




T he Wurld Health Organizatiun in the 
Western Pacific Regiun has formulated a 

Regional programme to improve the well-being and 
quality of life of older persons. This programme is 
anchored on a policy guided by resolutions of the \Vorld 

HcalthAsscmbly (WIIA32.2, WHA35.28, \VHA-I0.29) 
and the Regional Committee (Vv"PR' RC32.R 15, WPR' 
RC36.R23) that recognize the leaders hi p role of WHO 
in the health care of the elderly; place health of the 
elderly as an integral component of strategies for health 
for all by the ycar 2000; promote increased awareness, 

the devell'pment of national policies and establishment 
of comprehensive programmes for the elderly; 
advocate the development of health promoting 
behaviours; and encourage multisectoral collaboration. 
The most recent resolution \VPR/RC47.RCI2 urged 
Member States to formulate policies and strengthen 
programmes to improve the health and quality of life 
of older persons consistent with the concepts outlined 
in New horizons in health, to collect gender-specific 
data on health issues related to ageing and to strengthen 

intercountry cooperation. 

The programme has evolved from a focus on the care 
of the aged in the early 1980s to a focus not only on 
prolonging life but also on improving the quality of 

life, productivity and the process of healthy ageing. 
In 1995, the programme came to be called ".-\geing 
and health" in recognition of a broader life-course 

perspective on the issues associated with health and 
old age. It is recognized that action to ensure quality 
of life ill old age can begin well before older age is 
reached, and that a healthy childhood and adulth,~od 
may be the most important determinants of healthy 
old age. 

Policies and Programmes 011 Older Persolls 

During the nearly 17 years that the Regional 

programme on older persons has been implemented, 
awareness and attention given to the health needs of 
older persons in the Region has increased. In a 

number of countries, such as Japan, Australia and l\ew 
Zealand, policies and programmes for the health of 
older persons arc well established. 

Other countries arc at \·arious stages in formulating 
their programmes and de\"(~loping health sen· ices for 

older persons, while for the rest, ageing issues remain 
a low priority. 

Up until now, there has been no attempt to compile 
information on the policies and programmes for the 
elderly of eaeh tvlember State in the \Vestern Pacific 
Region. This report is the first attempt at compiling 
such information. It is intended primarily to document 
the progress in the Region towards developing 

policies and programmes for older persons. This 
report IS also intended to prmide usL"ful Information 
for countries, organiLations and Individuals in 
planning activities for, and writing reports on, older 
persons, contributing to national and international 
efforts to improve their quality of life. 

The information contained in thIS profile inc! udes: 

>demographic and health profile (text and tables) 
>national policies and programmes 
> resources for the elderly 

>research and training 
,focal point 
> \VHO collaboration 

Information provided by each country and area and 
from Cnited Nations publications were used as primary 

sources for this report. Each country or area was asked 
to comment on the draft profile and the general 
comments and recommendations given during the 

meeting of WHO Representatives and Country 
Liaison Officers in :-..Iovember 1997 were also taken 
into consideration. 

All necessary precautions have been taken and the data 
used in this report have been carefully screened. 

IIowever, some of the information may not be very 
reliable and comparability may be low. ;\ more 
detailed explanation of the problems encountered in 
collecting and screening data for this report is presented 
under Technical ;\otes. 

It is hoped that this first attempt at presenting a profile 
of policies and programmes on older persons will 
generate more interest in ageing issues in the Region. 
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Definition of terms 
The deaths of children under one year of age are tcrmed 

infant deaths, and the ratio of infant deaths during a 

specific period of time (e.g. for a year) to the total number 
A key problem in research on older persons is defining the of live births during the same period is <:ailed the infant 
concept. National practices with regard to when a person is mortality rate. 

considered "old" differ. In countries where life expectancy 

is about 50 years (as in Lao People's Democratic Republic It has been shown that infant mortality rates renect very well 

and Cambodia), it may not be appropriate to use 60 years as Ii ying conditions of a population especially as they alIect 

the cutoff point to define an older person. Other countries mortality. ror example, the poorer countries in Africa and 

define the elderly according to the age at which a person Asia have infant mortality rates in excess of 100 per 1000 

becomes eJigibk to retire and draw a pension. ror example, livc births, while the rate is below 20 pcr 1000 in most 

in Malaysia, a person is considered old at the retiremcnt age developed countries. Infant mortality rate is often a useful 

of 55 years. indicator to measure progress in social and economic 

In the United Nations, 60 years is generally used as thc age 

to define an older person 1 The World Heallh Organization 

(\VHO) however, hy tradition, uses the age group 65 and 

development of a country or community". 

ahove as a measure of the older segment of the popUlation'. Dus is a summary index obtained from a life table. A life 

A popUlation threshold of 7% of this age group is considered table consists of a series of functions such as the probability 

large, in terms of ageing'. of dying, the number of survivors, the total number of years 

Percentage urban is the number of persons defined as 

"urban" per 100 population. A most important and 

specific limitation of this term lies in the national 

dillcrences in the definition of urban. A certain place or 

area may be cia,sified as urban based on one or more of the 

following: size of population, population density, distance 

between built-up areas, predominant type of economic 

activity, confomuty to legal adnrinistrative status, and 

urban characteristics such as specific services and facilities4 

Knowing the degree of urbanization of a country is 

important in understanding the situation of older persons ill 

society. For exanlpIe, the positive roles formerly played by 

the elderly in traditional societies may be eroded in the 

process of urbanization. Also, the increased importance of 

the formal sector in urban areas may lessen the ability of 

older persons who have been previously engaged in 

agriculture to support themselves by engaging in 

productive employment'. In both instances, the elderly can 

be marginalized. 

Ii ved, the expectation of life at a certain cxact agc or an 

interval between exact ages, of a hypothetic<li cohort. 

Life expectancy at birth indicates the merage number of 

years that persons can expect to live from the time of birth if 

they experience throughout their life the age-specific death 

rates cnrrently prevailing. 

