be adjusted
accordingly (11). Since physical training has the potential to interact
with medications, initial evaluation should review medications and
when appropriate adjusted as necessary. Interestingly, although there
is an overall increased risk of sudden death associated with physical
exertion, the risk is small (12) .
It may be prudent to do an exercise test prior to starting a
moderate to vigorous exercise program even for the apparently
healthy older person because of the high prevalence of asymptomatic
coronary artery disease in the elderly (13). A treadmill or bicycle
ergometer stress test is often used. If this is not possible, a walk
test may be considered (3, 14). However, moderate aerobic and
strengthening exercises may be started without stress testing if the
elderly individual begins slowly and gradually increase his level of
activity.
Maximizing the Quality of Life of the Elderly Through Better Health
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status

L _ FUNCTIONAL IMPROVEMENT
Fig. 1. Improvement in function and risk reduction will in tum improve
the elderly person's quality oflife.
The contraindications to exercise testing and exercise training
for older men and women are the same as for young adults(/). The
major absolute contraindications precluding exercise testing are
recent ECG changes or myocardial infarction, unstable angina,
uncontrolled arrhythmias , third degree heart block, and acute
congestive heart failure (/) . The major relative contraindications
for exercise testing include elevated blood pressures,
cardiomyopathies, valvular heart disease , complex ventricular
arrhythmias, and uncontrolled metabolic diseases .

Classification of the Elderly
The World Health Organization (WHO) classifies the elderly
population into 3 groups based on fitness , health, and independence
(2):
Group I: Physically fit, healthy and independent. These
individuals regularly engage in physical activity and can perform all
activities of daily living (ADL) independently. The goal of the
exercise program for this group is to prevent disea·se and disability.
Maximizing the Quality of Li fe of the Elderly Through Better Health
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Group II. Physically unfit and unhealthy but independent. These
individuals live independently, can perform all ADLs but do not
engage in physical activity. Chronic disease and musculoskeletal
frailty is present and exercise is necessary to prevent disability.
Group III. Physically unfit, unhealthy and dependent. These
individuals are totally dependent on others because of a variety of
physical and psychological factors. They have high levels of disability,
disease and co-morbidity. The goal of exercise for this group is to
minimize dependence or restore independence in AD Ls.

The Exercise Prescription
How much and what type of exercise or physical activity is enough
to promote fitness and conditioning and maintain a healthy lifestyle?
The main components of the exercise prescription involves the
intensity, duration, frequency and mode of exercise. The intensity
of training can be calculated several ways. It could be derived as a
percentage of the maximum work capacity during a stress test.
Exercise performed as low as 30-45% of the maximum work
capacity among sedentary elderly individuals has elicited increases
in aerobic capacity (15) . Another method of exercise prescription
is based on the heart rate reserve (HRR), calculated by subtracting
the maximum heart rate (MHR) from the resting heart rate (RHR)
(3) . A training response occurs when 30-45%• of the heart rate
reserve is added to the resting heart rate. The following example
illustrates the training heart rate range for a 65 year old individual
with a resting heart rate of 75 beats/min:
1. Maximal Heart Rate = 220 minus age in years
220-65=155
2. MHR - RHR =Heart Rate Reserve (HRR)
155 - 75 = 80
3. Determine 30% and 45% of the HRR and add to the RHR
30% x 80 = 24; 45% x 80 = 36
75 + (24 to 36) = 99 to 111
4. Target Heart Rate Range = 99 to 111 beats/min
So as to provide a guide to the intensity of exercise, exercisers
can take their pulse during the first 10 seconds after ceasing activity
since heart rates fall off rapidly and be taught to adjust the intensity
of exercise if palpation shows a heart rate below the training level.
For example, if the exercise is walking, a faster pace is adopted.
Conversely, if the heart rate is above the target heart rate range,
the intensity is reduced. Initially, calculations of actual heart rate
Maximizing the Quality of Life of the Elderly Through Better Health
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should be checked by a trained person . Also , lower heart rate
intensities should be used at first because of the elderly's limited
functional ability.
In the elderly with angina or significant ST-segment depression
during exercise, the heart rate at the onset of significant signs or
symptoms of myocardial ischemia is termed the clearance heart
rate and used to calculate intensity (16) . In this case, the intensity
of exercise is maintained at 10 to 15 beats below the clearance
heart rate .
The use of the heart rate as a measure of exercise intensity is
unreliable in those with coronary artery disease or hypertension on
beta-blocker or other medications that may attenuate the heart rate .
Instead, Borg 's Rate of Perceived Exertion Scale is being widely
used at present (Table 2).
Using the RPE , a subjective feeling of exertion is graded
numerically by the exerciser. The individual usually trains in a range
from 12 to 17 but lower levels of intensity can result in some training
adaptation for the elderly.

Table 2. Original Rate of Perceived Exertion Scale
Category

RPE

6
7

Very very light

8
9
10
11
12
13

14
15
16
17
18
19

Very light
Fairly light
Somewhat hard

Hard
Very hard
Very , very hard

20

Maximizi ng the Quality of Life of the Elderly Through Better Health
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The metabolic equivalent (met) may also be used to monitor
levels of intensity. The metabolic requirement of an activity can be
expressed as met where 1 met equals 3.5 ml/kg/min which is the
oxygen consumption of an individual lying supine and at rest.
Recreational and vocational activities can then be expressed by their
absolute energy requirements and specific activities can be
prescribed as they relate to a percentage of maximal capacity.
A simple estimate of exercise intensity is the ability to talk
during exercise or physical activity. Another increasingly popular
measure of intensity is the use of a pedometer, a gadget strapped to
the thigh which measures the number of steps taken by a person
per day. How<(ver, accepted standards for the use of the pedometer,
particularly for the elderly, have not been defined.
In terms of strength training, a weight that will allow 8- 10
repetitions through the range of joint motion is presently
recommended ( 5) .
The average duration of exercise is usually 30 minutes but it
can be increased to 60 minutes depending on the intensity of the
exercise. Previously sedentary individuals may not be able to sustain
30 minutes of continuous exercise at the onset of the program. The
required prescription is then broken into several feasible segments
of vigorous effort, e.g. 5- 10 minutes per bout with alternating periods
ofrest or light activity. Elderly individuals also do well with circuit
training, one or two minute periods oflight activity being interspersed
with 5 minute bouts of exercise at several different tasks. As the
level of adaptation improves, the duration then the intensity of the
individual exercise program can be progressively increased.
Depending on the intensity and duration, 3 to 5 sessions per
week can enhance cardiovascular function. Strengthening exercises,
on the other hand, may be done 2 to 3 times per week.
The choice of physical activity should be individualized and
based on the elderly person's preference, health status and desired
goals. A person is usually motivated to exercise if the activity is
seen as rewarding, e.g. as a means to decrease physical dependency.
Rather than attempting to introduce the very old person to novel
forms of physical activity, it is desirable to build on previous habits,
using existing skills and equipment. Much of the recommended
activity can also be built into the normal day, e.g. the walk to church
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or the neighborhood bakery to buy pan de sal. Potential barriers
such as the lack of suitable companion or absence of transportation
must be recognized and overcome. The ideal program includes : l)
Warm-up consisting of proper stretching and flexibility exercises
and/or light calisthenics to minimize risk of inducing cardiac
arrhythmias or musculoskeletal injuries ; 2) Strengthening of major
muscles can offset the loss of muscle mass through muscle
hypertrophy and increased motor unit recruitment and thus, help in
the performance of activities of daily living; 3) Endurance exercises
which promote rhythmic dynamic movements oflarge muscle groups
to sustain functional activities; 4) Balance and coordination exercises
to help minimize fall injuries; and 5) Cool down, with activities similar
to warm-up , to prevent pooling of blood in the extremities after
moderate exercise which may result in hypotension, vertigo, syncope
and/or nausea (1 ,2,3,5, 17) .
Bean, Vora and Frontera (5) summarized exercise
recommendations for 5 most common chronic conditions in the
elderly which contribute to functional loss and disability (Table 3) .
All recommendations assume that the patient has successfully passed
appropriate screening and monitoring procedures to assess safety
for independent exercise.

Exercise Guidelines
To ensure safety and minimize risks associated with exercise, the
following guidelines are recommended (3):
1) In the beginning, the elderly patient may be discouraged by
an increased amount of muscle and joint soreness. This is to be
expected, and the elderly individual should probably start with a
more gradual regimen and understand that adaptation takes time,
extended effort, patience, and commitment. Wearing proper and
comfortable footwear with rubber outsoles and good traction is
essential.
2) Avoid eating substantial amounts of food for approximately
two hours before and one hour after exercise.
3) Elderly individuals must carefully guard against dehydration.
Exercise should be done on the cooler parts of the day. Exercise or
physical activity inside air -conditioned shopping centers is
encouraged.
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Table 3. Recommendations for Independent Exercise,
By Medical Condition
Conditions
Osteoarthritis, cardiovascular
disease, diabetes

Recommendations
Strength Training

2-3 times weekly at 13-17 on the Borg Scale
2-3 sets of8-10 repetitions
Greater strength gains will be achieved at
higher Borg Scale ratings
Aerobic training
Examples : walking, biking, aquatic exercise
2-3 times weekly
Progress up to 30-40 min
11-13 on the Borg Scale
Respiratory disease

Train both upper and lower extremities
separately at 60% exercise-tested maximal work
capacity, which is roughly equivalent to 11-13
on the Borg Scale
Upper-body exercises include arm ergometry,
canoeing, swimming, low-resistance highrepetition weight lifting
Lower-body exercises include walking,
stationary bicycling, stair climbing
Perform exercise 3-5 times weekly progressing
to 30-60 min/session
Self monitor dyspnea

Stroke

Strength Training
2-3 times weekly at 13-17 on the Borg Scale
2-3 sets of8-10 repetitions
Greater strength gains will be achieved at
higher Borg Scale Ratings
Aerobic training
Treadmill walking at normal gait speed or slightly
faster
More impaired subjects may benefit from
supported treadmill walking 2-3 times weekly
Progress to 30-40 min
11-13 on the Borg Scale
Task-specific training
Perform functional tasks such as rising from
chair, climbing stairs, squatting
Progress to 2-3 sets of 18-10 repetitions
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Table 3. Continued.
Conditions
Osteoporosis

Recommendations
Strength Training
2-3 times weekly at I 3-17 on the Borg Scale
2-3 sets of8 -I O repetitions
Note greater strength gains wi ll be achieved at
higher Borg Scale ratings
Specific attention to spinal ex tensors is
important
Aerobic exercise
Only strenuous aerobic exercise, including
combinations of fast walking, stair climbing,
jogging, or calisthenics have been shown to be
beneficial

Falls, poor balance, and
mobility problems

Strength Training
2-3 times weekly at I 3-17 on the Borg Scale
2-3 sets of8 -JO repetiti ons
Note greater strength gains wi ll be achieved at
higher Borg Scale ratings
Aerobic training
Examples: walking, biking, aquatic exercise
2-3 times weekly
Progress up to 30-40 min
I l-13 on the Borg Scale
Dynamic exercise
Tai Chi
High Velocity training: exercise with concentric
component performed as quickly as possible to
augment muscle power
Examples: repeated performance of leg exercise
on exercise machines or common functional
tasks such as chair rise or climbing a step.

4) All exercise sessions should be preceded by a gradual warmup and terminated with a full cool down period.
5) Care should be taken not to take excessively hot showers
or baths as these can be deleterious to cardiac function and may
precipitate a syncopal episode.
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6) Refrain from exercising when ill. Exercise may potentiate
dehydration because of elevated body temperature and increased
sweating.
7) Know when to stop exercising: Unusual discomfort,
shortness of breath, chest pain or palpitations require immediate
termination of exercise and medical consultation.
8) If the elderly has impaired vision, exercise should be done
in well-lighted, flat-surfaced and non-slippery areas where the risk
of falling is reduced. Elderly individuals with impaired hearing should
exercise in non-trafficked areas.
Monitoring
Regular monitoring of exercise adaptation is recommended to adjust
the exercise program. This may be done through a regular followup evaluation, an exercise stress test every 3 to 6 months and
monitoring strength and balance parameters. Remember to praise
and positively reinforce even slight improvements. Lack of progress
should be investigated for possible health status problems or lack of
compliance.

More research on proper exercise and activity prescription
needs to be done specially among Filipinos where no comprehensive
baseline study has been done on exercise in the elderly.
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Sexuality and Aging
Constantine D. Della, MD

ajority of older men and women continue to enjoy themselves
sexually, have a sense of experiencing affection, a,nd consider
sensual pleasure rewarding. Society, however, has created negative
attitudes about sexuality in older persons and these attitudes have
led to stereotypes . The sexuality and sexual needs of elderly people
have, therefore, become frequently misunderstood, condemned,
ridiculed, repressed, and ignored . Older people are believed to be
devoid of sexual desires or sexual activity; sexual intercourse is
harmful to their state of physical fragility; they are physically
unattractive and, therefore, sexually undesirable ; and the whole
notion of sexuality among older people is shameful and perverse.
Older people who openly express sexual desires are, thus, considered
as "dirty old men or women," ugly and desperate, sinful, exaggerating,
or deviant. One reason for this negative attitude is the beiief that
age brings dignity, a dignity that is tarnished by sexuality (Hooyman
and Kiyak, 2002; Stuart-Hamilton, 2000; Belsky, 1999; Butler, Lewis,
and Sunderland, 1998; Schaie and Willis, 1996; Alexander and Allison,
1995; Kart, 1994; Kermis, 1986).

M
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These negative societal views cause older people to
unnecessarily withdraw from all forms of sexual expression even if
they do not need to (Hooyman and Kiyak, 2002; Stuart-Hamilton,
2000). Other reasons for such social withdrawal behavior of older
people include the physiological changes associated with age, medical
illnesses, and medications affecting sex drive (Stuart-Hamilton, 2000;
Kart, 1994).
Society regards sexuality as a monopoly of the younger
generation. This bias is also evident in the scientific community,
where research on sexuality is focused mainly on the younger
generation. Although few studies with older people have been made,
these have shown that sexual activity, in its broadest sense, is
necessary in order for older adults to feel alive, to reaffirm their
identity, and to communicate with their partner. Majority of older
people, therefore, continue to remain sexually interested and/or
active. Age-related physiological changes that prevent continued
sexual enjoyment and activity in old age have been found to be few.
In general, sexually active older people report great satisfaction in
whatever sexual activity they indulge in (Hooyman and Ki yak, 2002;
Schaie and Willis, 1996; Kermis, 1986).
Older people do engage in sexual intercourse less often but it
is not nec e ssarily less meaningful than at a younger age .
Furthermore, most older people do not put emphasis on sexual
intercourse. Non-intercourse aspects of love such as kissing,
caressing, tender gestures, and love talk predominate and become
more important in old age (Butler, Lewis & Sunderland, 1998;
Kermis, 1986). Stuart-Hamilton (:lOOO) argued that sexual drives
differ markedly between individuals and it is wrong to assume that
there is a "correct" level of sexual activity. He even raised the
issue of whether sexual activity is necessary at all for successful
ageing to occur. The level of sexual activity is dependent on the
level of sexual activity in early adulthood (Stuart-Hamilton, 2000;
Kart, 1994).
It was noted earlier that there is a dearth of literature on
sexuality and aging. Aside from this problem, Stuart-Hamilton (2000)
identified several other problems encountered in studying sexuality
in older people. The first problem involves what he called the cohort
effect. This assumes that older people were brought up in less
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permissive times which did not provide them with the comfort and
vocabulary to talk about sexual issues. They, therefore, tend to
provide less information, not because they have sex less often, but
because they are less willing to talk about it. Secondly, there is a
problem on defining what constitutes "sex." If sexual intercourse is
taken as the only measure of sex, older people may show a greater
decline in activity than if a wider range of activities is considered.
Thirdly, many older people lack the opportunity for sexual activities.
Women, on the average, outlive men, thus, there are more older
women than men. Consequently, older women's opportunities for
heterosexual contact are diminished and activity may cease not
because oflack of capability or willingness but because of a lack of
a suitable partner. For men, the biggest problems are usually the
inability to sustain an erection and/or lacking the physical stamina
for intercourse.And finally, health professionals may undervalue or
ignore older people's sexuality. This may be one reason why a
generally high proportion of cases of sexual dysfunction in older
adults remain untreated. If sexuality offers older people many
psychological advantages, then these problems must be addressed
in order that more knowledge could be obtained about sexuality and
agmg.

Conclusions and Recommendations
Sexuality in older people does not need to be hinged on orgasmic
potential or physical factors. New definitions of sexuality hinged on
pleasuring and sensuality have to be developed (Alexander and
Allison, 1995). In this way, the sense of intimacy and the sense of
self of the old adult could gain new meaning and essence. What
strategies and interventions could be developed and implemented to
attain this? How could such strategies and interventions be designed
in order to be culturally sensitive? In the Philippines, as in other
parts of the world, there is so much to be done in the area of sexuality
and aging vis-a-vis research, training and service. In the field of
research, initial efforts may focus on the following areas of study
among Filipino old people: ( 1) concepts and patterns of sexuality;
(2) psychological, socio-cultural, and spiritual detenninants of myths
and fallacies about sexuality and aging; (3) prevalence of and
biopsychosocial factors associated with sexual disorders; and (4)
diagnostic and treatment processes in sexual disorders. In the fields
of training and service, there is a need to implement educational
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strategies geared toward a better understanding and appreciation
of sexuality and aging in the medical and lay sectors of society.
Schools must integrate this important subject matter in their
curricula. The media must exercise its power in propagating this
educational campaign . People in the helping professions must arm
themselves with the adequate and appropriate knowledge, skills,
and behavior that are necessary in addressing sexuality issues of
Filipino old people. Medical institutions, in particular, must be
equipped with biological and psychological interventions that are
designed to address sexuality-related problems or disorders among
Filipino old people.
Ultimately, everyone must be educated about the normal
biological and psychological changes attendant to aging . The myths
and fallacies of sexuality in older people must be abandoned. O.lder
people who need help in dealing with sexuality-related issues and
problems must be cared for. After all , the expression of one 's
sexuality contributes to one 's personal and social meaning.
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Is it Worth it to Bring in Lolo
& Lola for a Second Round
of Bakuna?
Regina P. Berba, M.D., M.Sc.