Thc expectation of life at birth is heavily influenced hy 

infant and early ciuldhood mortality, because these deaths 

mean the loss of a whole lifetime with a potelltiallength of 

sixty to seventy years. Thus conntries with an infant mortal

ity rate of, say, 100 per 1000 live births, can be expected to 

have an expectation of life at birth below 55 years 7 

Life expectancy at age 65 years, can also be computed from 

a life table. A 65 year- old female from Kew Zealand still 

has a life expectancy of 18.9 years and can therefore expect 

to live up to the age of 84. 

If life expectancy at birth is heavily influcnced by inf'ant 

mortality rates, life expectancy at 65 years is influenced 

by deaths later in life. This would largely reneel lifestyles 

that erode health, such as drinking alcoholic drinks and 

smoking, and how govemment protects people from 

premature deaths from noncommunicable diseases such as 

cancer, diabetes and cardiovascular discases, which are 

prevalent in the later years of life. 
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Yearbook was used. However, when total population counts 

from the l'N Demographic Yearbook and those from 

By con\'t:ntion, the total depl:lldclIc) ratio is computed by country reports for the same year differed data from both 

dividing the sum of the number of persons bclow IS yc<u's sources were reported. 

old (0-1'+ years) ,md the number of persons 65 years old ,md 

over (the "dcpcndmts") with the number of the "working 

population", or thos" aged I S-6+ years. The answer i, thell 

multiplied by 100 In effect we arc detclmining how man) 

dependents there are per 100 "working persons". As can be 

seen, the ratio c<m be broken down into a ~ oung (kpendcnc) 

ratio and an old dependency ratio, using the number of 

persons 0-1'+ years or those 65 ) cars and over as UUlIl",rator, 

rcspectively. 

The dependen",y ratio, being age-based, may not ret1ect the 

actual state of dep",ndeney in the economic sense of the young 

and the old, nor the capability of those in the working ages 

to support the dependents. Child labour and employment of 

persons beyond the age of what is considered old make the 

ratio, as currently defined, insufficient to describe the 

productivity or dependency of a population. 

There is no doubt, however, that the level of child 

dependency and old dependency can be correlated with the 

economic and social burden imposed on the working age 

popUlation. In many Asian countries, the child dependency 

ratio is approximately 80, indicating that the burden on the 

working age population is far greater than that of most 

Western eonntries. The old dcpendency ratio, on the other 

hand, is generally high in Western countries, being 15-20, 

whereas in many Asian countries, it is low at 58. 

Methods of Data Gathering and Quality of Data 

]bis report is based on thrce main sources. The primary 

source for the demographic and health status indicators was 

the Country Health Information Profiles, 1997 Revision, 

published by WHO WPRO. The data from this report were 

cleared by the appropriate governments in the Region. Thc 

next main source was the country reports submitted to \VHO 

WPRO in response to requests for information for this 

report. The third main source of data was the 1995 Ul\' 

Demographic Yearbook. A minor source was the l'K ESCAP 

Populatiou Data Sheet, which was used for population 

projections for the year 2020 and in the few occasions when 

the iuformation needed was not found in the main sources. 

It was not always possible to obtain comparahle data for 

each country. Coverage of each indicator was not always 

col13istcnt. The COUlltry heal thiuformation profiles and many 

country reports did not contain gender -dis aggregated 

population data. In this case, the 1995 UN Demographic 

The Country Health Information Profiles, 1997 Revision, 

was the main source for computing dependency ratios. 

However, there were instances when the reference year for 

the total population reported was not the Sanle year from 

which the data for the 0-14 and 65+years were taken. In 

these cases, data from the 1995 UK Demographic Yearbook 

were used instead since it containcd the total popUlation 

hroken down to 5-year age bands for the same ycar. 

Twenty one countries sent specific comments and 

recommendations on the draft profile, and these wen; 

incorporated in thc final report. These countries include: 

Australia, China, Commonwealth of the Northern YIariana 

Islands, Kiribati, Lao People's Democratic Republic, Macao, 

Malaysia, Marshall Islands, Federated States of Micronesia, 

Kauru, Niue, Kew Zealand, Palau, Papua New Guinea, 

Philippines, Republic of Korea, Singapore, Solomon Islands, 

Tonga, Vanuatu and Wallis & FutUlla. 

For information on the policies and programmes for the 

elderly, country reports and mission reports of WHO 

consultants were used primarily, The amount and quality of 

information varied from one country to another depending 

on thc priority a government placed on ageing issucs. 

In general, countries with a large elderly population 

provided more information than those with a smaller 

elderly popUlation. 

Checklists on the policies and programmes and services for 

the elderly are included in this report. The checklists do not 

indicate the extent of coverage of the population nor the 

comprehensivencss of the service. Thus, from the 

checklist, it is not evident, for example, that Australia has a 

number of social sccurity schemes that covcr all of the 

elderly population while Lao People's Democratic 

Republic, as of now, provides social security for retired 

government officials only. 
References: 
1. UN 1993 Demographic Yearbook. Speciullssue on Aging. 
2. Health PoLu')' Aspects ofltging. Technkal Discussion Paper prepared 

by the WHO fOT the UN World Assembly on Aging. 
MConf1l3119. 

3. Mission report by Dr. Christine Sheehy. Report Series iVa. RS 9610274. 
4. UN 1993 Demographic Yearbook. Special Issue on Aging. 
5. !\.sian PopIJatioll and Development Association. 

Demographic transition and DevclopTMnt in Asian Countries. 
19119. 

6. WHO. Basic Epidemiolog)', Geneva. 
7. LUi:as, David e( 01. Beginning Population Statistics. 

Australian National UniverSity. 1988. 
8. SEAAflC. A Demographic Guide to Asian Populations. 1980. 
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T he Wcstern Pacific Region is a region of great 

diversity. It is home to both a continent-state 

(Australia) and island countries of Hll)ing si)l'.es (Pacific 

islands); to China, with a population of over a billion people, 

and to Niue, with a population of around 2000. The 

economies of the countries in the Region range from 

post-industrial (Japan; Singapore; Hong Kong, China) to 

tribal subsistence (Papua :>;ew Guinea). Political systems 

vary from centrali7.ed states to republics. Cultural homoge

neity can be seen in Japan and China, while many Pacifie 

Islands are multicultural and multi-ethnic. 