O

ne can hardly recognize that it is Lola Marina who is now in
Bed 10 of the Intensive Care Unit. She is 72 years old and
diagnosed to have High Risk Community Acquired Pneumonia. Her
illness was quite sudden with only two days offever and chills and
some on and off cough. The doctor was patiently asking questions
about Lola. Yes, she has been previously healthy with no apparent
major illnesses in the last five years. Yes she does take a vitamin pill
everyday. "Did she have her immunization for pneumonia and flu?"
the Doctor finally asked. Lola's children shrugged in awe at the
discovery that there was immunization that perhaps Lola should
have had . "Should we have sent Lola for immunization?" the children
asked.
At another part of the city, 58 year old Lola Flora is on her
routine trip to her thrice a week dialysis session. She has been on
dialysis for the last five years because of diabetes. At the dialysis
center new reminders on the wall announce that the flu season is
fast approaching and that patients with chronic renal failure would
benefit from a flu shot. "Should I arrange for Lola to get a flu
shot?" her daughter is wondering.
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It is the 67 1h birthday of dear Lola Emon ! He woke up very
early this morning and doing his usual calisthenics with the television
on. The TV host is talking about taking care of your elderly loved
ones by "good food , exercis.e and proper immunization . .. " And he
asks his working son , "Shouldn ' t I get one of those vaccines?"

The correct answer to all the above queries is a resounding
YES!!! And yes , just like in babies who we bring regularly without
fail to their pediatricians for a series of shots, our elderly persons
are now encouraged to follow a schedule for immunization . Some
of our lo lo 'sand lo la 's would probably shriek in disbelief. "A second
time around for "bakuna"? And our answer should be a reassuring
"Yes" and that, just like in babies, this is what is best for them.
Unfortunately, unlike the first series of active immunization
recommended to infants given at the first months of life, immunization
for the adult and especially for older persons has not received as
much avid attention from policymakers, prescribing physicians and
patients themselves. The usage of adult immunization has remained
modest to low over the years even with the turn of the 21 ' 1 century.
After a decade ofrecommendations, this experience ofunderuse is
seen worldwide, but more so in areas where other health priorities
of treatment rather than prevention dictate use oflimited resources.
Perhaps this is so because this is a fairly recent development
introduced in the early 1990s, or perhaps because of the cost and
the anticipated pain and discomfort with the immunization, or simply
because this preventive aspect of care is shelved out as we have
too many other more important concerns.
But why should we indeed send Lalo and Lola for their shots
at such as late age? Is there benefit? Are there risks? What types
of vaccines?
Many international and local health societies including the
Philippine Society of Microbiology and Infectious Diseases (or
PSMID) take the lead in providing recommendations for immunization
for older persons. Two vaccines are highly recommended for persons
aged 60 and older population and these are: 1) the Influenza vaccine
to be given on an annual basis; and 2) the Pneumococcal vaccine to
be given usually on a one-time basis. These two vaccines address
two important diseases which are seen frequently in the Philippines:
influenza and pneumonia.
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Vaccine Preventable Diseases among the Elderly
Influenza and pneumonia consistently rank among the top ten
leading causes of morbidity in our country. Influenza or "flu" or the
dreaded "trangkaso" is the fourth leading cause of reported morbidity
at 674 cases per 100,000 population (1). There are no estimates on
the exact contribution of influenza to mortality in our country. In
the 1997 Philippine Health Statistics, pneumonia and other diseases
of the respiratory system ranked third and eighth respectively among
the top ten causes of mortality (2) . One can make a very
conservative guess that at least some of the deaths from pneumonia
and other respiratory system diseases were secondary complications.
of the influenza infection . In the USA, the Centers for Disease
Control reported an average of 20,000 to 40,000 deaths per year
from influenza, with mortality encountered primarily in the elderly3.
Hospitalization costs in the US due to complications of influenza
soar up to $750 million to $1 billion dollars.
Pneumonia or "pulmonya", on the other hand, ranked third in
the leading causes of morbidity with an incidence of 908 cases per
100,000 population (1). Pneumonia ranked third in the leading causes
of mortality in the Philippines (2). One of the most common etiologic
causes of pneumonia particularly in the elderly population is
Streptococcus pneumoniae. It is this subset of communify acquired
pneumonias that the pneumococcal vaccine can address . Aside from
pneumococcal pneumonia, invasive pneumococcal infection can also
be manifested as bacteremia (blood infected with bacteria) or
meningitis. This infection is serious and usually requires
hospitalization in elderly patients. The risk of death is high in invasive
disease translating roughly as follows: one person will die out of
every 20 people with pneumococcal pneumonia, two will die out of
every 20 with pneumococcal bacteremia, and three will die out of
every 20 with pneumococcal meningitis.
Clinical Picture among the Elderly
Influenza is an acute febrile illness caused by the influenza virus.
Usually the person with flu would have high fever with chills, cough,
severe muscle aches, sore throat and headache. The onset is usually
abrupt. A person previously well may come down with very high
fever suddenly without much prodrome. Initially patients will appear
very ill with flushed face, hot skin, watery eyes and a clear nasal
discharge. In elderly patients, high fever may be accompanied by
confusion and marked weakness . In otherwise healthy individuals,
the fever of the flu typically lasts for 3 days , after which respiratory
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symptoms such as cough may persist for a few more days. Full
recovery may take 1 to 2 or more weeks. This disease is called
self-limited because more often than not, the ill individual will get
better even if he or she does not receive clear definitive treatment
such as antibiotics. Physicians and other caregivers would advise
"Rest, lots of fluids and a great deal of tender loving care." New
anti-viral agents such as oseltamivir may reduce the number of days
of illness.
The elderly patient, however, may not follow the typical
uncomplicated course . The occurrence of complications after
influenza, particularly ofrespiratory problems, progressively rises
after the age of 60 years . The more common and serious
complications include viral pneumonia , secondary bacterial
pneumonia, and exacerbation of chronic respiratory diseases like
chronic obstructive pulmonary disease. These usually lead to
hospitalization and even death.
Pneumococcal disease , on the other hand , may present as
infections of the middle ear, sinuses, upper and lower respiratory
tracts , central nervous system, heart valves, bones, joints and
peritoneal cavity. Pneumococcal pneumonia is the most common
syndrome with cough, purulent sputum and fever as the most
frequently observed manifestations. Some elderly patients found to
have pneumococcal pneumonia may not have these typical symptoms
and instead just have weakness, confusion and hypothermia.

Efficacy of Immunization among the Elderly
At this time, the influenza vaccine is recommended for all individuals
50 years and older. Two types of vaccines are available for
immunization against influenza . Inactivated influenza is available
and given as an intramuscular shot into the deltoid area of the upper
arm. A newer type of vaccine with live weakened virus to be
delivered as a nasal spray was approved in the US only in 2003 .
The efficacy of the influenza vaccine in the elderly population
was best shown by the meta-analysis of Gross 1995 which put
together 20 cohort studies ( 4). Pooled estimates of the efficacy of
the influenza vaccine were as follows: 56% (95% Confidence
Interval [Cl], 39%, 68%) to prevent respiratory illness; 48% (95%
CI, 28% , 65%) to prevent hospitalization; and 68% (95%Cl, 56%,
76%) to prevent mortality. A large cohort study in Sweden involving
more than 100,000 elderly individuals 65 years and older reaffirmed
previous benefits of vaccine (5). Compared to unvaccinated
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individuals, hospitalization for influenza was reduced by 45% (95%CI
34%, 56%) and mortality from all causes was reduced by 53-57% .
Severe adverse reactions from the inactivated influenza vaccine
are rare. A local reaction around the injection site is expected with
redness and tenderness during the first three days . There are no
definite contraindications for irpmunization except for known allergy
to hens ' eggs. in which the vaccine was developed . Because the
vaccine in the inactivated type contains killed virus, there is no risk
of developing flu after flu shot.
In the Philippines, the Influenza vaccine Southern hemisphere
strain should be given from February to June in preparation for the
rainy season during which influenza cases peak. Aside from the
elderly population, those directly taking care of elderly patients (ie
healthcare workers in nursing homes) and direct contacts (i .e.
household or family members) are al so encouraged to have the
annual influenza vaccine.

The pneumococcal vaccine is recommended for all persons 60
years and older. This vaccine is a 23-valent capsular polysaccharide
derived from the 23 pneumococcal capsular types that account for
most bacteremic pneumococcal infections in adults. Th e attack rate
of invasive pneumococcal infection begins to increase at about age
50 and rises sharply at age 65. Although vaccination will not
guarantee I 00% protection for all vaccines, it has shown benefit.
Certain conditions put some elderl y patients at even higher risk for
pneumococcal infection . Such conditions include chronic renal
failure, nephrotic syndrome, chronic cardiac conditions, chronic liver
diseases , chronic cardiopulmonary diseases and diabetes mellitus ,
and immunosuppressive conditions like sickle cell disease , splenic
dysfunction or anatomic asplenia (eg, surgical splenectomy) ,
leukemia, Hodgkin's disease, lymphoma, multiple myeloma, systemic
lupus erythematosus, HIV infection, generalized malignancy, chronic
steroid use and organ or bone marrow transplantation. Several
studies have shown varying results regarding efficacy of the vaccine
according to the clinical outcome of interest.
The pneumococcal vaccine is given as a one-time dose for
persons 65 and older. A one-time revaccination after five years is
recommended in patients with the above mentioned chronic di seases
and/or chronic immunosuppressed states. Revaccination after five
years is also recommended if the first dose is given before the age
of 65 years.
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Barriers that Limit Full Potential of Immunization in the
Elderly
Together with the very brief overview on influenza and
pneumococcal disease and vaccine given above now comes the
strong appeal for action from each and every reader. Let's look at
some possible barriers that may be present in our setting that
explains why there is underuse of the vaccines for the elderly:

Patient Factors
1. Lack of knowledge regarding the availability and efficacy
of vaccines for adults and the elderly
2. Fear of side effects and adverse reactions
3. Misconception about risk for infections
4. No funds for vaccine
5. Not priority in list of health problems
Physician Factors
1. Uncertainty about who is at risk for the disease and who
qualifies for vaccines
2. Fear of side effect and adverse reactions
3. No system in place for adult vaccination (clinics not equipped
with vaccination needs and personnel)
4. No reimbursement for vaccination service
5. Fragmented care : "It's not my turf to worry about patient's
vaccination"
6. Misconception that responsibility of immunization belongs
to the internist or the family physician.

Professional Society/ Organizational/Community/Hospital
Factors
1. Full priorities usually only on treatment of disease rather
than on disease prevention
2. Lack of initiative to have an organizational stand/ statement/
policy regarding immunization for the elderly
3. Lack of comprehensive healthcare related programs for the
elderly
4. Lack of appreciation for the magnitude of morbidity and
mortality due to vaccine-preventable diseases in adults
particularly the elderly
5. Limited data on knowledge, attitudes and practices of
patients and providers on immunization

Maximizing the Quality of Life of the Elderly Through Better Health

27
6. Lack of local data on the morbidity and mortality of vaccinepreventable disease in specific high-risk groups and
communities
7. Lack of local updated data on vaccine efficacy, safety, and
cost-benefit estimates
8. A perceived lack of leadership to orchestrate adult
immunization specially for the elderly on a national basis
9. A need for a systematic delivery of safe and affordable
vaccmes
10. Need to address source of funding to support any
immunization program.
The list of barrier can go on and on depending on how many
your sources are and how extensive your exploratory questions are.

Improving Quality of Healthcare in the Elderly thru
Immunization
Finding solutions to make immunization more available, more
acceptable and more affordable to the elderly individuals could be
an avenue to improve. the overall quality of healthcare among this
group . These solutions can be approached at different levels
depending on one's affiliations as follows :
National Level
1. Establish conceptual framew.ork regarding immunization
2. Define scope of priorities that the national level can and
wants to take: research, policy, implementation, budget
3. Define standard of care
4. Develop national practice guideline
5. Design a public dissemination campaign targeting both
prescribers and potential vaccine users.
Society/Organizational/University Level
1. Create a taskforce to review available data and make
evidence-based recommendations as to what the organization
can take as a priority project or program depending on
organization's stakeholders/groups at risk are and resources
available
2. Provide expertise to the community through educational
programs and materials for both patients at risk and
physicians.
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Hospital/Clinic/Health Center Level
1. Identify to whom, how and when immunization will be done
and have these written as a hospital/clinic policy
2. Create a system so that missed opportunities to vaccinate
are reduced: i.e. Reminders, checklists, problem lists .
3. Involve as many personnel as necessary and available so
that many areas of patient care rtre included: out-patient
care, discharge from hospitalization, specialty referrals, postoperative care.
4. If necessary centralize adult vaccination services of your
hospital in one clinic to which practicing doctors within the
hospital and from the community can send patients to.
5. Include support services like the Pharmacy to coordinate
and centralize procurement of vaccines and get the most
affordable deals.
6. Prepare brochures which address frequently asked questions
on vaccination for patient use while waiting.

Individual Physician Level
Be responsible! Every patient you see should be offered the option
for immunization.

Take Home Messages in Behalf of Lola Marina, Lola Flora
and Lolo Emon
Influenza and pneumococcal pneumonia are responsible for a lot of
hospitalization and significant morbidity and mortality among our
Filipino elders. They are also preventable through vaccines which
are now available here in the Philippines. Regardless of your line of
work and study, whether in the public or private sector, whether in
the health profession or other fields, whether your membership is in
a professional society or a community organization or the
Department of Health, surely your relationships include at least one
elderly person whose risk for these vaccine-preventable diseases
and its complications may be greatly reduced if given the correct
vaccine at the correct time. Each of us may take some role in the
appraisal , advocacy, information gathering, policy development and
implementation. Possible solutions are also presented which may
be a take off point in the organization you are a part of. Each of us
must take it upon ourselves to light that tiny spark to begin the
kindling of interest for an improved healthcare delivery for the elderly
Filipino.
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Care Of The Older Person:
Implication To Nursing
Education And Practice
Araceli 0. Balabagno, RN, PhD Nursing
Lydia T. Manahan, RN, MA Nursing

Introduction

T

he challenge of an aging population is particularly pressing in
developing countries. The increased numbers of older persons
have influenced the nursing profession to become more involved in
the fields of Gerontology and Geriatrics. Increasingly, different types
of health problems and issues in care emerge. This paper
presentation aims 1) to discuss the dimensions of aging that influence
nursing practice and education, as well as 2) to explain nursing
approaches that will impact on better outcomes in the care of the
older persons .

Dimensions of Aging for Holistic Care
A variety of factors influence the normal aging process. Nutrition,
health status, environment, physical activity and. stress produce
unique effects in each individual. Malnourishment, for example,
can hasten the ill effects of the ageing process, as can exposure to
disease and stress. On the other hand, mental , physical and social
activity may reduce the rate and degree of declining function with
age. Nurses must understand the many factors that can influence
the aging process and the unique outcomes for each individual. An
understanding of common aging changes is essential to ensure
competent nursing care that enhances wellness, reduces risk to
health, and identifies pathology in a timely manner.
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The physiologic changes that come with aging may bring about
declining function that can be manifested in immobility, joint pains
and loss of flexibility, increasing blood pressure, easy fatigability
and shortness of breath, problems of digestion, incontinence, memory
loss and depression. These can further aggravate the health status
of older persons if they have health problems such as heart disease
and stroke, cancers, musculoskeletal problems, sensory (cataract,
glaucoma, hearing loss), and others (diabetes , chronic obstructiye
pulmonary disease, urinary incontinence). These chronic conditions
are health problems that require ongoing nursing care over a period
of years. Chronic conditions are escalating. These include noncommunicable conditions, persistent communicable conditions, longterm mental disorders and ongoing physical and structural impairment
(Dela Rosa et al, 2004) .
The impact of one individual 's aging process may create a ripple
effect on the entire family unit. Aging is a family affair. The family
unit is the major source of satisfaction for many older persons. The
love and companionship of a spouse, the rewards and pride derived
from children, renewed relationships with siblings and the joy of
grandchildren can be essential ingredients of satisfying old age . The
support of the family for the older people however is also threatened
due to moderni zation . It has resulted in the following changes in
our society. Mason ( 1991) described the following consequences:
increasing number of women in the workforce, shortage of family
caregivers in the younger generation because of diminished size of
the family, a system of education which promotes individualism and
self actualization, and increased geographical mobility of the young
making it more difficult to provide care . This situation widens the
gap between the need of older people and the care they are receiving.
This in a way contributes further to increasing the health needs of
the older people .. Changes in the family system and the reduction
in the capacity for gainful work of many older persons threaten
their independence social world and self-esteem.
Among the heath care providers the nurses stay more often
and longer with the older people. It is a great challenge for nurses
to provide humane and effective care for older persons. The goal
therefore of a gerontology nurse is to increase the quality of care
while decreasing health care cost, i.e. cost effective improvement
in patient outcome. To be able to do this, the gerontology nurse
should have expert clinical skills, creative management, and
leadership skills. Several reasons however, may account for the
perceived needs to enhance care for the older persons.
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1) Need for expert clinical nursing skills
Expert clinical skills for the different levels of dependency
in the care of the older persons can be attained through
training and practice. To effect better care, there should be
a match between dependency need of client and nurses'
training. The need for long-term care, life support, and care
for the cognitively impaired, are examples of the special
needs that may arise. Training can be enhanced by the
presence of appropriate environment specific for older
persons. Presence of appropriate facilities will enhance
learning of nurses as well as care for the older persons.

2) Need for creative nursing management
Every clinician recognizes the value of research as the
foundation for practice. The need for evidence-based
practice can lead to development of methods of care, which
are relevant and culture-based, thus enhancing the quality
of care.

Nursing Approaches for Better Outcomes in Care
Nursing is a helping and service oriented profession that finds
expression in the provision of total patient care. Sound nursing
practice is based on theoretical models (or framework). Frameworks
are organized statements of principles to guide actions. The guides
help assure a more effective systematic nursing care. There are
two models, which are important in the care of the older person.
First, the nurse-patient interaction model, explains the·dynamics of
nursing care. It promotes the carative expression of the nurse geared
towards understanding the humanistic needs of the older person.
By reason of proximity to the patient, the nurse initiates the
interaction at the start of admission and is maintained until discharge,
and may continue even in the home. The second,-self-care model
helps the patient to develop the ability to meet his demands to function
independently. Care is provided by the nurse for wellness and health
promotion. During situations of illness-imposed demands, such as
effects of impairments of breathing and circulation, mobility, need
for medication administration, treatment procedures, and others. In
this case the nurse provides direct care to respond to the life support
needs of the older person.
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In the WHO Global Report (2002) on Innovations Care for
Chronic Conditions, two concerns related to care for chronic
conditions in the micro level were identified: failure to empower
patients, and failure to value patient interactions. Evidence-based
reports include the following. "There is substantial evidence that
programs providing counseling, education, information feedback, and
other supports to patients with chronic conditions are associated
with improved outcomes. "(Center for the Advancement of Health,
1996). "Including patients in decision making and treatment planning
makes the delivery of care for chronic conditions more effective
and more efficient)" (Holman Hand Lorig K, Patients are partners
in managing chronic illness. BMJ 2000; 320; 526-527).
A review of the status of Philippine Nursing in relation to care
of older person show that there are limitations in the education and
training of nurses in the pre-service level, as well as in the post
graduate level. The CHED curriculum for the BSN does not specify
a separate curriculum for the care of older person. Its integration
in the 3rd or 41h year of the curriculum is not clear. As reported, only
the UP Manila College of Nursing offers a three-unit course in the
care of the older person in the pre-service level. Nursing can best
respond to the growing concern in the care of the older person .
The following steps and proposals are made:
1. Curriculum development of core competencies for the
care of the older person for integration in the preservice and postgraduate level nursing.

The pre-service nursing education (Bachelor of Science in
Nursing) prepares the graduate for a generalist role (e .g. staff
nursing position) . A review of the Commission on Higher Education
BSN Curriculum shows that there is no separate course included
on the care of the older person. The concept of care is integrated in
the many subjects on adult health nursing. On the other hand, the
UPM College of Nursing offers a 3 units elective course for 3rd
year students on care of the chronically-ill and older person.
On the basis therefore of formal education, there is limited focus
on care of the older person for the BSN graduate
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2. Training Of Caregivers
There is an increase in the number of non-formal, short-term
courses on the care of older persons. These courses have increased
interest from many nursing sectors. To harness these efforts, there
are other major areas that should be developed. There should be
facilities where older persons are situated to provide opportunity
for practice such as: focusing on knowledge, skills and attitudes of
nurses in the care.of older persons. This will entail the study in the
environments (e.g. home care or institution based care) of older
persons for the area of practice. Training of graduate level nurses
in the care of the older person. Research on the use of nursing
models for health promotion for older persons with chronic illness.

3.

Improvement In Practice

Are the nurses' capabilities matched with the increasing demands
for gerontologic nursing care? How can nurses respond to the
expanding needs? Expertise in clinical skills as well as the broader
concern of responding to the needs of the increasing older population
to maximize their capabilities throughout the aging process required
a more structured, organized program for nurses.
Efforts can be directed towards a balance between graduate
education, nursing practice and interventions research. Putting
together data on the best practices in the care for older person in
the Philippine setting will help define standards for safe and efficient
care for older person. Organizing nurses toward promoting care for
the older persons will enhance the contribution of the nursing
profession for quality care, decreasing health care cost and an abler
productive older person.
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Community Resources for
Older People: Are we doing
enough?
Doris Mariebel D. Camagay, MD

1
Ages.

999 was declared by the United Nations as the International
Year of Older Persons with its theme Towards a Society for all
Since then the buzzword has been mainstreaming the elderly
into our society. Time was, our grandparents knew their place (in
their rockers) , and the scepter passed on to our parents, aunt or
uncle. Transforming into a society for all ages meant enabling the
elderly to lead independent lives in the community for as long as
possible, allowing them access to the same services and opportunities,
contribute in the same areas and enjoy and participate in the activities
and challenges which are available to people of other ages.
A special report by Newsweek International in December, 2004,
categorically stated that the elderly will set the agenda for the 21 ''
century, because of this phenomenon of world population aging.
But the aging cohort that we will see are not like the grandparents
we knew. Thanks to advances in science, health and technology,
these elderly will have more functionally active years, will be more
visible, and will be living longer. Calculations by the United Nations
showed that in 1970, the 60 yr old female will live 17 years more,
with her male counterpart following behind by one year. However,
in 1990 the 60 yr olds were already expected to live twenty years
more. During the next two generations, the number of the world 's
people older than 60 will quadruple, rising from 606 million now to 2
billiop in 2050.
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What would be the consequences of having a population living
up to 90 to 120 years? Although they have longer lives, they cannot
expect to have the same social relationships they had as when they
were younger. The UP Population Institute stated that in 1970, a
frail older person can be supported By 11 independent and productive
taxpayers. In 1995 the ratio has gone down to 1: 10, but fifteen
years from now it will be 1: 6. This critical proportion of dependent
elderly can exact a toll on established systems of social support.
Western countries with pension systems and health insurance need
to monitor their national treasuries against depletion, unless
conservation measures are taken. In countries such as ours where
poverty is a national issue, other means may be worth looking into
and capitalized on to address the problems .
The crisis on elderly care rests on declining social supports for
the golden generation . Traditionally, the Filipino family has built-in
systems of old age support which are: 1) having a large family to
begin with that respects its elders, 2) a bilaterally extended family
that is closely knit, and 3) the acceptance of the daughter, daughterin-law, (or fe male spouse), in the primary caregiver role . With the
extension of the lifespan, it will be customary to have 3- or 4generation families within a single roof. Patterns of intergenerational
support within the household , as described by the University of the
Philippines Population Institute in 1999, is a web of obligation and
commitment, exchange of tangible and intangible assistance to meet
either the dependent elderly or child dependent's needs. Yet we
know that many factors are now affecting these Filipino family ties.
Unemployment and poorly paying jobs force the productive citizens
to choose the overseas option . Family planning, hand in hand with
declining economy are the twin combination that make the youth
rethink the option of marriage, or reduce their desired family sizes.
Hence , even the built-in and expected systems of old-age support,
characterized as largely human resource-based, are eroding. Clearly,
the Filipino elderly should extend the network beyond the family.
Clearly, the family must learn to adjust to , and utilize community
resources to continue caring for dependent elders .

It is to the credit of the Philippine government that even though
a young nation, legislations have been passed to provide benefits to
the older persons. The Philippine constitution in principle has a
comprehensive approach to development that provides and prioritizes
the underprivileged, sick, elderly, disabled, women and children . It
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puts the family as the main caregiver of the older members "while
the state may design programs of social security for them. " Another
benefit available is a medical insurance for the poor and unemployed,
the cost of which is to be borne by the national and local governments
on a cost-sharing basis, through the National Health Insurance Act
of 1993 . Pensions are also available through the Government Service
Insurance System, and Social Security System, to retirees. No
wonder then that the Filipino elderly never prefers to stay anywhere
except in our country. Just recently, the Expanded Senior Citizens
Act of 2003 , also called Republic Act No. 9257 superseded Republic
Act No. 7432. RA 9257 not only aims to establish mechanisms
whereby contributions of senior citizens are maximized , but also
adopts measures whereby senior citizens are appreciated and assisted
by the community. However, its aim of establishing communitybased health and rehabilitation programs in every political unit of
society seems to be too ambitious, because an older RA 7876 that
establishes a day care center in every barangay materialized in
only a hundred centers from the Bases Conversion Act.
Community resources for older people, to be able to meet their
multidimensional needs, have to be as multifaceted. Social status
and economics, culture, transportation, education and the market
have to be considered when talking about mainstreaming the older
persons. It is like transforming established frameworks with a
conscious preference for a better life for the older Filipinos . No
longer will Lola be just an extension of the household. She will
have her separate suite with Lolo, and together they will attend
classes in silver universities, pursue a third career, and play in their
exclusive leisure parks. Such a scenario in 2050 does not seem
farfetched, for even the National Institute on Aging-Philippines is
envisioning the aging years as a time of unlimited possibilities. Is
the present community preparing for the onslaught of these highly
functioning, highly motivated, highly mobile elderly?
One way of answering the above question is to classify first
the elderly as the young old and the old-old. The young old--,-those
in the sixties to their early seventies-could still be considered
productive and actively contributing members. For them, programs
and facilities that will maintain or improve their health, independence
and productivity are recommended. A collaborative study done in
2000 by the Department of Health, and the University of the
Philippines College of Public Health (DOH-CPH) on the health
status and needs of the elderly showed a majority feeling healthy
with good functional capacity, however a significant proportion
indicated having specific health problems such as difficulty walking
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and chewing, with a smaller number suffering from respiratory,
neurologic, cardiovascular, musculoskeletal problems and
incontinence. At a time when chronic illnesses are common, it is
surprising that the study also showed a low frequency of consultation
with medical personnel, with a higher proportion of males consulting
traditional health workers . The most frequent reason cited for
nontreatment was affordability; however, looking deeper into this
issue, the other reason for nonconsults could be the actual dearth of
centers providing health/medical services to the elderly. If there
are, they are concentrated in tertiary hospitals in urban areas namely
the St Luke's Medical Center, Philippine General Hospital, and
Medical City. There are other hospitals with practicing geriatricians
in the National Children 's Hospital, Davao, Zamboanga, and Cebu.
The lack of medical centers specializing on geriatrics and
gerontology has not deterred the Filipino elderly from contributing
to community building activities . There are numerous grassroots
association of senior citizens with a social agenda of maximizing
their potentials as contributors to human and community
development, in a voluntary capacity. Whether government or nongovemment organization initiated, in wealthy and poor barangays all
over the country, the presence of elders in church activity, medical
missions, day care centers, income-generating projects etc. acting as
leaders, teachers, health workers, social mobilizers and advocates of
their concerns can now be felt . From a recent focused group discussion
with elderly health workers of 3 barangays in Pasay City, participating
in volunteer work is a welcome occupation during their twilight years.
Reasons given are personal fulfillment , as their apostolate work, and
having something worthwhile to do . A health worker also stated that
she is also able to teach the health practices she is learning to her
family. Worthwhile occupation seems to be able to conquer the declining
health and onset of chronic illnesses of the aging years. Moreover,
their visibility (and not in their rockers), providing care (not recipients)
to individuals not their family and actively guiding (not passively waiting)
the government in determining their needs, will truly make one believe
that yes , the older persons themselves are community resources . In
this context, ageism, which is the kind of discrimination given to the old
simply because of their age, is nonexistent.
However, with the onset of frailty, or having a disability with risks
of further injury with the slightest trauma or disturbance in homeostasis,
the kind of community resources needed are different altogether. That
the older they get, the more feminized they are, and the greater their
need for health and social services has been documented by western
countries. In the DOH-CPH Study of 2000, clients of respondent Homes
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for the Aged were surveyed and the most common problems are
blindness, hearing impairment, mobility problems, and mental disorders
and being bedridden. But the most distressing are the situations of families
who are taking care of mentally and physically challenged older persons.
Morbidities like cardiovascular problems, depression and anxiety among
caregivers of demented elderly have been documented in numerous
journals. Assistance other than education, support and counseling needs
to be given to these families. Resources that will allow access to formal
caregivers, skilled nurses and allied medical professionals, support
groups, legal and paralegal services are important. Despite the Filipino
value mentioned in the early part of this article, when psychosocial
wellbeing is at stake, culture, values and ties may have to give in. For
families at risk, institutionalization could be a welcome option, even in
the Philippines. As of this writing, there are 14 homes for the aged all
over the country. Such a number may not be enough for the rapidly
growing elderly population.
For the frail and dependent elderly, it is recommended that
homecare and hospice care be developed further as important community
resources. Homecare, exemplified by the Family Health Care Program
of the Department of Family and Community Medicine of the Philippine
General Hospital, provides medical and psychosocial support to patients
requiring continued medical attention and support once discharged from
the hospital from an acute illness. The study done by the PGH
Department of Internal Medicine from among patients discharged from
the Medical Wards from March to May 2003 showed that the top five
indications for home care were: presence of pressure ulcers, debilitation
from cardiovascular disease, presence of indwelling catheter, cardiac
complications of chronic lung disease (cor pulmonale), and presence of
a nasogastric feeding tube. For a homecare program to succeed, a
good family support is needed, and in our country, this is not a problem.
Home healthcare services presently are either run privately by an
individual, as part of an outreach program of teaching hospitals, or
through non-government agencies. Although their numbers cannot be
determined at the moment, they are limited in number, limited in reach,
and uncoordinated. There needs to be a system of information and
technical exchange, referral network and coordination among these
organizations. Compensation by the national health insurance should
also be looked into for uniform and systematic billing. For this purpose,
taxonomy of home-based services is proposed for a common
understanding of the quality of services needed. Developed by the
Coalition of Services of the Elderly, it is an adaptation of the taxonomy
of undergraduate community education being used by the University of
the Philippines Manila. The classification is based according to time
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demand on the healthcare provider, human resource utilization, level of
family participation, potential for exhaustion of family members and
resources, and need for referral-to higher community resources.
Examples of services that can be given are also listed down. It would
be interesting to come up with researches on community-based and
home-based services using this classification.

Examples of the different levels of home-based services:
Level I:
Single-purpose, single visit. E.g., befriending services
of volunteer students from an external organization
Level II: Extended Purpose for a Definite Period/Regular
Staggered Visits (E.g. Visit of the health team of an
elderly who is recovering from an acute illness)
Level Ill. Extended Purpose for an Indefinite Period/Regular,
Staggered Visits (E.g. Taking care of a frail elderly with
chronic illnesses needing monitoring for example, of
blood sugar, blood pressure)
Level IV. Extended Purpose for an indefinite period/Regular Daily
Care (E.g. Taking care of a disabled elder who is
dependent on ADL and family needs community's
support)
Level V.
Extended Purpose for Indefinite Period, Continuous, 24hour care (e .g. Taking care of an older person with
Alzheimer's Disease in moderate stage)
Conclusions and Recommendations:
1. The crisis on eldercare rests on declining social supports for the
burgeoning elderly population. Looking into available resources,
for example, manpower against financial resources, to capitalize
on to address this issue is an appropriate first step.
2. Government has a bias towards the poor and underprivileged.,
and recognizes the family as the basic unit of support.
Economical and innovative elderly focused health and social
services should be more available, in all levels of care. In areas
where specialists are not available, some form of training for
government and primary care physicians on geriatrics and
gerontology are recommended.
3. Emphasize on disease prevention, health promotion and wellness
of the mind, body and spirit.
4. Promote geriatrics as a field of specialization for doctors, and
gerontology for nurses, allied medical professionals and other
healthcare providers.
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5. Continuing education of healthcare professionals on the special
problems of the elderly and their management have to be given
from time to time for updates and continuing education.
6. Active participation by the older persons in grassroots
organizations have to be encouraged to prolong their active years.
7. Among.government and non-government agencies, strengthening
of networking to promote coordination of care, information and
technology exchange, and referrals have to be looked into.
8. Promote home health care, hospice and palliative care as a
community resource.
9. Recognize the plight of the caregiver and extend to them the
same care that is given to a patient.
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Caring for Older Filipinos:
Geriatric Medicine at the
Crossroads
Emmanuel T. Gatchalian, MD

T

he United Nations lowered the arbitrary geriatric age at 60 years
for statistical and epidemiological purposes. Our present
population is about 80 million. By the year 2025 the projected increase
of the Filipino population is over 100 million, 10% of whom are those
60 years and above, which means over 10 million older people will
be living at that time . - World Health Organization .

Geriatric Medicine: A Clinical Imperative
A two-year fellowship-training program in geriatric medicine was
initiated in St. Luke's Medical Center fifteen years ago. It has then
produced only 25 physicians with geriatric expertise plus a handful
that trained abroad. No other institution is conducting Geriatric
Fellowship Training Program. Therefore, there is a short fall of
geriatricians that exists in critical proportions .
We must recruit physicians and other health care professionals
into careers in geriatric medicine
-

We must increase the number of health care professionals who
employ g~riatric principles in caring fro older persons
We must increase access to high quality patient-centered care
and not just practice "geriatric-like" care .
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Goals of Geriatric Care:
Identify, stabilize or delay progression of chronic medical conditions
whenever feasible and prevent acute and iatrogenic illness. Identify
and treat them rapidly when they occur. Physicians caring for the
frail elderly should recognize the importance of focusing on functional
conditions, autonomy, comfort, quality oflife, safety and happiness
as goals of healthcare in older persons.