Despite this regional diversity, demographic shifts arc 

occurring in almost all of the countries of the Western 

Pacific Region. This has bel..-n the outcome of large hirth 

cohorts in the past, and improved chances of sun-ivai, even 

into the older ages. AVer'dge life expectancy is 65 years for 

males and 68 years for femalcs for East Asian countries. 

For Southeast Asian members, life expectancy is 64 years 

for males and 68 years for females. For Pacific Island 

members, life expectancy is 71 years for males and 76 for 

females. Japan has thehighcst life expectancy (77 years for 

males and 82 years for females) while Lao People's 

Democratic Republic has the lowest (51 years for males and 

53 years for females). For most countries in the Region, 

ageing is now a majority expectation. At present, the 

Region is home to one third of the world's population of 

persons 65 years and over. More than half are women. 

Japan, Australia and :\ew Zealand arc the "aged" 

countries in the Region, with 14.1%,11.9% and 11.7% of 

their populations composed of persons 65 years and OVI..T, 

respectively. Kext, with 7% or more of the population agl..'11 

65 years and over, are lIong Kong, China; Cook Islands; 

Tokelau and ~lacao. Singapore and Kiue lead the rest of the 

countries with 5% or more of the population over 65 years 

old. Samoa is the youngest country, with only 1.8% of iL~ 

population composed of older persons over 65 years old 

(See Table 1). 

In 30 years, the number of older persons in the Region will 

double from its present numbers. More government 

resources will he needed for this segment of the population 

if their well-being and productivity are to he maintained. 

Government action requires consideration of their health, 

housing, education, 1eisure,income and social security needs. 

"lbe '''orld Hcalth Organization has instituted a Regional 

Programme on Ageing and Health to help ~k'lllht.T States to 

protect and promote the health and welfare of older people. 

Member States have been urged and provided support by 

WIIO to develop national polil..'ies and progmnunes on older 

persons. To dute, WHO ha~ collaborated with countries in 

the following areas: epidemiological studies to determine 

the nature, extcnt and magnitude of health and health

related probit.-nts of older persons; formulation of polil..'ies, 

programme development and implementation; promotion of 
community-based care of older persons; training of 

personnel on the care of oldl..'l" persons; and studies and 

research on priority problems of the older persons. To date, 

29 or almost HO% of countries and areas in the Region have 

designated "focal points" to coordinate and work with WHO. 

A national policy on the care and health of the elderly is an 

important tirst step in achieving a framework for the future 

development of services for the elderly. At present 19 

countries, or half of the countries and areas in the Region, 

have adopted polil..'ies promoting and protecting the welfare 

of older persons in society (see Table 2). Legislations 

specific for the older persons have been enacted in 11 
countries. Two of the earliest laws were the Iilderly Welfare 

l.aw, enacted in the Republic of Korea in 1981 and the Health 

Service Law for the Aged, enacted by the Japanese 

Parliament in 1983. The Senior Citizens' Act was enacted 

by the Philippine Congress in 1995. The most recent law 

pa.<;sed is the Aged Care Act, enacted by the Australian 

parliament in 1997. 

To monitor and coordinate the various etTorts to improve 

the welfare of older persons, a coordinating body is needed 

that ideally should be intersectoral and have adequate 

budgetary support To date, ubout one fifth of the countries 

and areas in the Region have created coordinating bodies. 

Among these are American Samoa; Anstralia; I long Kong, 

China; Japan; Korea; Malaysia and Singapore. 

The "aged" countries in the Region-Japan; Australia; 

:-.lew Zealand; Hong Kong, China have developed 

comprehensive services for the elderly. Australia has a 

package of services and bencfits for the elderly, addressing 

the needs of both the healthy, thefrail, the sick and disabled. 

These include community care services which help the 

family carry out its primary role of caring for the elderly; 

housing programmes that encourage multigenerational 

living arrangements; la, breaks for family caregivers; 

educational opportunities and institutional care whenneedcd. 

Japan has adopted the Ten-Year Strategy to Promote Health 

Care and Wdfare for the I !lderly and has sl..TVices such as 

home help services, short-stay services, in-home care 

support centres, day care centres, etc. From among the 

countries and areas in the P·dl..'ifie, Palau, American Samoa 

and Guam are some which arc providing aged care services, 

although in varying ~ of implementation. .. 



The lack of policies for the elderly does not preclude the 
provision of services for them as these are most often part of 

the general welfare services of the government for all 

disadvantaged groups in the country. Most countries and 

areas provide services whieh the elderly can access. 

especially in health care. In most countries social security 

schemes are in place. albeit in varying degrees of coverage 

and stages of implementation. 

Three issues are emerging as major concerns in the Region. 

These are the increasing nuclearization of the family. 

increasing urbanization of society and the femimzation of 

the older segment of the population. These trends direct us 

to look at policy initiatives that would increase commuoity-

based care services to deal with the loss of caregiving by 

family members; employment and income support for the 

elderly as urbanization may further marginalize them; and 

gender sensitive programmes and services as more and more 

females live longer. 

As shown in this proftle. great strides have been undertaken 

in a nmnber of countries in the Region, while in others. the 
development of policies and programmes for the elderly are 

still oflow priority. It is evident that much more needs to be 

done but the initiatives that most countries have been 

undertaking to promote and protect the welfare of the 

elderly provide great encouragement and hope for a better 

life for the elderly. 
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Table 1 

Country 
Infant Mortality 

yeas Rate/lOoo 
(%) Uve Births 

Mariana Islands, Commonwealth 

Wallis and Futuna 4.1 -- . __ ..... -----'- 22.0 

69.8 

72.0 

1 

62.8 

71.0 

76.4 

No data 

65.6 

65.0 
68.0 

Dependency I 
Ratio 

10.8 

5.9 

2.2 
6.3 

7.4 
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Table 2 

CHECKLIST: POLICIES AND PLANS FOR THE HEALTH OF OLDER PERSONS 

Country Notional Relevant Focal Coordinating Notional I 
I Policy Legislation Point Body Plan 

American Samoa Yes --- Yes Yes Yes 
Australia Yes Yes Yes Yes Yes I 

Brunei Darussalam No No No No No 

Cambodia No No No No No 

China, Peoo/e's REmUblic of Yes Yes Yes No Yes 

Cook Islands No --- Yes --- No I 

Rji No --- Yes No No I 

I French Polynesia No No Yes No No I 

I Guam Yes Yes Yes No Yes 
I Hong Kong, Chino Yes Yes Yes Yes Yes I 

J Japan Yes Yes Yes Yes Yes 

KIribati Yes --- Yes No No 
I Lao People's Democratic Republic No No Yes No No 
I Macao Yes Yes Yes No Yes 

Malaysia Yes --- Yes Yes Yes 

Mariana Islands, Commonwealth I 

, of the Northern Yes Yes Yes No Yes 

Marshall Islands, Republic of the No No Yes No No I 

Micronesia. Federated States of Yes -- Yes No Yes i 

, Mongolia Yes Yes Yes --- Yes I 

i Nauru No No No No No 

New Caledonia No No Yes No No 

New Zealand Yes No Yes No Yes 

! Niue No No No No No 

I Palau, Republic of Yes No Yes No Yes 

Paouo New Guinea No No Yes No ---
J Philippines Yes Yes Yes No No 

i Republic of Korea Yes Yes Yes Yes Yes 

Samoa Yes No Yes No Yes 
1 Sin e Yes --- Yes Yes Yes 

j Solomon Islands No No Yes No No 

I Tokelau No No No No No 

i Tonga No No Yes No No 

Tuv61u No No Yes No No 

I Vanuatu No No No No No 

I Viet Nom, Socialist Republic of Yes Yes Yes No No I 

L Wa~11s and Futuna No No No No No 
---- --- __ __ L- _. ______ _________ L.. __ 
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Table 3 

CHECKLIST: PROGRAMMES AND SERVICES FOR OLDER PERSONS 

Country Community- Residentlall Income Educational Housing Social 
based age Institutional Support Programmes Programmes Security 

care services Care Programmes 

American Samoa Yes Yes Yes --- --- Yes 

Australia Yes Yes Yes Yes Yes Yes 

Brunei Darussalam No --- --- --- --- ---
Cambodia No --- --- --- --- ---

· China. People's Republic of Yes Yes Yes Yes Yes Yes 

i Cook Islands Yes Yes Yes Yes --- Yes 

i Fiji Yes Yes Yes -- --- Yes 

French Polynesia Yes Yes Yes -- --- Yes 

: Guam Yes Yes Yes --- Yes Yes 

i Hono Kono. China Yes Yes Yes --- Yes Yes 

i Japan Yes Yes Yes --- Yes Yes 

I Kfibati No --- --- --- --- Yes 

· Lao People's Democratic Republic Yes No No No No Yes ; 

Macao Yes Yes --- -- --- --- I 

Malaysia Yes Yes Yes - --- ---
I Malona Islands, Commonwealth 

i of the Northam Yes --- Yes --- --- Yes 

· Marshall Islands. Republic of the No --- --- Yes --- --
; Micronesia, Federated States of Yes --- --- --- Yes ---

Monoolia --- --- Yes No Yes Yes 

Nauru --- --- --- --- --- Yes 

New Coledonia --- --- -- --- --- Yes 

New Zealand Yes Yes --- --- --- Yes 

• Niue --- --- --- -- --- ---
I Palau. Republic of No Yes Yes -- --- ---

Paoua New Guinea No No --- --- --- ---
Philippines No Yes No No No Yes 

Republic of Korea Yes Yes Yes Yes Yes Yes i 

iSamoa Yes --- Yes -- -- Yes I 

Sin e Yes Yes Yes Yes Yes Yes ; 

Solomon Islands No No --- -- -- --- ; 

Tokelau No --- Yes --- --- ---
! Tonca No --- --- -- --- --- I , 

, Tuvalu No --- --- - --- --- l 
: Vanuatu --- --- -- -- - --- ; 

! Viet Nam. Socialist Recublic of Yes Yes --- --- --- Yes l 
Wallis and Futuna --- --- --- --- --- Yes 

. .. --- _._ . .. . __ . . -_ ... -

-_. = no information provided 
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American Samoa remains a young population. Of the total 

estillliltcd population of.'iH 070 in 1996,5.4% were aged 60 

ycarsanc.l ovcr and3.4';?' were aged 65 years andover. Therc 

was no significant diffcfCnee in the number of males and 

females both in the genemI population and in the population 

of older people. Half of the population lived in mhan areas 

in 1994. 

Available data showed fl.'1uales had longl. ... life expectancy 

at birth thanmalcs (69.1 years n. 65 years). DcpendcIK'Y 

ratio was 76.9 in 1994, with young dependency comprising 

the larger part of the dependency burden (67.4), 

The inl~ulI 1110rtality rate in 1996 was comparati \'e1y low at 

13 pl.'" WOO live births. Latest available data (1993) showl.-d 

that the leading causes of mortality were mostly chronic 

disca.~es such a~ diseases of the circulatory system. neoplasms 

anddilthele.~ lIIellil1L~. Acddents and injuries were also major 

causes of death. 

Thc SI<ltc Plan on Ageing sccks to: inerease access to aged 

care scn icl.os; improvc and expand the delinlry of services; 

coordinate serviccs; and support home health care. hOllle 

health Sl.'TCcning and health and nutrition senices. '\lininllllll 

age for eligibility is 60 years old. Funding f.,r thc 

Gm'l.'rDlIlcnt's State Plan on Agcing is provided in part by 

the US Department of Health and Human Sen'iees' 

Administration on Ageing through a grant under thl' 

provisions of Amcriean Act. Title III-B. or the Oldcr 

American Act. 

The I IS SOl.'ial Sccurity l..aw provides retirement hl'llefits 

and lIlcdk;d coverage to older persons. There i ~ an 

interagene), coordinating council based in the Territorial 

Administmtion on Agcing (TAOA). but ways and means for 

interdepartmental and interscctoral inputs to bc part of 

national policy planning have not been made explicit 

The Samoan culture is still ~cry much alive in Amcrican 

Samoa. Within the culture. the extended family is 

responsible for the care of its members. This family support 

network usually l.'IlSUfCS that the elderly have transportation 

access to health Sl.TVia:s and get routine home eare such as 

bathing and other personal care. 