Preventive Gerontology
Preventive Gerontology should start at age 45 or earlier. By history,
physical and laboratory examinations, we identify the health risk
factors of each individual such as:
Hypertension - control
Diabetes - control
Elevated cholesterol - reduce
Sedentary lifestyle - increase physical activity
Cigarettes smoking - cessation
Alcohol - in moderation
Health risk factors are person specific. We must educate and
increase their knowledge on how these risk factors leads to disease
and disability. Improve their skills in health promotion and disease
prevention (self-care) through lay educational fora , media and
educational materials.
Immunization prophylaxis should be given against influenza,
pneumonia, and tetanus. As chemoprophylaxis aspirin can be given
to prevent coronary attacks and strokes. Coumadin is also given to
prevent thrombo-embolic events among patients with chronic atrial
fibrillation.
Cancer prevention and early detection techniques should be
employed. The use ofDEXA screening to detect osteoporosis which
is a significant risk factor for the higher prevalence of fractures
among elderly is highly recommended.

Environmental Gerontology
Person-Environment Fit. At home, for those with impaired function
and disability, provision of banisters in the stairs, well- lit rooms,
grab bars and raised toilet seats, uncluttered non-slippery floors,
loose rugs, etc . In the community there should be special parking
spaces, ramps for the wheelchair-borne, lever door knobs, automatic
Sli•ling doors in buildings and close proximity to the shops.
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Pre-retirement courses in order to buffer impacts on economic,
physical and psychological well-being.
Prevention of iatrogenesis - 30% of hospital admissions are
due to iatrogenic illness mainly caused by adverse drug reactions due
to aging changes in drug distribution, metabolism, elimination and
pharmacokinetics. Strategies to avoid polypharmacy and adverse drug
effect<; are part of good quality care.
Acute and sub acute illness in older patients with non-specific
symptoms or atypically with Geriatric Syndromes like:
- Functional decline in AD L's and IADL's
Failure to thrive (Hypodipsia and hypovolemia)
Dizziness
Confusion
Worsening of previous mild dementia
Depression
Falls
- Urinary Incontinence
- Sleep Disorder
- Weight loss
In view of the above, a comprehensive geriatric assessment that
includes medical , physical, psychological, cognitive, socio-economic
domains of health as well as the religions needs of the older patient
becomes mandatory.
It is best done by a team approach utilizing an interdisciplinary
approach. The team consists of a geriatrician (moderator) social worker,
clinical nurse, nutritionist, psycho geriattician, pharmacist, rehabilitation
experts, and others as need be.
An overall plan of treatment and long-term follow-up is then
implemented, re-evaluated and modifications done periodically when
called for.

Chronic Models of Care:
Roughly 65% of adults 65 years old and above have two or more chronic
conditions. 43% have 3 or more and 24% has four or more as their
ages advances. These co-morbid chronic diseases compound
presentation of illness, interacts with one another to produce more
functional decline, poor quality oflife, increased morbidity and mortality.
When we were medical students we were trained to take care of
one condition and a time not only four or six . Geriatricians need to be
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also chronic care specialists . We should be concerned about comorbidities because it relates to etiology, prevention and treatment.
Models that take into account pre-clinical illness and therefore
preventive gerontology cannot be over-emphasized .

Day Care and Respite Centers:
These are models of care that incorporates psychosocial modules
of care on a daily basis for the benefit of both patient and caregivers.
End of life Care (Hospice Care)
Older patient with terminal illness (6months) like cancer, infection,
heart failure, liver failure , COPD, etc. requires multidisciplinary
approach as well. The physicians, the patient, family and other
speciali sts, should address several domains. Pain should be at all
times controlled. Other symptoms like nausea, vomiting, constipation,
dyspnea, and respiratory stridor should be managed. Depression
should be treated . Ethical concerns and clinical decision making be
discussed. Provision of care, affection, empathy, comfort and quality
of life, easing the pain and fear of dying should be instituted. Also
taking into consideration, the religious needs of the dying patient.
This is best done in collaboration with the Geriatrician as he or
she is most qualified to discuss end of life care.
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Improving the Quality of Life of
Older Filipinos: Focus on
Recommendations for the
Prevention and Treatment of
Osteoporosis
Sandra A. Tankeh-Torres, M.D., M.Sc.

Introduction

T

he World Health Organization (WHO) Consensus Development
Conference in 2001 defined osteoporosis as a "disease
characterized by low bone mass and microarchitectural deterioration
of bone tissue leading to enhanced bone fragility and a consequent
increase in fracture incidence."
Osteoporosis is an established risk factor for vertebral, hip and
wrist fracture, with a relative risk of-2.0 . In women, the incidence
of vertebral fractures begins to increase near the time of menopause;
in men, vertebral fracture incidence increases at older ages but at
ratios 2: 1 that of women. Hip fracture incidence accelerates
approximately 10 years after menopause in women and after age
70 in men. Kenny and Prestwood states that "the disability, mortality,
and cost of hip and vertebral fractures are substantial in the rapidly
growing, aging population so that prevention of osteoporosis is a
major public health concern."
Epidemiologic studies have shown the higher incidence of
osteoporosis in both Caucasian and Asian races compared to African
(black) or Latin populations. Among Asians, there is data on the
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incidence of osteoporosis in China, Hong Kong, Taiwan, Thailand,
Korea, and Vietnam. However, there are no local statistics available
on the incidence of osteoporosis or fractures.

Recommendations for the Diagnosis of Osteoporosis and
Prediction of Fracture
1. Use of OSTA I Assessment of Risk Factors as a Screening
Tool among Postmenopausal Women

Osteoporosis is both preventable and treatable but may not
become clinically evident until a fracture occurs. Risk factors for
osteoporosis and osteoporotic fractures have been determined and
used to identify the need for further evaluation or preventive or
therapeutic regimens. (Appendix A)
In 2000, the Osteoporosis Society of the Philippines (OSPI)
formulated an osteoporosis risk factor test for a Filipino
postmenopausal population based on a standard list of risk factors
collated by the International Osteoporosis Foundation (IOF). This
is a 15-item, self-administered, easy to comprehend and quick to
accomplish screening questionnaire written in English and translated
into Tagalog. However, the sensitivity of this test has not been
established.
In 2001, the IOF under the auspices of the WHO Collaborating
Center for Public Health Aspects of Rheumatism initiated the study
that developed the Osteoporosis Screening Tool for Asians (OSTA).
There were 860 Asian postmenopausal women participants, 9% of
this population was Filipino. Low body weight(< 127 lbs or a BMI
of< 21) and age >.65 years were reported as significant risk factors
for Asian postmenopausal women. Two risk factors, age and weight
(body mass index [BMI] may be used in lieu of body weight) were
used for screening for those with fracture risk. The sensitivity of
this tool was 91 % and the specificity was 45%. OSTA was validated
using the central DXA determination as the gold standard in a
Japanese cohort of 1123 postmenopausal women who were enrolled
in the Adult Health Study. This screening tool was also further
validated in a Taiwanese, Korean, Thai, and in a Filipino population.
Wehren and Siris highly recommended the use of OSTA: "OSTA is
the simplest of the risk factor screening instruments, performs as
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well as the more complex tools, and because of its simplicity, may
be the most useful means for the busy clinician to identify
postmenopausal women who would benefit most from bone mineral
density (BMD) testing."

2. Use of Bone Mineral Density Measurement with Central DXA
for diagnosing osteoporosis and determining fracture risk
Determining the BMD is the best predictor of fracture risk and
using a central Dual Energy Xray Absorptiometry (cDXA) machine
remains to be the gold standard for measuring BMD . The relative
risk of fracture is 10 times greater in women in the lowest quartile
of BMD, compared with women whose BMD is in the highest
quartile. The National Osteoporosis Foundation recently published
recommendations for BMD testing for all postmenopausal women
over age 65 , based on a cost-benefit analysis . In addition, they
recommend screening postmenopausal women under age 65 years
with one or more risk factors , postemenopausal women that present
with a fragility (verterbral) fracture , women who are considering
therapy, if BMD will facilitate the decision, and women who have
been on hormone replacement therapy for prolonged periods .
BMD also may be used to establish the diagnosis and severity
of osteoporosis in men, and should be considered in men with lowtrauma fracture, radiographic criteria consistent with low-bone mass,
or diseases known to place an individual at risk for osteoporosis.
Access to cDXA in the country is limited. As of 2005, there
are only 17 institutions that have a cDXA machine, 13 in MetroManila,
2 in Cebu City and 2 in Davao City.

Recommendations for the Prevention and Treatment of
Osteoporosis
There is a need for educating the postmenopausal and elderly
population on the value of preventing osteoporosis. This involves a
regular exercise program, sufficient intake of calcium and vitamin
D, and lifestyle modification if risk factors of osteoporosis are
present .
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I. Regular Exercise Program: It is important to encourage
older adults to be as active as possible. Weight-bearing
exercise, such as walking, improves muscle strength, agility,
balance, and sense of well-being, with a consequent decrease
in falls. It is recommended to start slowly, and gradually
increase both the number of days and the duration of walking
each day. An alternative to this is physical therapy, especially
for those who already developed vertebral fractures . The
therapy can provide postural exercises, alternative modalities
for pain reduction and information on changes in body
mechanics to prevent future fractures .
2. Adequate Intake of Calcium and Vitamin D: The
recommended amount of elemental calcium for
postmenopausal and the elderly ranges from 1,200 to 1,500
mg a day, while that of Vitamin D is 400 to 800 IU a day.
3. Modification of lifestyle factors that increase the risk
offractures : Some risk factors that may be modified include
cigarette smoking, alcohol and caffeine intake, and a
sedentary lifestyle .
The National Osteoporosis Foundation (NOF) recommendations
for the treatment of osteoporosis are both relevant and applicable
for local use:
I . All women are counseled on risk factor reduction,
nutrition and exercise.
2. Initiate treatment even without BMD testing in women
over age 65 years, with one or more risk factors ,
including weighing less than 127 lbs.
3. Initiate treatment for BMD score < -1.5 if other risk
factors are present.
4. Initiate treatment for BMD score < -2 .0 even in the
absence of other risk factors.
5. Initiate treatment to all postmenopausal women presenting
with fractures.
Treatment options for those with established osteoporosis or who
are at higher risk for fractures include the use of pharmacologic
agents, such as estrogen replacement, bisphosphonates, selective
estrogen receptor modulators (SERMs), calcitonin, strontium and
parathyroid hormone, which are all locally available
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Appendix A
Risk Factors for Osteoporosis and Osteoporotic Fractures

I. Nonmodifiable Risk Factors:
1.
2.
3.
4.
5.
6.
7.

Personal history of fracture as an adult
History of fracture in first-degree relative
Caucasian race
Advanced age
Female sex
Dementia
Poor health/frailty

II . Modifiable Risk Factors:
1.
2.
3.

Current cigarette smoking
Low body weight (<127 lbs or 57kg)
Estrogen deficiency secondary to early menopause (menopause
occurring before 45 years of age) or bilateral oophorectomy
4. Prolonged premenopausal amenorrhea, defined as amenorrhea
of more than 1 yr
5. Low calcium intake (lifelong)
6. Alcoholism
7. Caffeine intake
8. Drug intake: steroids, thyroid hormones
9. Impaired eyesight despite adequate correction
10. Recurrent falls
11. Inadequate physical activity
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Prevention and Treatment of
Diabetes in Older Individuals
Cecilia A. Jimeno, M.D.

D

iabetes is now considered a pandemic. In 2003, 194 million
people worldwide, ranging in age from 20 to 79 years, had
diabetes. By 2025, this number is expected to increase by 72% to
333 million, and nearly 80% of these cases will be in the J'OOrer
industrializing countries (1). The increase in diabetes results from
continuing changes in lifestyle associated with urbanization,
mechanization and industrialization which lead to unhealthy diet,
physical inactivity and obesity (5).
The numbers in the Philippines are not yet that alarming but are
none the less increasing. The national prevalence of diabetes in
1998 was 3.9%. The National Nutrition and Health Survey (NNHeS)
in 2003 estimated the prevalence of diabetes at 4.6% (2). However,
the risk for cardiovascular morbidity and mortality does not start at
the point of diagnosis of diabetes. It starts during the so-called prediabetic stage of impaired fasting glucose (IFG) and impaired glucose
tolerance (IGT) . Impaired fasting glucose is defined as a fasting
blood sugar of 100 to 125 mg/dL while impaired glucose tolerance
is defined by a random blood sugar (RBS) or a 2-hr RBS (after a
75-gram oral glucose load in the 75 gram oral glucose tolerance
test) greater than 140 mg/dL to 199 mg/dL. The NNHeS gives a
national estimate of3.2% for impaired fasting glucose (2). Totaling
the figures for DM and IFG gives an estimate of around 5 diabetics
and 3 pre-diabetics for every 100 persons in the Philippines.

58

------------- ·
Subgroup af1
results of the NNHeS indicates that
for botlfmales and females, the prevalence ofDM is highest among
individuals aged 50-59 at approximately 9% based on FBS, and an
estimated 10% based on the diabetes questionnaire of a previous
history of physician/nurse-diagnosed diabetes mellitus. Among the
60-69 year old age group, the prevalence ofDM is 5.0% for males
and 7.3% for females based on FBS, and 6.5% for males and 10.8%
for females based on a diabetes questionnaire. The numbers are
similar for the ::::_ 70 years age group (2). As expected, diabetes in
the Philippines is more prevalent among individuals in the older age
groups. Restating these figures in another way, it appears that almost
one out of every 10 individuals aged 50 years and older have diabetes
mellitus, which is double the prevalence of 1 diabetic in 20 among
the younger age groups.
In 1994, diabetes was ranked as the 1O'h leading cause of death
among Filipinos. Five years later in 1999, diabetes was already 9th
among the ten leading causes of mortality in the Philippines, with a
rate of 14.1 deaths due to diabetes per 100,000 population (3).
However, diabetes is an important public health concern not only
because it leads to an increased cardiovascular mortality, but
because it has many disabling complications. Diabetic eye disease
includes cataracts, glaucoma and diabetic retinopathy, all of which
can cause blindness (4). The 2004 Philippine Renal Disease Registry
reports that diabetes is now the leading cause of end stage renal
disease, accounting for 33% of all patients on dialysis. Diabetes is
also the most common cause of non-accidental limb amputations.
According to the Western Pacific Declaration of Diabetes, in many
developing countries (the Philippines included), diabetic ketoacidosis,
foot infections, and other infections such as pneumonia and
tuberculosis, remain the most important problems leading to
hospitalization (5).
There is therefore a clear rationale for preventing the
complications of diabetes mellitus, and these entail a combination of
lifestyle modification and drug therapy designed not only to ensure
good glycemic (blood sugar) control, but also to achieve optimal
weight, normal blood pressure and normal cholesterol levels. The
targets for good control of diabetes and its co-morbid conditions
include the following: glycosylated hemoglobin (HbA 1c) of< 7%
(American Diabetes Association) or< 6.5% (European Association
for the Study of Diabetes); blood pressure of< 130/80 mm Hg; and
low density "bad cholesterol" ( LDL) ::::_ lOOmg/dL (or< 70 mg/dL
for high risk diabetics). These targets are feasible for younger
diabetics or for diabetics of any age who do not have any
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complications. However, for older diabetics more modest goals are
probably more realistic to prevent not only the complications of
diabetes but to prevent as well, the untoward side effects of
medications which are attendant to lower treatment goals. The
American Geriatric Society in the U.S. gives the following
recommendations for the care of older persons with diabetes:
glycemic goals ofHbAlc :S 7% in healthy adults with good functional
status and :S 8% in frail elders with life expectancy of< 5 years or
when risks of intensive glycemic control outweigh benefits; blood
pressure< 140/80 mm Hg if it is tolerated (or< 130/80 mm Hg for
relatively healthy elderly); and LDL :S 100 mg/dL (2.59 mmol/L) if
feasible (12).
Considering the costs of treatment, is there still a rationale for
aggressive metabolic and blood pressure control among older
persons? Subgroup analysis of several trials including the Cholesterol
and Recurrent Events (CARE) trial and the Long-Term Intervention
with Pravastatin in Ischemic Disease (LIPID) have proven the
benefit of statin therapy on vascular risk for elderly men and women.
The Prospective Study of Pravastatin in the Elderly at Risk
(PROSPER), a drug trial specifically for elderly showed that use of
statins reduced the risk of coronary heart disease and transient
ischemic attacks among this population (13, 14). Aside from causing
an increased risk of cardiovascular events such as myocardial
infarction, strokes, and cardiac death, hypertension and diabetes
mellitus are also associated with accelerated decline in cognitive
and physical functioning (15). Several studies have proven that good
blood pressure in the elderly not only decreases the incidence of
major cardiovascular events but also reduces the rate of cognitive
decline (16, 17). The benefits of good blood sugar control is
applicable for all age groups; large epidemiologic studies have proven
that good glycemic control reduces the incidence of damage to small
blood vessels in the body such as the eyes (retinopathy), kidneys
(nephropathy) and nerves (neuropathy) (18, 19). For all patients
but especially for the elderly however, the aggressiveness of therapy
must be individualized on the basis of the overall status and
capabilities of the patient. When feasible, glucose levels should be
lowered as much as possible while avoiding hypoglycemia and other
treatment-related side effects (12). Clearly, the quality of life of
older individuals and their life expectancy can be improved
significantly ifthe complications of diabetes can be avoided.
However, at best these strategies to reduce diabetes
complications involve only secondary prevention. Prevention of
complications is not good enough; we must do better. What must be
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done is to prevent diabetes and its co-morbid conditions even before
they occur; that is, a primary prevention approach. Why such an
aggressive approach? This is because at the point of diagnosis of
diabetes, hypertension or dyslipidemia, many of these patients
already have the complications.
Among the two types of diabetes, Type 2 diabetes is already
proven to be preventable. Type 1 diabetes is due to auto-immune
destruction of the pancreatic beta cells leading to absolute insulin
deficiency. Its initially presentation is typically acute manifesting as
diabetic ketoacidosis . The difficulties with prevention of Type 1
diabetes are myriad; not only does it manifest in an explosive manner
but it difficult to identify patients who are at risk of developing the
disease. Also, clinical studies are still ongoing to test various methods
of preventing the disease (1 J). There are at present no definite
preventive strategies for Type 1 diabetes. Fortunately, in most
countries including the Philippines, its prevalence is quite low.
Strategies for diabetes prevention are geared towards individuals
with Type 2 diabetes mellitus (T2DM). This type of diabetes results
from a progressive insulin secretory defect on the background of
insulin resistance which may be due to being overweight or obese.
T2DM has a long asymptomatic pre-clinical phase which frequently
goes undetected. Unfortunately, the disease is not diagnosed until
complications appear. According to the landmark trial United
Kingdom Prospective Diabetes Study (UKPDS) at the time of
diagnosis ofT2 DM , over half of patients already have one or more
diabetes complications (6) . Retinopathy rates at the time of diagnosis
range from 20 to 40% (7,8). Since the development ofretinopathy
is related to the duration of diabetes, it has been estimated that
T2DM may have its onset up to 12 years before its clinical diagnosis
( 7) . Prevention of complications of diabetes even at the time of the
diagnosis of the disease is already too late, because a large proportion
of patients already have the complications. The disease itself should
be prevented during the asymptomatic pre-clinical phase when the
patients is relatively well but is overweight, with a sedentary lifestyle
and has IFG or IGT. Recognition of the pre-diabetic stage is
therefore important because this is the optimal period for primary
prevention. Even when IFG and IGT are not yet present, diabetes
prevention can already be started by identifying risk factors for its
development.
What are the strategies for the prevention of diabetes? First is
the identification of individuals at high risk for developing diabetes
mellitus. Testing for the presence ofIGT/IFG is necessary to target
Maximizirig the Quality of Life of the Elderly Through Better Health