I I!lWe\'Cr, there is an increasing number of older American 

SamO<lDs who need more skilled nursing care than that 

prm id~ by family members There arc still nil hume health 

care agendes in the country. and only unc agene)' that 

pro\'idcs skilled nursing care for a very limited number of 

older pl.'11IODS. Public health field n\JI'SCs also periodically 

vi~it tbe homes of the elderly and disabled individuals to 

prm ide health education and nursing care. 

Aeutc health care senices are provided at the I .. BJ Tropical 

.\Iedical Centre. This facility provides outpatient and 

seeundllry inpatient care to medicine, surgery. pediatrics, 

obstetries-gynaecology. eye and car-nose-throat (E:\T) 

sen'ices and rehabilitation in the form of physiothempy. 

There is no organized interdiseiplinar} rehahilitation 

progranune. 

Elderly patients who require tertiary care scrviees not 

available within the territory may be referred to off-island 

providers, if apJlTOl'ed for referral hy lhe IlUspilal refcrr.d 

committee. Referral care is pro\'ided free of chargc to such 

patients. 

EH'fY paticnl. including the elderly, pays II ISS z.no all 

indusi\'c fee per \'isit for outpaticIItmedieal care. lIospital 

inpatil.'Ilt care is charged at rss 7.50 per puticnt per illt) for 

residents and l-S S 60.00 for nonresidents. 

The State also prm'ides monthly tiKKi HlIIChcr.. to those 

eligible. and subsidizes a 25~ di~connt on cyeglasses, 

wheelchairs. walkers, hearing aids and other medical dc\'iccs. 

(>ther services include transportation, escort sen' ices. legal 

services and information and rcferml. 

(:ontinuing education for medical and allied medical 

perS()1I1lcI in the health care of older persons. including 

funclionaJ assessment and rehabilitation WId nllUlagement 

of common causes of dementia. is needed to impru\'e aged 

care services. 

Systems for data collection are also needed to support 

programme monitoring and evaluation of thesc sen·ices. 
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Dr Joseph Tufa 
Public Health 

Auel STPou 
TAOA 

WHO provided support for the country's 
partieipation in the Regional Seminar on 
National Pollcy Planning for the Health of the 
Elderly held in Manila in 1993. Funds were also 
provided for the purchase of a ~omputer and 
peripherals. In 1997, technical support was 
provided by WHO in identifying the needs and 
problems assoeiated with aping in the country. 
RecollUllendations on actions that need to be 
taken were made. 

ReJeretlees: 

I. in/ormation p,ovlded by the GOI'e,_ellt o/.~me,jmn Samoa. 1996. 
2. CO/mIry Health III!<mJlation P,ofile. 1997 ReI'.';"'" WHO. 
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AMERICAN SAMOA 

DEMOG~CANDHEALTHPRO~E 

Year Source Year Source 

Population 56530 1995 1 life Expectancy 
58070 1996 2 at Bjrth (years) 
98000 2020 5 Male 65 1971 3 

Female 69.1 1971 3 
Male 2982..<; 1996 2 
Female 28245 1996 2 Dependency Ratio 

Total 76.9 1994 4 
Absolute No. (% of Total) <15 years 67.4 1994 4 

60+ years 9.5 1994 4 
60+ years 

Both sexes 3147(5.4) 1996 2 Want Mortaljty Rate 
Male 1565(5.2) 1996 2 per 1000 
Female 1582(5.6) 1996 2 live births 13 1996 2 

65tyears i..eadingCanses of Mortality (1993,1) 
Both sexes 1971 (3.4) 1996 2 
Male 954(3.2) 1996 2 Cause Rate ped ()() ()(J() 

Female 1017(3.6) 1996 2 persons 

80+ years Diseases of the circulatory system 127.00 
Both sexes 283 (0.5) 1996 2 Diseases of the respiratory system 81.00 
Male 129(0.4) 1996 2 Neoplasms 46.00 
Female 154(0.5) 1996 2 Accidents & injury 34.00 

Diabetes Mellitus 22.00 
Urban(%) 48 1994 1 

1. Counlry Health Information Profile. 1997 Revision, WHO. 
2. 1996 Midyear Estimates from ,he Olflce of EcolllJlllic Developmen, 

Planll;"g, llmerican SamoaJt GOl·e'_II'. 
3. 199] UN Dem0ll,aphic lea,booic. 
4. Computed from 11. 
S. 1996 UN ESCAP Papulal/on Data Sheet. m 



The population of i\ ustralia is ageing. As of 1995, 
15.8% of the population were aged 60 years and over 
and 11.9% were aged 65 years and over. Total 
population for 1995 was 18053989. The majority of 
older people were women. The country is 71.5'7, 
urban. 

Life expectancy at hirth is high-75.4 years for males 
and 81.1 years for females III 1995. Life expectancy at 
older age is also hIgh. In 1994, a 65-year old male 
could still expect to live 15.7 more years while a 
female could expect to live 19.7 more years. 

The dependency ratIO of 50.1 is comparatively low. 
The increasing age of the population has resulted in a 
high old dependency ratIO, at 17.9 in 1996. 

The infant mortality rale <)1' 5.7 per 1000 live births IS 
among the lowest in the Region. The leading causes 
of mortality in the general population are chronic, 
noncommunicable diseases. I..,lortality rates of males 
60 years and over were higher than females ofthe same 
age for diseases such a~ cancer, heart disease and 
cirrhosis in 1988. On the other hand, more females 
than males died from stroke in the same year. 

The major initiative undertaken by the Australian 
Government to address issues of care of the elderly is 
the Home and Community Care Programme (HAeC) 
It is directed at helping frail, aged persons who are at 
risk of being admitted to long-term residential care hut 
do not yet require such care. The programme aims to 
provide a range of basic support and maintenance 
serVIces aImed at enhancing people's independence in 
the community and avoiding premature or 
inappropriate admission to long-term residential carc. 

The Aged Care Act was enacted in 1997. This 
provides for reforms to the present aged care system. 
The focus of reforms includes the restructuring of the 
residential aged care system, as well as impllwing 
access and carc for people who arc finanCial!) 
disadvantaged. 