61
intervention efforts to individuals most likely to benefit from
preventive efforts. Those most likely to have IGT/IFG are individuals
who are overweight and above age 45 years. Younger individuals
with additional risk factors, including prior gestational diabetes
mellitus, family history of diabetes, and the presence of hypertension
or dyslipidemia, should also be considered for screening (9).
Reviewing the data from the NNHes, one is struck at the high
prevalence of these risk factors for diabetes among Filipinos: nearly
a quarter of the respondents were obese (BMI > 25); nearly half
had low HDL less than 35 mg/dL; half had elevated LDL more than
130 mg/dL; while another fourth of patients also had hypertension.
There is clearly a large opportunity for screening of Filipinos for
diabetes. Screening of these high risk individuals may be
accomplished by doing either an FBS or an oral glucose tolerance
test (OGTT). Once these individuals have been identified, then
specific approaches are then done to modify their risk of developing
diabetes mellitus.
There is now convincing evidence from controlled clinical trials
that lifestyle modification can prevent or delay the development of
Type 2 diabetes in high-risk individuals. Several intervention studies,
in China ("Da-Qing Study"), Europe ("Malmo study", "Finnish
Diabetes Prevention Study") and the Vnited States ("Diabetes
Prevention Program"), showed that lifestyle changes are able to
reduce by around 50% the incidence of type 2 diabetes in at risk
individuals. Various pharmacological approaches have also proven
their efficacy in preventing T2DM, but in most cases with less
impressive reductions of between 25% and 35%. This is the case
for metformin, acarbose, orlistat or various inhibitors of the reninangiotensin system. Drug trials for the prevention of T2DM are
also ongoing for rosiglitazone and pioglitazone, two insulin sensitizers
of the thiazolidinedione family (10) .
Specific recommendations for lifestyle modification to prevent
diabetes include: (1) reduction of caloric intake and eat smaller
portion sizes; reduce total fat to < 30% of calories and increase
fresh fruits vegetables, and dietary fiber; (2) weight loss of 5-7%
(minimum) of starting body weight; and (3) regular physical activity
equivalent to brisk walking 30 min daily or exercise of moderate
intensity for at least 150 min/week. Individualized instructions on
exercise, weight loss strategies and dietary modification are highly
encouraged although group education could be as effective.
The case for the prevention of diabetes mellitus is very clear; it
must be prevented before it has a chance of developing or
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progressing. Active screening for diabetes mellitus among high risk
individuals must be done. Advocacy to promote a healthy lifestyle
among both children and adults is needed, because the prevention
of diabetes and many of the so-called lifestyle-related diseases
involves increased physical activity and sound nutrition. These
primary prevention approaches must be brought to our schools,
homes and offices, and indeed in all comers of the country in order
to prevent this epidemic from spreading. It must also be done in the
context of the bigger picture of preventing the number one killer in
the Philippines, which is cardiovascular disease. Prevent diabetes,
stop smoking, move more and eat less, these must be our new
resolutions to prevent Filipinos from dying of heart attacks and
strokes, and to enjoy a more healthy life even during the later years.
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Quality of Life in the Health
Care of Filipinos - Focus on
Cancer Patients
Corazon A Ngelangel, MD, MS, PhD
& Laurie S Ramiro, MS, PhD

raditionally, the end points in health care are assessed through
treatment effectiveness outcomes using indicators such as
mortality rates and survival indices. However, with the
modernization of health technologies, such health outcomes would
no longer suffice. In many countries, the number of expected life
years is increasing. In addition, many treatment programs have
little or no impact on mortality rates. With the WHO redefinition of
health which includes social and psychological well-being, alternative
approaches to measuring health outcomes now includes an analysis
of the patient's quality of life (QOL) . This holds true since most
high-tech procedures result in adverse effects that leave the patient's
everyday life more mortifying.

T

Cancer as a disease mainly occurs in the older age groups.
Hence, cancer management is an important concern among the older
age-group population. Indeed of particular interest is the attainment
or maintenance of quality oflife of an individual in this population
who comes down with cancer. What is the overall quality of life of
Filipino cancer patients? What are the best indicators of "quality of
life" among Filipino cancer patients? Are there significant
differences in terms of age, gender, level of education , civil status,
stage of cancer and type of treatment?
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Cancer management is one area where clinical decision-making
becomes a critical and perplexing activity. Routinely, better response
or remission rates and prolonged survival are used as gauge for
cancer treatment effectiveness . However, both the disease and
the various treatment modalities can have a tremendous toll on the
patient's social , emotional and physical well-being. Pain has been
explicated to be the single most important distress variable among
cancer patients in addition to impaired role, which has a negative
effect on distress over and ~hove the effects of pain (1) .
Furthermore, the prevalence of fatigue among patients after cancer
treatment was about 61 % (2). Other studies indicate a relationship
between lung cancer and symptom distress, fatigue and decline in
functional status (3). Cancer therapies such as surgery can be
mutilating, resulting in physical and psychological trauma . In their
study of patients who underwent surgery for oral and pharyngeal
cancer, Langi us et al ( 4) found that psychological and physical
functioning, sleep, recreation , work, eating, and home management
were impaired 2-4 months and 12 months after treatment. Brasilis
et al (5) showed that in sexual functioning , continence and hardship,
QOL scores of patients with prostate cancer deteriorated 12 months
after radical prostatectomy. Studies on women with breast cancer
have demonstrated that general psychological distress , marital
satisfaction and secular function did not differ comparing mastectomy
and breast conservation, although those who underwent mastectomy
rated their body image more poorly ( 6) . Cancer patients experienced
a significant increase in fatigue over a 5- 6 week course of
radiotherapy ( 7). Chemotherapy causes considerable toxicity
resulting in hair loss, nausea , vomiting, fatigue and emotional
problems . Women with breast cancer and who underwent
chemotherapy had more sexual dysfunction, poorer body image and
more psychological distress than women who underwent hormonal
therapy and radiotherapy. Fatigue was also common 14 days after
treatment with chemotherapy (2). With these side effects , the
chances of survival must be weighed against the quality of life of
the patient. Quality of life (QOL) is an all-encompassing term
connoting overall well-being of a person at a given period of time.
Clinically, it is a measure of the patient's subjective perceptions and
feelings of his health or diseased state and his assessment of the
qualitative outcome of medical care. Singer (8) posited that patients
with chronic and life threatening diseases such as cancer utilize
both physical status and social function to define health and to
reestablish self-integrity based on their continued social functioning
even in the light of their acknowledged physical condition . While
Fayos et al (9) defined QOL as the "ability of the patients to manage
their lives .. . " Homquist (JO) referred to it as "the degree of need
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satisfaction within the physical, psychological, social, activity,
material, and structural areas". Shaw (11) suggested that QOL is
the product of the patient's natural endowment, and the efforts made
on his behalf by his family, and by society. Harwood ( 12) referred
to QOL as "the totality of those goods, services, situations, and
state of affairs which are delineated as constituting the basic nature
of human life which are articulated as being wanted or needed".
Lieu (13) thought that QOL is the "output of two aggregate input
factors: physical and spiritual". Most of these definitions differ along
several dimensions:
1) First, some studies measure QOL as a global indicator where
several perceived components are weighed and combined to
reveal the overall sense of well-being .
.2) Second, other studies consider only specific life dimensions such
as the patient's physical, emotional, social, cognitive, functional
and treatment-related state of wellness.
3) Third, while some studies emphasize the descriptive nature of
the state of well-being or QOL, others provide utility scores
that reveal the preferences of the patient with regard to his
state of health.
Whichever, QOL measures provide a more accurate assessment
of an individual's state of health. QOL can be used to:
l) Gauge the reactions of patients to diagnosis and therapy
2) Measure the impact of certain treatment modalities on the nofJphysiological well-being of the patient and consequently use these
data in decisions pertaining to the risks and benefits derived
from specific treatments, and
3) Provide insights into the psychological needs of the patient which
can in tum be used to enhance supportive care.
QOL assessments are necessary to develop and maintain the
ethical standards of cancer medicine. The relative definition of the
concept, however, makes measurement more complicated.
Operationally, quality of life is modified by cultural, socio-economic,
psychological and health-related factors.
There are several QOL measurement scales. In the Philippines,
the University of the Philippines Department of Epidemiology was
commissioned by the Department of Health (under the Philippine
Cancer Control Program) to make such a scale for Filipinos, the socalled UP-DOH QOL scale. This QOL scale was specifically
designed to fill in the need for a culturally appropriate instrument
Maximizing the Quality of Life of the . Elderly Through Better Health

that could measure the QOL of Filipino cancer patients. The UPDOH QOL scale (I 4) defined the QOL of Filipino patients
accordingly:
1) To Filipino cancer patients, "quality of life" meant:
a. Being free from disease
b. Feeling well
c. Can do the things one has been used to do
d. No feelings of pain
e . Not being afraid of dying
f. Having the means to pay for the treatment; having no financial
concerns
g. Having a good and comforting doctor
h. Not undergoing surgery and chemotherapy because of the
negative effect
i. Being totally cured; getting out of the hospital
j. Knowing that God will not forsake (me)
k. Having an understanding and supportive family
1. Obtaining emotional support from family, friends and relatives
m . .Not seeing the husband and children suffer because of (her)
ailment
n. Ensuring a good future for the children even if (I am) gone
o. Can still work and earn money
p. Having hope in the future
q. Going to the movies and the malls alone and without fear of
collapsing
r. Having a good memory
More than their own health, majority of the patients expressed
anxiety over money matters, the possibility of a premature separation
from the family, the family 's reaction to his/'her diseased status,
and the effectiveness of treatment. Social support has been viewed
both as a positive and a negative factor. Social support encourages
and strengthens the patient to "fight" for life; others find his/ her
status more painful and distressing, the more the family provides
concern, attention and love. God's mercy has been sought by almost
all the subjects.
2) Overall however, the QOL of the cancer patients was moderate
to high. Physical wellness, cognitive ability and self-care were
rated as "moderate." Emotional well-being and social status
were perceived as "high."

3) Factors affecting QOL were:
a. Age -younger patients had better QOL than those who were
older, particularly in physical, emotional and cognitive we\\beings.
b. Gender - female patients obtained significantly better QOL
than males, for an dimensions except for cognitive ability;
males suffer from greater mental anguish.
c. Civil status - single unmarried patients have significantly better
QOL than married and separated/ widowed patients, in all
dimensions.
d. Education - the higher education the better QOL, in all domains
except for self care and related functions .
e. Site of cancer - patients with breast, cervical cancers and
lymphomas displayed better QOL than those with lung, rectal/
colon and nasopharyngeal cancers.
f. Stage of disease - stage I/II patients had better QOL than
those with late stage disease, particularly in physical and
functional domains .
g. Type of treatment - chemotherapy except when in
combination with surgery and pain control, seemed to result
in better QOL; among the single treatment methods, pain
control and surgery resulted in the poorest QOL, followed by
patients who have not undergone treatment at all .
It has been assumed that cancer has a negative impact on the
patient 's QOL. Indeed it does particularly for older age individuals.
Overall however, Filipino cancer patients cope to maintain a
moderate to high quality oflife. A significant factor contributing to
rather good quality of life among Filipino cancer patients is their
seemingly strong tendency to find meaning in their suffering. As a
nation and individually as well, Filipinos are said to be "survivors ."
The Filipino 's spiritual richness - his great faith and hope in God's
plan for his life, his clinging attitude towards God ' s providence and
his often fatalistic and deterministic attitude toward life have given
substance to the physical pain and the feelings of emptiness brought
about by his diseased status. They can metamorphize themselves
from an existentially sick person to an existentially well person.
This same spiritual affluence has lead the patients to a strong sense
of hope, either imagined or real. In another study among Filipino
cancer patients , their relatives and doctors (15) , instilling a sense
of hope made the patients feel better. It helped them go through the
initial stages of anger, denial and grief until they finally learn to
accept their health status.
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Coupled with this is his deep attachment to his family and friends
who reciprocally provide him with the love, concern and caring
needed to meet the psychological requirements of his everyday life
despite uncertainties . Unlike in many cultures, Filipino families are
supportive of one another in times of both greatness and doom. As
Cordero et al (16) described, "The Filipino family is an institution of
security which protects its members from the exigencies of living.
The members are bound to help each other ... they protect members
against all kinds of misfortunes .. .. "
In this changing times particularly culture-bound, we hope that
this unique Filipino culture steadfastly stands the test of time
supporting the Filipino in times of greatness and doom, in times of
health, psychological, and social illness . The recommendation is
for the continued awareness and practice of Filipino values
among Filipinos within the family, the schools, the workplace, and
the community ...
It is also without saying that in terms of cancer as a disease
and its management, the patient 's QOL will not be so sacrificed if
the disease will be prevented or detected most early.
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Pain Management in the
Elderly
Luzviminda Salomon Kwong, MD, DPBA, FPSO

Epidemiology of Pain
Pain is one of the most common complaints in physician offices. It is
also one of the most common symptoms of disease. Second only to
symptoms of upper respiratory tract infections (1) .
Prevalence of back pain has been reported from 21 % to 49 .5%;
joint pain 20.5% to 71 %; and headache 1.2% to 50% in persons over
the age of 65 years (2). Unrelieved pain may plague at least 80% who
live in nursing homes (3,4,5,6, 7) while it ranges from 25% to 65% in
community-dwelling older persons (2, 8, 9); most such pain is persistent
(2, 7, 10) . In the Intensive Care Unit (ICU), 22% to 70% of patients
remember having moderate to severe pain during their ICU stay
(11 , 12,13).
In general, the most common cause of pain in elderly persons is
probably related to musculoskeletal disorders such as back pain and
arthritis. Neuralgia is common, stemming from common diseases such
as diabetes or herpes zoster, and trauma, such as surgery, amputation,
and other nerve injuries. Nighttime leg pain (e.g., cramps, restless legs)
is also common, as is claudication. Cancer, although not so common as
arthritis, is a cause of severe pain that is distressing to patients, families,
and staff. The distress of cancer pain has brought attention to the moral,
ethical, and legal obligation of clinicians to provide effective pain
management near the end of life (14).
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Insufficient management of pain results in unnecessary suffering,
emotional distress, often exacerbated by depression, delirium ,
compromised cognitive function, sleep disturbance, functional disability,
which foster learned helplessness, social isolation, and greater health
care costs due to greater dependency in activities of daily living and
thus greater need for nursing care (15,16,17).
Managing pain in the older patient often presents additional
challenges such as underreporting of symptoms, multiple medical
problems, medication side effects, problems with assessment, problems
with communication, mobility and safety issues, as well as consideration
of the potential for medical, cognitive, and functional decline (I 8).

Definition of Pain
The International Association for the Study of Pain defines pain as an
unpleasant sensory and emotional experience associated with actual or
potential tissue damage, or described in terms of such damage (21) .
The definition recognizes the interplay between the objective, physiologic
sensory aspect of pain and its subjective, emotional, and psychological
components. The response of pain can be highly variable between
individuals as well as in the same individual at different times. That is
because the patient will express their pain based on their mood when
the pain occurred, past experiences, personal beliefs, effect, motivation,
environment, and at times, pending litigation (22) , and the meanings
they attribute to it.
Pain Assessment
The medical evaluation of patients complaining of pain should begin
with a thorough history and physical examination. A neurological
examination should also be performed looking for signs of autonomic,
sensory and motor deficits to rule out neuropathic·cQnditions. In addition
to establishing a diagnosis, one should alsc establish a baseline
description of their pain including intensity, frequency, duration, character
of pain, as well as precipitating and relieving factors (18) . There is no
objective measurement (22) or biological marker (23) of pain. The
patient's self-report of pain is the most reliable indicator(l 9) and most
valid measurement (24) of pain. Physiological and behavioral (objective)
signs of pain (e.g. increase pulse rate, grimacing) are neither sensitive
nor specific for pain and should not replace patient self-report unless
the patient is unable to communicate (20). Therefore, talking to patients
and asking them about their pain (i.e., obtaining a "pain history") is
integral to pain assessment. Because many older persons may not refer
to their discomfort as "pain," you should try to use their language when
soliciting a pain history. Documentation of the location of all sights of
pain as well as the pain intensity, description and timing will enable
Maximi zing the Quality of Life of the Elderly Through Better Health
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physicians target their assessments and determine the functional
implication of the pain. It is also imperative to review previous
experiences with analgesics or other therapies (18).
A variety of pain assessment tools have been developed in an
attempt to document and follow pain symptoms over time. For example,
unidimensional scales such as the visual analog scale (VAS), the
numerical rating scale (NRS), verbal descriptor scale (VDS), and the
Faces Pain Scale are commonly used to measure pain intensity. (Figure
1). Some of these pain assessment tools can be difficult for some elders
to complete because of impairments in vision, hearing, cognition and
manual dexterity. However, repeated questioning and use oflarge print,
hearing aids, and different tools can help facilitate responses. Research
in both community dwelling and institutionalized elders indicates the
VDS to be the easiest to complete (18). However, based on
psychometric analyses NRS is preferred pain intensity scale. The
American Geriatric Society advocates the NRS (25). VAS is more
difficult and should not be used especially with post-operative patients
(18,26).

In 1996, the American Pain Society (APS) introduced the phrase
"pain as the 5th vital sign"(27). This initiative emphasizes that pain
intensity assessment is as important as assessment of the standard
four vital signs (i.e. temperature, pulse, respiration, and blood pressure),
and that clinicians need to take action when patients report pain (28).
Various groups (e.g., the Joint Commission on Accreditation of
Healthcare Organizations (JCAHO), APS, American Society of
Anesthesiologists) have proposed the use of pain as the fifth vital sign
(29). In the Philippines, the Pain Society of the Philippines is
disseminating in the hospitals and physicians to use pain score as th<J
fifth vital signs in the hospital charts like in the Temperature, Pulse and
Respiration (TPR) sheet and Recovery Room monitoring sheet. Other
hospitals who have been accredited as well as those applying JCAHO
accreditation are also adopting the Pain as the Fifth Vital Sign.
More comprehensive approaches to pain assessment with
multi dimensional measures also exist. Melzack has created a
simplified version of the McGill Pain Questionnaires (MPQ) known
as the Short Form-MPQ (SF-MPQ), which was found usable in
older individuals. It includes descriptors representing sensory and
affective component of pain. It also measures to evaluate pain
intensity such as the VAS and VDS (also known as the PresentPain Inventory) (18,31,32). Multidimensional pain scales are often
laborious and difficult to administer in clinical settings. In general,
because of memory impairment and difficulty integrating pain
Maximizing the Quality of Life of the Elderly Through Better Health
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Figure 1. Unidimensional Pain Intensity Scales or Pain Score (30) .
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experiences over time, pain measurement is more reliable when the
clinician is asking about pain at the moment. A more accurate
evaluation may require a pain record or diary with information
gathered over several days or weeks (33).

Treatment of Pain
Ideally, effective pain management occurs when the underlying cause
of pain is correctly identified and treated (25). However,
administration of pain regimen is necessary while treating the
underlying cause of the pain. In other scenarios where treating the
underlying disease is unattainable, the focus is solely in palliation to
make the patient pain free or if not attainable at least to a comfortable
level.
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Aside from the patient, it is important to involve the relatives
and primary caregivers in educating and informing them about the
treatment plans. This includes clear, written instructions about pain
assessment and potential side effects. Their worries and fears should
be discussed and explained. Without their full understanding and
cooperation, it is uncommon for bad experiences to cause the patient
or their family to fear the drug and lead to noncompliance and
needless suffering later on (18).
A compulsive attitude in assessing the pain and side effects
should be applied for better pain management. Reassessment of
pain relief and side effects should be performed within hours to
days and be recorded . Because we are working with a frailer
population in whom drug accumulation occurs easily and adverse
effects are more common and more devastating (e .g., confusion,
aspiration, falls) the importance in assessing side effects cannot be
emphasized enough. Adjustments may include changing the drug,
dose, or timing of the medication (18) .
Pain treatment can be divided into the nonpharmacological and
pharmacological interventions.
Nonpharmacological Interventions
Nonpharmacological interventions, used alone or in combination with
appropriate pharmacological interventions or analgesic medications,
should be an integral part of the care for most elderly patients with
significant pain problems. Many of the interventions carry little risk
for adverse effects. Although many of these interventions provide
short-term relief, few have greater benefits than control groups in
randomized trials. Nonetheless, nonpharmacological interventions
used in combination with appropriate drug regimens often improve
overall pain management, enhancing therapeutic effects while
allowing medication doses to be kept to a minimum to prevent adverse
drug effects (32) .
Nonpharmacological interventions include cold, which can
suppress tissue damage. Cold and warmth lead to the release of
endogenous opioids, as do other interventions such as transcutaneous
electrical nerve stimulation (TENS) and acupuncture. Vibration may
reduce pain by causing paresthesia to the area that is stimulated.
Other interventions, such as education; relaxation techniques
consisting of the use of imagery, progressive muscle relaxation, and
rhythmic breathing; distraction techniques like the use of music,
Maximizing the Quality of Life of the· Elderly Through Better Health
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humor, and movement and rhythm; biofeedback (particularly with
vascular headaches); or hypnosis, may be useful. The physlcal and
occupational therapy offers a variety of modalities including the use
of braces or splints, changes in biomechanics, and exercises .
Surgery, nerve blocks and tumor site radiation may also be helpful
(32,34,35) .

Pharmacological Interventions
For the proper way of using pharmacological intervention in the
elderly, the American Geriatric Society recommends the "start low
and go slow approach"(25). Because hepatic and renal function
often are reduced as a normal part of aging, elderly patients may
achieve pain relief from smaller doses of analgesics than those
required by younger patients . So, the analgesic can be started at
one half to one third of the usual adult dose (18) . All pharmacological
interventions carry a balance of benefits and burden .
Medications written as "pm" (meaning "as needed") often
assume that the patient knows when to ask or take analgesics, which
often is a problem among cognitively impaired patients. If the pain
is experienced at predictable times in the routine of their day, standing
doses of analgesics should be used to prevent pain. For example, if
th~ patient usually experience pain during the morning routine of
getting up , the standing dose should be given 1 hour before arising.
If the pain is steady and continuous, maintenance analgesics should
be used in "around the clock" basis (18). Rescue dose, which is
half the dose of the maintenance, dose must be administration for
any exacerbation, episodic or incident pain .
Nonopioid drugs are generally the first line of therapy. The
nonopioid drugs are acetaminophen, non-steroidal anti-inflammatory
drugs (NSAIDs) and Cyclo-Oxygenase 2 specific inhibitors
(Coxibs) .
Acetaminophen is commonly prescribed and may be the drug
of choice for mild to moderate pain. Maximum dosing should not
exceed 4,000 mg; in older adults it may be safer to limit to 3,000 mg
per day (31). It must be used cautiously in patients with liver failure .
NSAIDS and Coxibs are used during inflammatory conditions
with mild to moderate pain. Both drugs should not be used for long
periods of time, should not exceed beyond the recommended dose
and should not be used in combinations because it will not confer
greater analgesia but rather increases risk of adverse reactions. Of
Maximi zing the Quality of Li fe of the Elderl y Throu gh Better Health
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major concern is the high incidence of adverse reactions including
gastro-intestinal bleeding, renal impairment and bleeding diathesis
from platelet dysfunction. Coxibs should not be prescribed for
patients at high risk of cardiovascular adverse events; long term
therapy increases the risk of cardiovascular and thrombotic adverse
event (36) .
Opioid drugs are used for moderate to severe, acute or chronic
pain. It has no ceiling effects or no maximum dose in providing
analgesia however there should be no side effects or if not possible,
kept to a tolerable level. The side effects are sedation, nausea,
vomiting, respiratory depression and constipation. To minimize side
effects it can be combined with non-opioids and adjuvant analgesics.
Adjuvants analgesics are antidepressants such as Imipramine
and Nortriptyline, and anti-convulsants like the Carbamazepine,
Gabapentin and Pregabalin. Adjuvants are used for neuropathic pain.
The antidepressants have side effects like sedation, dryness of the
mouth and orthostatic hypo tension (18) .
Management of persistent pain usually means progressing from
non-opioid analgesics to anti-inflammatory drugs, neurotransmittermodulating and membrane-stabilizing drugs, and opioids, while
continuously balancing risks and re sponses to treatments. A
combined pain medication regime may also be indicated for certain
types of pain such as neuropathic pain, and may include the use of
adjuvant drugs such as antidepressants , anxiolytics, and
anticonvulsants. The need for frequent monitoring cannot be
overstated , as older adults are frequently taking numerous
medications for other comorbidities, increasing the chance for drugdrug and drug-disease interactions (25) . These patients may also
be seeing several health care providers ; a thorough drug history is
necessary.

Conclusion
We must remember that "success" is relative . Goals often are
different in the older population. The goal of care is not to return to
work or prolongation of life, but maximization of quality of life. This
might include goals such as being able to walk 100 feet independently
or being able to play bingo or cards everyday. Although improvements
may not necessarily be as dramatic as in the younger population,
minimal improvement in pain, mood, functional capacity or activity
involvement may lead to large gains in quality o(life (18).
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Lipid Screening and
Management in the Filipino
Elderly
Eugenio B. Reyes, MD, FPCP, FPCC

Introduction
he average life expectancy of Filipinos has increased from 63. l
years in 1994 to 69 years in 2001.(J) Females (72 years) on the
T
average outlive males (68.7 years). The burden of illness due to
non-communicable diseases is increasing and is currently the leading
cause of death and disability. Diseases of the heart and of the
vascular system accounted for 15.8% (76 .3 deaths per 100,000
population) and 11.7% {56.6 deaths per 100,000 population),
respectively, of the total deaths in 1997 (1).
Among the risk factors for Coronary Heart Disease and other
atherosclerotic vascular diseases in Filipinos, high total cholesterol
and LDL-cholesterol have practically doubled in prevalence while
the others remain relatively the same (2). Due to this increasing
burden of Dyslipidemias in the Philippines, the Philippine Heart
Association has embarked in developing a Clinical Practice
Guidelines (CPG) for the management of dyslipidemias specifically
designed for Filipinos (3) .
The 2004-2005 Philippine CPGs on Dyslipidemias unlike other
guidelines focused on both science and equity. Sponsored by The
International Clinical Epidemiology Network (INCLEN) and guided
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Table 1. Prevalence of risk factors for CAD (2,3)

Risk factors

1998 (%)

2003 (%)

Current smoker
(age ~20)
Male
Female

53.9
12.6

56.3
12.1

Hypertension

17.2

17.4

3.9

3.4
4.6

High total cholesterol
>200 mg/dl
>240 mg/dl

15.9
4.0

28.0
8.5

High LDL
>130 mg/dl
>160 mg/dl

23.8
8.1

31 .5
11 .7

Low HDL

65.4*

54.2**

Obesity (BMI >25)

20.2

23 .9

Diabetes mellitus
FBS (>125mg/dl)
History of diabetes

*<35 mg/dl in 1998**
<40 mg/dl in 2003
BMI, body mass index.

by its development cycle (4), the "disadvantaged" or "marginalized"
populations were identified and defined to be those who:
Live below the poverty threshold of 12,267.00 pesos (as of2003)
Cannot afford tests/exams and drug treatments
Have limited access or no access to health care
Are undernourished (e.g., have a BMI < 18.5 kg/m2).
The elderly population as a special group was discussed in-depth.
They were not considered a marginalized group for the following
reasons : Age, is a major, non-modifiable and independent risk factor
for atherosclerotic vascular disease and is always considered in the
risk stratification of individual patients; although the significance of
dyslipidemias or hypercholesterolemia as a cardiovascular (CV) risk
factor in the elderly has been widely debated, there are already
available evidences from randomized clinical trials that lowering
elevated low-density lipoprotein cholesterol in the elderly reduces
cardiovascular risk ; furthermore , the prevalence of
hypercholesterolemia among Filipinos increases with age (see table
2) and a significant proportion of Filipinos 60 years and older have
elevated cholesterol.
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Table 2. Distribution of Total Cholesterol by ai:te ( rouo (2)
Mean Total
%with
%with
% with
% with
Age Cholesterol
total
total
total
total
mg/dl
cholesterol cholesterol cholesterol cholesterol
<160
160-199
200-239
>=240
2029
3039
4049
5059
6069
>=70

mg/dl

mg/dl

mg/dl

mg/dl

172.1

40

46.4

10.3

3.3

181 .3

28

48

18

6

190.5

21 .6

41 .7

27.1

9.6

201.7

21.4

31.4

27.3

19.9

198.1

21

35 .7

27.7

15.6

196.6

21 .5

35.7

27.4

15.4

Approximately 43% of Filipinos 60 years and older have total
cholesterol greater than 200 mg/dL and more than 15% have total
cholesterol greater than 240 mg/dL

Age

Table 3. Distribution of LDL-Cholesterol by age group (2)
Mean LDL % with LDL % with LDL
%with
%with
mg/dl
<130
between
LDL
LDL,
mg/dl
130-159
between
>=190
mg/dl
160-189
mg/dl

mQ/dL
20-29
30-39
40-49
50-59
60-69
>=70

109.2
116.5
123.3
134.1
132.1
131 .7

82.6
73 .2
60.5
48.6
52.7
53.4

13.1
19.2
25.1
25.1
25.3
24

2.8
5.5
9.8
18
14.6
15.6

1.5
2.1
4.5
8.3
7.4

7

Approximately 22% of the elderly population have LDLcholesterol levels greater than 160 mg/dL

Risk Factors for CHD and Vascular Disease in the Elderly
'People with prior CAD or any atherosclerotic vascular disease or
diabetes mellitus are considered at risk for a new cardiovascular
event. Those with 3 or more of the following: hypertension, familial
hypercholesterolemia, left ventricular hypertrophy, smoking, family
history of premature CAD, male sex, age >55 years, proteinuria/
microalbuminuria, Obesity (BMI ~30) (3) are also considered at risk
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of developing CHD and other atherosclerotic vascular diseases (MI,
Unstable angina, stable angina, stroke, and peripheral vascular
disease). The elderly with prior cardiovascular disease of course
put them at a higher risk, and the elderly without prior cardiovascular
disease needs only 2 additional risk factors to make them at a higher
risk for CAD. However, the mere fact that they have reached the
old age means that their absolute risk is relatively low and that these
additional risk factors are pretty well inert or controlled. So the
value of treating hypercholesterolemia in the elderly may not be
that efficient. On the contrary evidences have emerged that treating
hypercholesterolemia in the elderly reduced the risk for CHD .

Evaluation of Clinical Trial Data
Although the 2004-2005 clinical practice guidelines for the
management of Dyslipidemias in the Philippines did not make
separate statements for the elderly, they were considered part of
the recommendations for the general population. The guidelines
did not put any age limitations to screening and treatment. This
goes to show that age , as indicated in the list of risk factors, is a
part of the evaluation process.
For the purpose of this review of recommendations for the
treatment of dyslipidemias in the elderly, some important trials are
worth mentioning. Clinical trial data from studies, such as the Heart
Protection Study (HPS) (5), Anglo-Scandinavian Cardiac Outcomes
Trial - Lipid Lowering Arm (ASCOT-LLA), (6) and Prospective
Study of Pravastatin in the Elderly at Risk (PROSPER) (7), provide
valuable insight regarding the treatment of dyslipidemia in the elderly.
But before going to drug therapy trials , it is important to emphasize
non-pharmacologic treatments and where the evidences came from .
Two meta-analyses which were used in the developme11t of the
Philippine Lipid Guidelines, a Cochrane review by Hooper et al (8)
and a quantitative meta-analysis by Clarke et al (9) both of which
included randomized controlled trials (RCT's) on dietary interventions
which involved patients aged 20 to 86 years. Dietary interventions
were generally characterized by a recommended total fat intake
ranging from 30% to 40% of total caloric intake or a reduction in fat
intake to about 35 to 40 g/day. Dietary cholesterol intake
recommendations ranged from >300 mg/day, to approximately 450
mg/day, to 100 mg for every 1,000 kilocalories consumed daily. The
study clearly showed dietary interventions have reduced CV events
especially among those who maintain dietary interventions for >2
years. No c9st-effectiveness study on low- or modified-fat dietary
interventions has been made locally, but dietary interventions in the
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form of advice is generally very cost-effective and should be
recommended. As patients vary with regard to nutritional status
and lipid levels, there remains the need for clinicians to provide
patient-specific and -appropriate dietary advice.
Clinical trials have unequivo~ally demonstrated that treatment
of dyslipidemia with statins reduces cardiovascular events both in
primary and secondary prevention situations. Unfortunately, large
trials, such as the West of Scotland Coronary Prevention Study
(WOSCOPS) (JO), excluded patients over age 65; the Scandinavian
Simvastatin Survival Study (4S) (I 1) excluded patients older than
70; and the Cholesterol and Recurrent Events (CARE)(l 2) and
Long-Term Intervention with Pravastatin in Ischaemic Disease
(LIPID) (13) trials excluded patients over the age of 75.
The Heart Protection Study randomized 20,563 patients aged
40-80 years with 10,697 patients aged 65 years and over with
coronary disease, other occlusive arterial disease, or diabetes to
either Simvastatin 40 mg or placebo during a scheduled 5-year
treatment period (5) All-cause mortality and coronary death was
significantly reduced in the Simvastatin group,
The PROSPER (7) randomized an elderly patients aged 70-82
years wit!-, or at risk of developing, vascular disease (coronary,
cerebral, or peripheral) to Pravastatin (40 mg per day; n = 2891) or
placebo (n = 2913). Pravastatin lowered LDL-C concentrations by
34% and demonstrated a 15% relative risk reduction in the composite
primary end point of coronary death, nonfatal MI, and fatal or
nonfatal stroke over a mean follow-up duration of 3 .2 years (hazard
ratio, .85; 95% confidence interval [CI], .74-.97; P = .014). CHD
death and nonfatal MI risk were also reduced (hazard ratio, .81;
95% CI, .69-.94; P = .006).
The Anglo-Scandinavian Cardiac Outcomes Trial - Lipid
Lowering Arm (ASCOT-LLA) (6) randomized 10, 305 Men and
women aged between 40 and 79 years (mean 63) with either
untreated hypertension(> 160/100), or treated hypertension(> 140/
90) with no history of CHD to atorvastatin 10 mg or placebo for 3
years. Total Mortality and CV death were not reduced, however,
MI was reduced by 37%, stroke by 27%, and total CV events by
28%
The TNT was a randomized clinical trial that prospectively
assessed the efficacy and safety of treating patients with stable
CAD to LDL-C levels significantly below 100 mg/do (14). The
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TNT trial compared the effects of a lower goal of LDL-C reduction
with high-dose (80 mg) atorvastatin to current LDL goal, with lowdose (10 mg) atorvastatin, and included patients as old as 75 years.
At the end of a 5-year follow-up period, the mean LDL-C level in
the high-dose atorvastatin group was 77 mg/dL compared with 102
mg/dL in the lower dose group. There was a significant(> 20%)
reduction in the primary combined end point of death , MI, and stroke
in the lower LDL-C group.