Promotion of healthy ageing was considered vital gIven 
the ageing of the population Accordingly, the Healthy 
Ageing Task .Force was estahlished by the Health and 
Community Services Ministers in 1996 to develop the 
~ational lIealthy Ageing Strategy. The Task Force is 

composed of members from the Commonwealth and 
each State and Territory. 

At present, the Government is undertaking national 
consultations about the themes and issues that will form 
the focus of a ~ational Strategy. The ~ational 
Strategy will pronde the foundation on which to 
develop new poliCIes and engage the community III 

respondmg to the diverse needs of older people and 
the challenges of the 21st century. 

[n Australia, 70% of care is provided by relati yes and 
fricnds. Older women arc usually the carers for 
hushands, grandchildren and the disahled. To support 
the function of the family in carc-giving, the Home 
and Community Care programme (HAeC) was estah
lished 

The HACC programme provides funds for community 
nursing, home care services, personal care services, 
meals on wheels, community transport, respite care, 
day care centres, allied health care, home maintenance 
and repairs and home modifications (ramps, rails, etc.) 
for frail older people with physical, medical or 
psychological needs which cannot be met in the 
community and who need ongOIng access to nursing 
care There are over 1480 nursing homes in Australia 
pwndlng some 75 000 heds. [[ostels target the frail 
older pcrson who do not require ongoing access to 
nursmg carc. 

Government health care services arc provided through 
a network of health facilitics ranging from primary level 
care to tertiary level care. :\s of 1994, there were 702 
public acute care hospitals, 30 public psychiatric 
hospIlals and 1457 nursmg homes. A universal health 
insurance scheme called t,1edicare financed through 
income tax helps pay most of the medical costs for all 
Austrahans. 

Income sccurity is one of the most important needs of 
older persons. Australia provides an age pension which 
is a !lat ratc, non-contributory payment funded from 
general revenue. It is not linked to previous labour force 
partICIpatIon. It is both income and assets-tested, thus 
targeted at those in need. It is payable to men at age 65 
years and women at 61 years. 

There IS no statutory retirement age m Australia. The 
retirement incomes system envisages a possible span 
of retirement starting between the ages of 55 to 70 years 



during which retirement savings can continue to 
accumulate or retirement income can be accessed. In 

addition to the publicly-funded age pension. Australia has 

a compulsory superannuation system to facilitate the 

accumulation of private savings for retirement. 

Australia provides educational opportunities for older 

people. It has a wide network of the "University of the Third 

Age", where older people undertake courses in a variety of 

subject areas. The more recent Open Learning Initiative, 

where higher education is offered via national television 

backed up with printed learning modules, has provided sub

stantial opportunities for disabled older people confined to 

their homes and in remote areas. 

Private organizations also play important roles in the 

provision of aged care services. Private (for profit) 

organizations and not-for-profit organizations, also 

provide nursing homes and hostels. Self-hclp groups and 

political lobby groups, such as the Older Persons Action 

Centre, are developing allover thc country. 

Activities independent of government include 

commercial ventures such as the 'rent a gralllly scheme', 

where older women provide a child-minding and 

grandparent role to families without grandparents. The 

grannies earn an income and playa socially important role. 

Australia therefore has a well-developed aged care 

system that addresses comprehensively the needs of older 

pcople. 

Research and data generation as well as human resource 

development arc important ID planning and 

implementing programmes for the elderl y. 

Data on the elderly are periodically collected and 

analyzed by the Australian Bureau of Statistics (ABS). Sinee 

1981, the ABS has conducted three surveys, with a fourth 

planned in 1998. The most recent data available came 

from the 1993 Survey of Disability, Ageing and Carers. 

Research on the predictors and consequences of 

self-rated health is continuing, based on the 

longitudinal data from the Health Status of Older People 

Project. This is a community-based study of the hcalth and 

lifestyles of 1000 older people in ~lelbourne. 

The Australian Institute of health and Welfare 

maintains datahases on hospital morbidity that include data 

from both government and private hospitals and clinics. 

Mr Andrew Tongue 
Assistant Secretary 
Office for the Aged 

The Centre for Ageing Studies, Flinden' 
University of South Australia was designated as 
a WHO Collaborating Centre for Research on 
the Epidemiology of Aging in 1988. It had 
collaborated with WHO in the assessment of the 
ageing situation in countries of the Region, in 
the development of policies and programmes 
directed to improving the health and well-being 
of older persons. 

Recently, collaboration with the Center for 
Ageing Studies, Flinders University, Australia 
re~'ulted in the development of comprehensive 
guidelines in development of national policies 
on the health of the older persons (1996). 
Participation in seminars and workshops such 
as the Regional Seminar on National Policy 
Planning for the Health of the Elderly (1993) 
and the Regwnal Workshop on H U11U1n Resource 
Development in the Health Care of the Elderly 
(1990) was supported by WHO. 

Refer~nces: 

J. Country Health Information Profile, 1997 Revision, WHO. 
2. 1995 U/\.' Dem.ographic Yearbook. 

3. "Older A.ustralians at a Glance". 1997 
-I. Country Paper presented to the XV1,h Congress a/the 

lnternalionlll Arsocintion of Gerontolugy held in 
.·\deJaide, Australia. 

5. WHO Regional Office /or the Uesterll Pacific for in!ormatwn 
on WHO Collaboration 



AUSTRALIA 

DEMOGRAPHIC AND HEALTH PROFILE 

Year Source Year Source 

Population 18049000 1995 1 Dependency Ratio 
18053989 1995 2 Total SO. 1 1995 4 
23589000 2020 3 <15 years 32.2 1995 4 

Male 8990481 1995 2 6.5+years 17.9 1995 4 
Female 9063508 1995 2 

Infant Mortality 
Absolute No. (% of total) Rate per 1000 

live births 5.7 1995 
60+ years 

Both sexes 2855175 (15.8) 1995 2 Leading Causes of Mortality (1995, I) 
Male 1284997 (14.3) 1995 2 
Female 1570178(17.3) 1995 2 Cause Rate per 100 (J()() 

persons 
65+ years 

Both sexes 2 ISS 051 (11.9) 1995 I Malignant neoplasms 187.3 
2154 284 (11.9) 1995 2 Ischaemic heart disease 164.0 

Male 936 145 (10.4) 1995 2 Cerebrovascular disease 70.2 
Female 1 218 139 (13.4) 1995 2 Pulmonary disease and 

allied conditions 46.5 
80+ years Accidents 11.2 

Both sexes 464 033 (2.6) 1995 2 
Male 159200 ( 1.8) 1995 2 Mortality Rates from· 
Female 304 883 (3.4) 1995 2 selected causes by sex 

among persons 60+ years old (1988, 5) 
Urban ( %) 71.5 1994 

Cause Rate per 100 (J()() 

life Expectancy persons 88 
at Birth (years) 

II .0 

Both sexes 77.0 1995 Male Female 
Male 75.04 1994 2 

75.45 1995 I Cancer 1196.4 692.9 
Female 80.94 1994 2 Diabetes 69.4 69.9 

81.11 1995 1 Heart disease 1553.2 
Stroke 415.0 503.7 

At 65 years Cirrhosis 38.1 12.1 
Male 15.66 1994 2 Other diseases 1013.0 773.3 
Female 19.73 1994 2 Accidents 117.1 74.0 

Unknown and 
ill-defined causes 4.9 7.8 

Sources: 

1. Corwlry Health In/ormation Profile, 1997 Rnision, WEIO. 
2. 1995 U."l Demographu- }'earbook. 

3. 1996 UN ESC AP Population Data Sheet. 

4. Computed /rom #1. 
5. 1993 {ll\' Demographir }earbook. 
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Brunei Damssalam has a young populatIOn. Persons 60 years 

and over comprised 4.2'10 of the total population of 267 800 

in 19<)2. Those aged 65 years and over comprised just 2.8 e; 

of the total population for the sanle year. There were more 

males than females in the general population. Among older 

persons, there is no si1-'Ilificant difference in the proportion 

of males and females. 

life expectancy was 72.1 years among males and 76. 5 years 

iUuong females in 1995. Dependency ratio is comparatively 

low (56.6), with young dependency ratio at 52 and old 

dependency at 4.6. 

The infant mortality rate in 1995 was 7.9 per 1000 live births. 

one of the lowest in the Region. Togcther with aceidents 

and poisoning, chronic and noncomnlllnicahle disI,;ases wcre 

the leading canscs of mort.'llity in the country in 1995. 

'!llere are, as yet, no specific policies or progriUlllllcs for 

the elderly. 

The traditional extended fiUllily is the primary caregiver. 

Cultural values and strong religious faith ensure that 

children care for the elderly. 

Health I,;are is frel,; for all citizens and certain categories of 

expatriate governmcnt employees lUld pcnnanent residents, 

while for others it is heavily subsidized. The (Jovemment's 

network of health centres, clinics and hospitals provide health 

services. There arc no data on the health services provided, 

but it seems there is a need for a strong programme on 

aCCIdent prevention and control of noneommllnicahlc 

diseases that would cmphasi/.c health promotion, disease 

pre\eution and rehabilitation. 

References: 

1. Infomration proVided b .... the Government of Brunei Darussalam,199? 
2. Country Heallh Information Profile, 1997 Revision, WHO. 



BRUNEI 

DEMOGRAPHIC AND HEALTH PROFILE 

Year Source Year Source 

Population 267800 1992 life Expectancy at Birth (years) 
296 000 1995 2 Both sexes 75.0 1991 2 
523000 2020 3 Male 72.1 1995 2 

Male 141300 1992 1 Female 765 1995 2 
Female 126500 1992 

Dependency Ratio 
Absolute 1\'0. (% of total) Total 56.6 1996 4 

<IS years 52.0 1996 4 
60+ years 65+ years 4.6 1996 4 

Both sexes 11400 H.2) 1992 
Male 5900 (4.2) 1992 Infant Mortality 
Female 5500 (43) 1992 Rate per 1000 

live births 7.9 1995 2 
65+ years 

Both sexes 7400(2.8) 1992 Leading Causes of Mortality (1995, 2) 
Male 3800 (2.7) 1992 
Female 3600(2.8) 1992 Cause Rate per 100 000 

persons 
80+ years 

Both sexes 1500 (0.6) 1992 Accidents, poisoning 
Male 700 (05) 1992 and other violence 44.6 
Female 800 (0.6) 1992 Malignant neoplasms 37.8 

Heart diseases 37.8 

Urban (%) 66.6 1995 2 Cerebrovascular disease 25 
Diahetes Mellitus 13.8 

Sources: 

J. J9Y5 U.V DemographiJ: Yearbook 
2. Counlr) Health Information Profile. 1~7 Revision, ~rHO 
3. 19<)6 UN FSCAP Population Data ,)'heel. 

4. Computed from #2. 



According to (Jovcrnment estimates, Cambodia had There are no national policies or programmes for the 

population of 10 702000 in 1996 (10 200 000 in 1995), elderly. 

with persons 60 years and over comprising 4% of the 

population. There were no data availahle for the same year 

for those aged 65 years and over, but they comprised 2.8% 

of the total population in 1995. There were more females There is limited information on the elderly. The family is 

than males in the general population. the major provider of care and support for its elderly 

members. 

The country is mostly rural. Estimated life expectancy at 

birth for 1995 was 52.U years for males and 55.0 years for ·Ibere are no specific services for the elderly. Health care is 

females - some of the lowest in the Region. For 1995, the providcd for the gencral population through public health 

dependency ratio wa~ 80.5, with a young dependency ratio centrcs and hospitals. The elderly pay for medicines 

of 75.4 and an old dependency ratio of 5.1. and services, as do the rest of thc population. 

Infant mortality rate was estimated at a high 115 per 1000 

live births in 1995. Leading causes of mortality in 1995 were 

infectious diseases, with diarrhoea as the leading cause. 