Screening of the elderly with dyslipidemias
The following are the recommendations of the Philippine Lipid
Guidelines on screening specifically modified for the elderly
Filipinos. Elderly was not defined in the guideline rather we set
age 5 5 to be at a higher risk. From the discussions, age did not
become a limiting factor but rather the overall risk of the patient
1. In elderly patients with less than 2 risk factors, no history or
symptoms of established atherosclerosis, the screening of lipid
levels is not recommended.
Screening is performed to detect unrecognized health risks or
asymptomatic disease to permit prevention and timely intervention
(15). However, no drug therapy was recommended for patients with
no risk factors and history, or symptoms of established
atherosclerosis or previous CVD because of uncertain benefits and
high costs (I 0,16) . The only recommended interventions for such
patient are non-pharmacological, such as diet and exercise which
should be instituted regardless of lipid levels. Hence, the
determination oflipid levels for screening does not assist decisionmaking regarding patient management and is therefore not
recommended.
2. In elderly patients without established atherosclerosis but with
~2 risk factors, lipid profile may be recommended.
Among patients with multiple risk factors but no establi~hed
atherosclerosis, clinical evidence indicates benefit even in the elderly
population . These guidelines recommend statins as a preventive
pharmac9logical intervention (6,17). In this subgroup, statins may
be initiated when total cholesterol ~190 mg/dL or LDL ~100 mg/dL.
Therefore, the determination of lipid levels may be helpful whenever
statin therapy is being considered in this patient subgroup.
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3. In elderly patients with established atherosclerosis or diabetes,
the use of lipid profile for screening is recommended .
These guidelines recommend statins in patients with atherosclerosis
or diabetes , wherein therapy is initiated in patients with total
cholesterol ~190 mg/dL or LDL ~100 mg/dL. In addition , fibrates
are recommended as an alternative to statins if HDL ~35 mg/dL
and LDL ~90 mg/dL. Therefore, the determination of lipid profile is
helpful in identifying patients where pharmacotherapy is appropriate.
4.

Screening may be performed using a lipid profile to identify the
presence of specific lipid derangements (e .g., total cholesterol
~ 190 mg/dL, LDL ~ 100 mg/dL or HDL ~40 mg/dL). However,
the decision to screen and the method of screening should be
made after careful patient education and cost consideration .
Patients who opt not to be screened may still be gi ven the option
to make an informed choice to initiate statins.

5. Monitoring oflipid levels may be recommended. Patients
should be provided with proper and adequate information and
education regarding monitoring options for them to be able to
make an informed choice

Management of the elderly with dyslipidemias
1. To reduce the overall CV risk, all patients regardless of their
present morbid condition or risk profile should be advised on the
need for:
• Smoking cessation;
• Weight management;
• Regular physical activity; and
• Adequate blood pressure monitoring and control (24).

2. For patients at any level of cardiovascular (CV) risk, especially
those with established atherosclerosis, a low-fat, low-cholesterol
diet is recommended for life (8, 9).
3. In poorly nourished and elderly patients, correction ofnutritional
deficiencies can be achieved even with a low-fat, low-cholesterol
diet (8,9).
4. For low-risk* patients without evidence of atherosclerosis, drug
therapy is not recommended, regardless of lipid levels ( 6, 10, 16).
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*Have <2 of the following risk factors: hypertension, familial
hypercholesterolemia, left ventricular hypertrophy, smoking,
family history of premature CAD, male sex, proteinuria/
microalbuminuria, BMI 230.
5. For elderly patients without established atherosclerosis but
with 22 risk factors and total cholesterol 2190 mg/dL or LDL
2100 mg/dL, statins may be recommended (6,24)
6. For diabetic patients without evidence of atherosclerosis and
with total cholesterol 2190 mg/dL or LDL 2100 mg/dL, statins
are recommended (5,6,10,16).
7. Fibrates may be recommended as an alternative to statins in
diabetic patients with HDL ::;35 mg/dL and LDL ::;90 mg/dL
(20,21).
8. For patients with established atherosclerosis and total cholesterol
2190 mg/dL or LDL 2100 mg/dL, statins are recommended
(5, 7, II, 12, 13,26).
9. Fibrates may be recommended as an alternative to statins if
HDL ::;35 mg/dL and LDL ::;90 mg/dL (22,27).

Recommendations for drug therapy
Initiation of therapy
Based on the consensus guidelines on primary and secondary
prevention, the initiation of statins is an option in patients with no
established atherosclerosis but has multiple risk factors and total
cholesterol 2190 mg/dL or LDL 2100 mg/dL. It is recommended in
diabetes patients and those with established atherosclerosis, when
total cholesterol 2190 mg/dL or LDL 2100 mg/dL. However, costs
should be considered among the underprivileged, and the panel
consern~us is that for patients who opt to defer screening, the initiation
of statin therapy may still be given as an option after proper patient
education (informed patient choice).
The following statin doses have been used in clinical studies and
have demonstrated an approximate LDL reduction of 30% to 40%
from baseline (5,6,12,16,18,19) :
•
•

Lovastatin 20 to 40 mg/day;
Atorvastatin 10 mg/day;
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•
•
•

Pravastatin I 0 to 20 mg/day;
Fluvastatin 80 mg/day; or
Simvastatin 20 to 40 mg/day.

Fibrates may be initiated as an alternative to statins in diabetic
patients with no established atherosclerosis and with HDL ~35mg/
dL and LDL ~90 mg/dL.
The following fibrate regimens were used in clinical studies
(20,21,22 ,23) :

•
•
•

Gemfibrozil 1,200 mg/day;
Fenofibrate 200 mg/day; and
Bezafibrate 400 mg/day.

The risk for adverse drug reactions such as abnormal liver function
tests was outweighed by the big benefits of treatment. We do not
recommend monitoring of liver enzymes.
Target for treatment

The role of LDL in atherogenesis is well established and elevated
LDL is a significant CV risk factor. 5 Pre-statin and statin trials in
which LDL reduction was the major lipid response and resulted in
improvements in coronary lesions and clinical outcomes further
substantiate the role of LDL as a target of therapy. In near-optimal
treatment, significant risk reductions are observed with
approximately 30% to 40% LDL reduction from baseline. This may
be translated to an approximate LDL reduction of 38 mg/dL (1 mmol/
L) . Furthermore, studies that evaluated intensive statin therapy, such
as the PROVE-IT and the Treating to New Targets (TNT) trials,
showed that when LDL is decreased to <77 mg/dL through intensive
statin therapy (e.g., atorvastatin 80 mg/day instead of 10 mg/day),
additional CV benefit were observed (although serious adverse
events were also increased). Therefore, a 30% to 40% LDL
reduction from baseline or LDL <77 mg/dL are suitable treatment
goals.
Recommendations for the oldest old

Reducing LDL-C has been shown to decrease cardiovascular events
to 82 years of age, but studies are needed to explore the efficacy of
lipid-lowering therapy in individuals older than 80 years . The
magnitude of delay in progression of atherosclerotic disease in
response to screening-guided therapy has not been well delineated.
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The cost-effectiveness of lipid screening in the so-elderly population,
as well as the subgroups that would benefit most from such screening,
need to be further studied.
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Early Detection of Cervix
Cancer in the Philippines
Corazon A Ngelangel, MD, MS, PhD
& Laurie S Ramiro, MS, PhD

n the UP-DOH QOL study (J), late stage patients had poorer
QOL than those with early stage cancer, particularly in physical
and functional domains. And older patients had poorer QOL than
those who were younger, particularly in physical, emotional and
cognitive well-beings. So Jet us say, particularly among older
individuals, if we cannot prevent the cancer from occurring and we
aim for better QOL despite the disease, it would be best to detect
the disease early.

I

In the same UP-DOH QOL study, patients with breast, cervical
cancers and lymphomas displayed better QOL than, those with lung,
rectal/colon and nasopharyngeal cancers. For now, we discuss the
early detection of cervix cancer.
Causes of cervical cancer in the Philippines (2)
Cervix cancer ranks the second top cancer among Filipino women,
affecting reproductive to elderly age groups . Human papilloma virus
(HPV) is the central cause of adenocarcinoma/adenosquamous
carcinoma of the uterine cervix- HPV DNA was detected in 93.8%
of case subjects with squamous cell carcinoma (age-adjusted OR=
156 (95% CI=87-280)) and in 90.9% of case subjects with
adenocarcinoma/adenosquamous carcinoma (age-adjusted OR= 111
(95% CI= 31-392) compared with 9.2% of control subjects. Among
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HPV types other than types 16 and 18, the associations of HPV
with risk of squamous cell carcinoma were strongest for HPV 45.
In addition to HPV, high parity (the more frequent exposure of the
cervix to HPV infection) , low socioeconomic status (the less
accessibility to early screening and adequate treatment), and smoking
(a co-carcinogen) were also associated with both types of cervical
cancer. Cervical cytology screening offers a strong protection.

Prevention and early detection of cervix cancer in the
Philippines
Indeed, cervical cytology screening offers a strong protection. HPV
infection of the cervix can lead to development of atypia or cervical
intraepithelial neoplasia (CIN) I, 60% of which can regress with 23 years. However 15 % of CIN I can progress to CIN II/ III/ CIS
(carcinoma-in-situ) within 3-4 years and subsequently 30-70% of
CIN II/III/ CIS can progress to invasive cancer in 10 years. The
younger the cervix the more vulnerable it is to HPV infection screening must start within 2-10 years of first sexual contact, and
continue on until 65 years of age or more. Within the timeframe of
2-10 years , cervical cytology screening offers a strong primary and
secondary prevention against the development of invasive cancer,
resulting to 99% survival rates from cervical cancer in communities
with well-organized cytology screening programmes .
However, the cervical cancer-screening model involving a Pap
test at intervals of 3 years or more followed if necessary by intensive
treatment of dysplasia (CIN 11/III/CIS) is inappropriate in most
developing countries (3) . In these countries, resources are lacking
to implement such a model. Cytologic screening requires
infrastructure, technical expertise, and regular tracking of women
who test positive ( 4) . In India (1992), even with a 12-fold increase
in staff trained in cytologic evaluation, only 1,1.i of the female population
aged 35 years or more could possibly be screened by the next century
(5) . Likewise, Ngelangel CA and Limson GM et al (6) concluded
that the cervical cancer screening was in a poor state in the
Philippines. They indicated that although the sensitivity of acetic
acid visualization of the cervix is low, cytology proved a less effective
and efficient screening method.
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Sociocultural problems exist (many women have little knowledge
of cervical cancer symptoms and potential cure, and of the necessity
of follow-up visits; moreover, they have a poor attitude towards
cancer) . Ramiro LS and Ngelangel CA (7) indicated that about
overall, 12-25% of Filipino women submit themselves for cervical
cancer screening, and that accurate information about screening
and perceptions ofrisks were low. Decisions to seek future cervical
consultations were, however, moderately high. But these intentions
can be modified favorably by several factors including the presence
of family history of cancer, being married, younger age of woman,
active sexual activity, have :2:3 children, lower degree of anxiety
over the procedure, and higher likelihood of the disease. Similarly in
annther study (8), civil status, level of education, number of children,
family history of cancer and perceived risk of cancer can best predict
compliance to cervical cancer screening among Filipino women.
Filipinos in general value their health only when they have
reached a point of deterioration and disability. There is a tendency
to look at one 's health condition and well-being when disease and
illness sets and worsens. One of the obvious reasons for this
predicament is poverty. Poverty, both from the macro and micro
view, makes health services inaccessible to a number of people .
People do not seek medical attention especially for "light" cases,
because they do not have the means to pay for consultation, much
more the means to buy medicines and drugs to alleviate their illhealth condition. The lack of resources contributes to the failure to
rnake readily available whatever technology and services are due
to the people.
But even with health services that are provided free of charge,
it seems enigmatic to imagine why people do not seek help and
medical attention. Health beliefs and values have inhibitory functions
to health seeking and disease prevention. Filipinos believe in the
scientific explan~tions of health, disease and illness but traditional
health beliefs and practices also persist. For example, walking during
menstruation, taking a bath during menstruation and certain types
of food, sexual and hygienic practices are enduring because their
'presupposed effectiveness' have been passed on from one
generation to another. Decades of experience in health promotion
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showed the difficulty or even the improbability of eliminating these
traditional paradigms. Recent strategies focused on the use of
traditions as benchmark to motivating people to comply with the
scientific paradigms as long as these beliefs and practices do not go
counter against evidenced-based procedures. As a striking example,
the concept of Pap smear being a 'clean-up ' procedure can be used
to attract women to visit the clinics for cervical examination. Indeed,
going for cancer screening would include examination of the cervix
and other external genitalia parts, looking for pathology for early
treatment or prophylaxis against more serious disease ('cleaning')
and/ or making sure this part of the woman 's body is ' clean. '
The study (7) also implied that not all high-risk individuals will
consider themselves as susceptible to developing cervical cancer
and that the influence of persons and events outside the medical
profession or outside the health center premises should be considered.
Spiritual dependence on one 's fate was shown to be a strong
cognitive factor. Family members particularly the husband and
parents as well as information from friends and relatives were found
to be the most powerful agents in the health seeking behavior of the
Filipino woman.
In summary, the cervical cancer burden of the Philippines cannot
be ignored with the knowledge that there are effective primary and
secondary preventive methods against it. Preventive programs
against this disease in the Philippines must be improved. If a
nationwide screening program is to be established, it must be well
organized. Acetic acid visualization is recommended as the initial
screening method of choice for such a low-resource setting.
Traditional cytology and or colposcopy-biopsy must follow positive
screening for definitive histopathology diagnosis. Consequently,
changes must occur in the public health policy, mainly in the
improvement of screening, colposcopy, and pathology units, as well
as the improvement if continuing education for health care providers,
of strategies for the compliance of target women, and of health
insurance coverage for preventive services. The Department of
Health must take the lead, with collaboration from various
government and non-government agencies . Regular public
information and education campaigns must be a mainstay. The longterm evaluation of the relative protection given by acetic. acid
visualization of the cervix should be incorporated in the program.
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It is to emphasize that compliance to cervical screening
examinations would spell the success of the screening program and
so the following protective factors can be utilized in the design of
preventive program:
1) Cognitive
a .Positive concepts about health, healthy bodies
b.Perceived negative consequences of the disease on the self
and family
c.Accurate knowledge about etiology and management of
cervical cancer
d.Accurate knowledge about the nature of the medical procedure
2) Attitudes
a .Positive concerns about one's own health, life, and future
b.Positive concerns about family
c.Negative repercussions of disease on self, family and financial
status
cl.Increased perceived risks of having the disease
e.Controlled feelings of anxiety over the disease and related
procedures
f. Spiritually, having peace of mind and emotional control
g.Favorable attitudes toward health care in general
h. Concomitant and initiative of health providers in their tasks at
hand
3) Environmental
a.Financial capabilities to seek and maintain treatment
b.Allotment of time for consultation
c.Social influences of family, peer groups, mass media, and
significant persons in the community
cl.Effective government health campaign
e .Health center-related variables such as availability of services
and suitable scheduling of services, and availability of treatment
of infections and cancers
f. Positive health worker-patient relationships including adequate
medical advice and counseling, and
g.Positive family-patient relationships.
These recommendations from the above-mentioned local studies
on cervical cancer screening have been given to the DOH for a
continued improvement of the cervix cancer screening for the
Philippines.
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14
Research Issues on the
Improvement of the
Quality of Life of
Filipino Older Persons
Shelley de la Vega, MD, MSc

Background and Rationale
The total number of senior citizens (60 years and older) based on
the 2000 Census of Population and Housing was 4 .6 million,
accounting for 5 .97% of the 2000 Philippine population (Table 1).
In terms of the average annual population growth rate, the elderly
population grew at 4 .39% during the 1995 to 2000 period, higher
when compared to the 1990 to 1995 growth rate of 3.06%. If the
growth rate continues at 4.39% , the number of senior citizens is
expected to reach seven million in 2010 and to double in approximately
16 years .
The largest percentage of senior citizens was found in Southern
Tagalog (Region IV) with a 14.2% contribution to the total while
the lowest percentage was registered in the Autonomous Region in
Muslim Mindanao (ARMM) with 1.68% (Table 2) . A number of
senior citizens were also found in Central Luzon (10.56%), Western
Visayas (10 .38%), and National Capital Region (NCR) with
(10.27%). Of the 4.6 million senior citizens, about 54.11 % (2.5 million)
were females while the rest were males (Table 3). Senior citizens
had a median age of 68 years, same as that of 1990 and 1995. This
means that half of the senior citizens were below 68 years old.
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Table 1. Population Distribution of Senior Citizens by Region: Philippines, 2000

Region

PHILIPPINES
REGION I llocos Region
REGION II Cagayan Valley
REGION Ill Central Luzon
REGION IV Southern Tagalog
REGION V Bicol Region
REGION VI Western Visayas
REGION VII Central Visayas
REGION VIII Eastern Visayas
REGI ON IX Western Mindanao
REGION X Northern Mindanao
REGION XI Southern Mindanao
REGION XII Central Mindanao
NCR (National
Capital Region)
CAR (Cordillera
Administrative Region)
ARMM (Autonomous Region
in Muslim Mindanao)
Caraga

Total
Population

Number of
Senior
Citizens

Percent to
Total Senior
Citizens

Percent to
Regional
Population

76,404,077

4,565,560

100.00

5.97

4,200,478

337,7987

7.40

804

2,813 ,159

179,655

3.94

6.39

8,030,945

482,333

10.56

6.01

11,793,655

648,495

14.20

5.50

4,686,669

313,531

6.87

6.69

6,211.038

473,752

10.38

7.63

5,706,953

409,791

8.98

7.18

3,610,355

270,447

5.92

7.49

3,091 ,208

157,324

3.45

5.09

2,747 ,585

155,273

3.40

5.65

5,189,335

259,533

5.68

5.00

2,598,210

120,425

2.64

4.63

9,932,560

468,876

10.27

4.72

1,365,412

86,741

1.90

6.35

2,412,159

76,590

1.68

3.18

2,095,367

124,283

2.72

5.93

Source: NSO, 2000 Census of Population & Housing

Three in five senior citizens reached at most elementary and
15 .69 percent at most high school. About 4.85 % were college
undergraduates and only 5% were able to finish a degree. Those
who had not completed any grade made up of 10 .15%, of which
more than half (59.48%) were females. Among senior citizens ,
81.01 % were able to read and write a simple message. Literacy
rate for males (82.23%) was higher than that of the females
(79.97%). At the regional level , the highest percentage of literate
senior citizens was observed in NCR (96.17%).
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Table 2. Number of Gainful Senior Citizens by Region: Philippines, 2000
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PHILIPPINES
llEGION I ·!locos Reg;on

4,557,848

2,600,990

10000

5707

337,562

166,591

6.40

4935

REGI ON JI • Cagayan Valley

179,515

89,969

3.46

so 12

REGION 111 - Central Luzon

481 ,918

232,976

896

4834

REGION IV - Southern Tagalog

647,801

382,805

14.72

5909

REGION V. B;ool Region

313,220

176,314

6 78

56 29

REGION V1 • Wes1ern Vlsayas

473,156

239,328

9 20

5058

REGION Vll ·Central Visayas

409,236

238,086

9 15

58.18

REGION VIII - Eastern Visayas

270,167

161,224

6.20

59.68

REGION IX· Western Mindanac

157,144

106,706

4 10

67.90

REGION X. Northern Mindanao

155,155

100,933

388

65.05

259, 11 1

167,780

6 45

64.75

REGION XII Cenlral Mindanao

120,290

71,715

2 76

5962

NCR (NaUon~ Ca~la Region)

465,51 4

271 ,834

1045

58.39

86,603

57,680

222

66.60

76,561

63,486

2 44

8292

124.181

73,026

2.81

58.81

REGION XI Southern
Mindaiao

C~

(Cordillera AdrmnislralNe

Reg;on)
ARMM (Autonomous Region in
Muslim Mind<rlao)

Caraga

Source: NSO, 2000 Census of Population &Housing

Table 3. Sex of household head in the Philippines.
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The number of households with at least one member aged 60
years and over was 3.3 million (21.84% of the total households in
the country). The largest percentage of households with at least
one senior citizen was found in Southern Tagalog with a 14.48%
contribution to the total number ofhouseholds with senior citizens
while the lowest was registered in Autonomous Region in Muslim
Mindanao with 1. 70% . A number of households with senior citizens
were also found in Central Luzon (10.63%), NCR (10 .35%), and
Western Visayas (10.22%).
A community-based study conducted in 2000 (BSNOH, 2000)
revealed the following characteristics of Filipino older persons. Of
the 2,690 elderly respondents, 60% were young-old age (60-69
years), 32% were middle-old age (between 70-79 years) and a little
more than 8% belonged to the oldest-old (>80 years). Almost half
were widowed at the time of the survey. Only 4.4% of the 2,690
older persons had pensions.
In terms of health seeking, about 48% consulted government
health centers and hospitals while almost the same proportion (44%)
went to private doctors . The most common health complaints were
body aches/pains (44%) and colds, coughs and fever (43%) .
Eighteen percent of women reported heart disease (vs . 14.8 percent
in men), kidney disease (13% vs. 11 % in men), asthma (13% vs .
18 .8% in men), diabetes (10% each for both women and men),
stroke (7% vs. 17 .5% in men) and osteoporosis (4% and same with
men). There were no statistical differences 'in the prevalence of
common degenerative diseases across the age sub-groups (young,
middle, and oldest-old).
A total of 942 thousand (1.23%) of the 76 million population in
the Philippines had disabilities. Of this number, 329 thousand were
senior citizens and they accounted for 34.93% of the total per"sons
with disabilities (PWDs ). Moreover, of the total number of senior
citizens, 7 .21 % had some forms of disability.
Senior males with disability constituted 31 .31 % of the total males
with disability while senior females constituted 38.52% of the total
females with disability.
Low vision was the common disability among senior citizens
(54.11 %) (Fig. 1). Others suffered from difficulty of hearing (9 .7%),
partial blindness (8.43%), partial deafness (6.43%), and total
blindness (4.52%).
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Fig. 1. Percent Distribution of senior Citizens with Disability by Type of Disability, Philippines. 2000
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Fig. 2. Conceptual Framework of Quality of Life for Filipino Older Persons

With the advancement of science and technology and its
consequent effects on health and life expectancy, health status can
no longer be assessed purely in terms of mortality and morbidity
statistics. People's perception of health and its relationship to their
well-being or quality of life (QOL) become increasingly important.
World Health Organization (WHO) defines "quality of life" as an
individual's perception of their position in life in the context of the
culture and value systems in which they live and in relation to their
goals, expectations, standards and concerns. It is a broad ranging
concept affected in a complex way by the person's physical health,
psychological state, personal beliefs, social relationships and their
relationship to salient features of their environment (Fig. 2)
(WHOQOL Group 1994).
Quality of Life of Filipino Older Persons
Improving QOL of Filipino older persons has to start with an
understanding of what they mean by QOL. In the Philippine Elderly
Study (UP Pop Inst 1996), most of those who felt that they had a
poor health status were: women, rural residents, widowed/separated
and those with low educational attainment. In the BSNOH survey,
using the question "Gaano kayo kakontento sa buhay niyo?"
Seventy five % of the respondents 60 yr and older responded
positively. Respondents 85 yr and above had an 83% positive
response rate (BSNOH 2000). An earlier study of retirees in Lipa,
Batangas showed that those living in this rural town felt they were
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better off than retirees in Manila. They were most concerned about
their capacity to earn a living and the lack ofleisure activities upon
retirement (Malabanan 1975).
The WHOQOL -l 00 is a generic measure of QOL that would
be broadly applicable across diseases and cultures. The WHOQOLBREF, an abbreviated 26-item version of the WHOQOL-100, was
developed using data from the field-trial version. It exists in various
translations. A 26-item short version was developed (WHOQOLBREF, Hindi) and was deemed suitable for intervention studies
including drug trials (Saxena 1998). In Thailand, an expert panel
was used to review the content and suitability of the language in the
WHOQOL-BREF. Also, comprehensibility testing with people from
different backgrounds was done. The final version of the
WHOQOL-BREF was then tested against the WHOQOL-100. The
WHOQOL-BREF THAI version was concluded to be a shorter
and more convenient to use in the community (Mahatnirunkul 1998).
The WHOQOL-BREF was recently validated for Filipino Older
persons. (de la Vega, S, WHOQOL-BREF FIL OP, 2005) Subjects
in this study included 120 ambulatory, community-dwelling persons
aged 60 years and older, from 4 communities of the National Capital
Region of the Philippines. The Objectives were: 1) To translate,
statistically validate, and culturally adapt the WHOQOL-BREF for
Filipino older persons and to determine its psychometric properties .
2) To describe the quality of life of Filipino older persons in the
National Capital Region. It used a cross-sectional survey design,
with a three-step protocol including translation, cultural adaptation,
and cross-sectional validation of the WHOQOL- BREF instrument.
The WHOQOL-BREF was translated to Filipino . Trained
interviewers using face-to-face methods did collection of relevant
data using the WHOQOL-BREF. The translated and culturally
adapted WHOQOL-BREF for Filipino older persons (WHOQOLBREF FIL OP) was found to be internally consistent, with an overall
alpha coefficient of 0.88, and domain values of >0.70. It had a very
good concurrent validity, with domain scores correlating at 0.001
significance levels with general questions on quality of life, physical
health and well-being. Factor analysis yielded four principal
components or domains named as physical, psychological, social
and environmental domains. Socio-economic and work status were
independent determinants of QOL. Of the 120 respondents, 119
rated their quality of life as moderate to good. The physical health
domain had the highest rating and environmental domain scored the
lowest. They were least satisfied with their finances and access to
health care. Filipino older persons understand the concept of
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"kalidad ng buhay" . The concept of "ganda ng buhay" also
correlated well with "kalidad ng buhay" in this study, and may
lend strength to the QOL tool iftaken together. Filipino older persons
understand the concept of quality oflife and its Tagalog translation
kalidad ng buhay. However, the Filipino older person has a domain
structure and conceptual framework of quality oflife that is different
from adults in other countries (Fig. 2) . These differences are
adequately explained by the Filipino culture and existing psychosocial
and .developmental theories.
Spirituality as a "separate" domain from psychological health
highlights the transcendant quality in the Filipino older person's
philosophy towards health, relationships, and his/her relationship to
the environment. Spirituality best defines the older Filipino's position
in life and puts everything, including his/her goals into its proper
context. The economic domain affects and determines success in
other domains . However, the fluid interactions of the various
domains provide more meaning to the concept ofQOL among Filipino
older persons. This is represented in the figure by the overlapping
circles converging in the central core where quality of life resides
(Fig. 2).
How the older Filipino comprehends, assimilates, adapts and
survives the many challenges of aging is not yet fully understood,
and is thus not represented in this figure.
This study showed that the key to improving quality of life for
Filipino older persons is to enable them to be able to better care for
their families and communities through improvement of their financial
status, the item that scored consistently the lowest in this survey. A
similar trend was found in a study in Bulgaria, where groups showed
the lowest scores in Financial Resources , Physical Safety and
Security and Physical Environment. The authors presumed that
this results from the economic crisis that affected basic human
necessities of all studied groups (Butorin 1997).
Poverty is defined as a deprivation of essential assets that
include but go beyond income. Alleviation of poverty therefore
includes improvement of access to various assets. The five essential
assets are human capital, physical capital, natural capital, financial
capital, and social capital. Access poverty is a major problem in the
Philippines (ADB report 2005). Improving the quality of life of
older persons through increased employment opportunities beyond
retirement age (financial capital), as emphasized in the recently
passed RA 9257 (Expanded Senior Citizens Act 2003), allows for
older persons ' participation in nation-building and development.
Improvement of health care access and provisions for a greater
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national health insurance system improves the human capital. Social
capital comprises the social resources on which people are able to
draw, through networks and connectedness and relationships of trust
and reciprocity. It is the foundation of informal safety nets among
the poor. (ADB 2005) Encouraging participation of older persons in
family, community and national organizations such as senior citizen
clubs, help improve the social capital among the poor older population.
We also need to recognize that older persons are a rich, underutilized
resource of human, financial and social capital.
Layard says, "As social beings, we want to trust each other.
Policies that encourage trust are thus extremely important. These
include policies that build stability in families, communities and
workplaces. People are also deeply attached to the status quo.
They care less about gains than about losses . Public policy can
more easily remove misery than augment happiness. It is afso morally
right to give extra weight to removing misery. Wealthy countries
are encouraged to relieve misery in the Third World by helping
relieve world hunger. Finally, there should be focus on moral
education and teaching the systematic practice of empathy, to have
a meaningful life" (Layard 2005) .
Pension, health insurance, and improved access to health care
for older persons are also essential to this population. The Committee
on Aging and Degenerative Diseases of the National Institutes of
Health is committed to the vision that closely approximates the
definition of quality of life.
Vision·

The Filipino elderly enjoying a healthy body, mind and
spirit, being treated with dignity, and valu ed as a
produ ctive member of society, in a dynamic process
unique to himself, and beginning a life of unlimited
possibilities.
Mission

The institute shall create with the aging Filipino,
unlimited possibilities for their value added life
through scientific research, training and education,
and specialized services
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We in the Committee on Aging, in collaboration with the NAST,
DOST and Filipino older persons, will work together in understanding
and improving the quality of life of the aging populace.

Recommended Research in Health and Technology for the
Improvement of QOL of Filipino Older Persons
The members of the Committee on Aging and Degenerative Diseases
of the NIH would like to recommend the following Key Areas of
Research and Development. Longitudinal, multi-disciplinary, and
evidence-based research is recommended.

Health
l. Prevalence and longitudinat studies on morbidity and mortality,
functional status and disability. With specific emphasis on major
geriatric syndromes such as:·
- Malnutrition
- Dementia and delirium
- Depression and anxiety
- Falls
- Incontinence
- Polypharmacy
- Pneumonia and tuberculosis
- Multiple medical problems (Diabetes, Cardiovascular disease,
Cancer)
- Frailty
- Osteoporosis
2. Health care delivery systems (type, location, funding, etc)
3. Rates and reasons for institutionalization
4. Utilization and access to primary, secondary and tertiary
prevention, screening and health maintenance
5. Socio-cultural influences on health and health-seeking behavior
6. Socio-cultural determinants of inequalities in health and quality
of life
7. Health education and training needs per medical, allied medical
and undergraduate discipline
8. Quality of care in public and private hospitals and clinics
9. Impact of RA 9257 and other national health policies on health
and QOL
10. Human resources and support services
11. Interventions that improve morbidity, mortality and disability
indexes
12. Cost of care; cost-effectiveness of interventions

Quality of Life Concept and Measures
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1.

2.
3.
4.
5.
6.
7.

National survey of QOL using the WHOQOL-BREF FIL OP
questionnaire
Effect of health, socioeconomic and work status on QOL
Effect of major life events (e .g., bereavement, major health
changes) on the prevalence of depression and anxiety
Change in QOL over time (from young-old to old-old)
Factors that predict good QOL: e.g., resilience, copmg
mechanisms, spirituality
Health interventions that improve QOL (e.g., vocational
rehabilitation, reliefofpain and illness)
Family and community support systems that enable improverpent
of QOL

Demographics
1. Standard and alternative elderly support ratios
2. Projections on Active Life Expectancy
3. Standard socio-economic and cultural demographics
Income and Pension
1. Retirement, work and employment rates
2. Labor force participation rates
3. Retirement practices and incentives
4. Pension rates and indexes: both public and private
5. Disability and Welfare Programs
6. Implications of health on retirement and pension schemes
7. Impact of RA 9257 on health care expenditure
Private Wealth and Income Security
1. Patterns of wealth accumulation and savings
2. Effect of pension schemes (private and public) on individual,
household and national wealth and savings
3. Patterns of consumption after retirement
4. Effect of health needs on wealth and savings
5. Inequalities in wealth
6. Effect of elderly health on household wealth and savings
Technology and Health
1. Implications of genomic and stem-cell research
2. Technology for improved access and environmental mastery of
disabled and frail older persons.
3. Ecological, architectural, and infrastructure support for a
"Society for All Ages"
4. Evidence-based cost-effective pharmacologic advances
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About NAST

T

he National Academy of Science and Technology (NAST) Philippines
is the country 's highest advisory body to the government and the
science community on matters related to science and technology. It also
has the mandate to rec ognize outstanding achievements in science and
technology made by Filipino scientist in all fields of science.
Vision, :Vlission and Mandate
The National Academy of Science and Technology Philippines , founded
in 1976, continues to stand toda y with a firm resolve to faithfully pursue:
Its VISION : A PROGRESSIVE PHILIPPINES ANCHORED ON SCIENCE
Its MISSION:
l. To recognize exemplary science and technology achievements among
the young and among peers
2. To encourage individual Academy members to continue their scholarly
pursuits thereby making the Academy the principal reservoir of
scientific and technological expertise in the nation
3. To provide independent and science-based advice on problems facing
the nation and the world
4. To link with like-minded institutions and individuals in promoting
scientific achievement in the Philippines and abroad
5. To promote a strong science culture in Philippine society
Its MANDATE:
l. To recognize outstanding achievements in science and technology as
well as provide meaningful incentives to those engaged in scientific
and technological researches (PD I 003-A).
2. To advise the President and the Cabinet on matters related to science
and technology (EO 818).
3. To engage in projects and programs designed to recognize
outstanding achievements in science and promote scientific
productivity (EO 818).
4, To embark on programs traditionally expected of an academy of science
(E0818).
The National Academy of Science and Technology Philippines
2F Philippine Heritage Science Center
Department of Science and Technology Complex,
Bicutc:n, Taguig, Metro Manila 1631 , Philippines
Email: secretariat@nast.ph , nast@dost.gov.ph
Uri : http ://www.nast.dost.gov.ph, http ://www.nast.ph