References: 

I. Information provided bv the Ministry of Health. Cambodia. 1996. 
2. Country Health infomalion Profile, 1997 Revision, "'110. 
3.1996 UN ESC.'.J' Population Dala Sheel. 
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Population 10200000 
10702000 
18027000 

Male 5119300 
Female 5583 500 

Absolute No. (% of total) 

60+ years 
Both sexes 420560(4.0) 
Male 
Female 

65+ years 
Both sexes 285600(2.8) 
Male 
Female 

80+ years 
Both sexes 42808 (0.4) 
Male 
Female 

Urban(%) 20.7 

Life Expectancy at Birth (years) 
Both sexes 52.0 
Male 52.0 
Female 55.0 

CAMBODIA 

DEMOGRAPHIC AND HEALTH PROFILE 

Year Source 

1995 
1996 2 
2020 3 
1996 2 
1996 2 

1996 

1995 1 

1996 2 

1995 1 

1995 1 
1995 1 
1995 1 

Year Source 

Dependency Ratio 
Total 80.5 1995 
<15 years 75.4 1995 
65+ years 5.1 1995 

Infant Mortality 
Rate per 1000 
live births li5 1995 

106 1996 

Leading Causes of Mortality (1995, 1) 

Cause Rate perlOO 000 
persons 

Diarrhoea No data available 
Acute respiratory 

infections No data available 
Tuberculosis No data available 
Malaria No data available 
Accidents No data available 

Sources: 

1. Country Health Information ProftJe, 1997 Revision. WHO. 
2. Injormationprovided by the Government of Cambodia. 1997. 
3 1996 UN ESCAP Population Data Sheet. 

4. Computed from #1. 

4 
4 
4 

1 
3 



Cluna is the mos, populous country in the RegIOn, wiill an 

estimatcc populatIOn 0:' l 2~3 X36 000 in 1996. By 2020, 

the total population I' C 'peeted to reach about 1.5 billion. 

There were more males than females in the general 

population. 

In 19%, 9% of the total populalion were 60 years old or 

older, and 6 r e "ere 65 years old or older. \Vhile the 

percentages are small, the absolute numbers of these sectors 

are large-- more th,m 111 and 74 million in all, respecti "ely 

Thus Cluna has the largest number of older persons in the 

Region. There are regional ditTerences in the percentage of 

older persons. For example, in Shanghai, the percentage of 

persons 60 years and over is 17%, lugher than the figure for 

the whole country. For all age groupings in the elderly 

population, females outnumber males 

In 1996. life expectancy at birth was lugher for females 

(71 yc<U's) than males (68 years). Depe::ldeney ratio for the 

same year was comparatively low at 48, With young 

dependency comprising the main bulk of the dependency 

burden at 38. Old dependency ratio was 10. 

Infant mortality at 36.4 per 1000 live births (1995 estimate) 

The Government of China has proposed policy reforms in 

the following directions: 

The health care deli, 'Ty system will be more dosely 

based on the actual demand of older persons, by 

developing comprehensive, community-based 

health care for older persons; 

better health care for older persons ;n remote rural 

areas and minority regions; 

further improvement in the health insurance system 

for older persons; and 

health education and control of noncommunicable 

diseases which a111ict mostly older persons. 

China sees its major resource for tile care of the elderly as 

the family. However, in the light of demographic, social, 

political and economic changes which have started to erode 

some of the functions of the family, China is making 

provisions to support and help the family in caring for the 

cider! y. 

is relatively high. The leading causes of deaths in the Volunteer activities to provide assistance to the elderly are 

general population in 1995 were noncommunicable diseases 

such as cerebrovascular disease, malignant tumours, 

coronary disease and respiratory disease. In general, 

mortality rates from cerebrovascular disease, malignant 

tumours and heart disease were higher in urban than in rural 

areas. ~10rtality rates from injury and poisoning, on the other 

hand, were higher in rural areas. 

In 1991, the Ministry of Health developed a Five-Year 

Guidance for Health Care of Older Persons. This guidance 

requires health authorities to further enhance health care of 

older persons by integrating it into the entire health care 

system. Early in 1997, the State Council of the Central 

Government enacted a national policy guideline focusing 

on reform and development of health care between now and 

the year 2010. This guideline requires agencies to regard 

older persons as one of the most important groups needing 

more health intervention and care. 

supported by the Government. Volunteers from local 

government enterprises, workers' unions, yotmg people's 

organizations and religious groups are responsible for 

helping many people living alone. Special schools for the 

aged and centres for recrcation have been put in place by 

the Government. 

The ~1inistry of Civil Affairs provides economic support to 

the poor, including the elderly and their families. 

A network of medical and preventive services at the county, 

township and village levels provides comprehensive health 

care to the population. 

In large, middle-size cities in the eastern and middle 

regions, health services have been expanded to include health 

education, periodical check-ups for individuals and 

families, home h"a1lh care, nursing, rehabilitation and 

others. These services are being carried out hy general 

practitioners, community health workers and other 

volunteers. 



Health insurance is availahk hut mainl} in urhan areas. The 

Government is now instituting a cooperative medical insur

ance system in the countryside to improve access to health 

care. 

There are geriatric institutes in some national hospitals. 

Chllla has Integrated its community-hased aged care 

services within the mainstream servIce, hut implementation 

is uneven, ,,,,ith larger cities having hcttcr coverage 

than mral and isolated communities. 

.'\ research and training centre for promotIve activities is 

hemg estahlished m Beijing. It IS a facility for teaching and 

trairnng community care staff (doctors, nurses and others) 

and also for research. This centre is to be alfiliated with the 

Beijing Institute of Geriatrics. 

The Ministry of lIealth has set up in-serlIce as well as 

postgraduate training for physicians. Geriatrics has been 

included in the training curriculum. 

Dr Lin Yan 
Director, Division of Rehabilitation 

Department of Medical Administration 
Ministry of Health 

From 1985-1990, WHO collaboration consisted of 

providing consultants to help revie .. issues and 

develop programmes related to comprehensive health 

care of the elderly, WHO also supported training of 

two fellows in Flinders University in Australia and 

participation in the Regional Workshop of Human 

Resources Development in the Health care of the 

Elderly held in Manila. 

From 1991-1995, WHO provided funding support 

and consultancy services to help in the 

implementation of a five-year plan for the health of 

the elderly. It also provided support for 

workshops and seminars on impro~'ing the 

quality of life of older persons and on planning and 

managing community-based rehabilitation 

programmes. 

In 1996, the Hua Dong HospitallShanghai Geriatrics 

Institute was designated as a WHO Collaborating 

Centre for Community Health Care of the Elderly. 

The centre collaborates with WHO in developing a 

model of community health care for older persons in 

an urban setting as well as in the conduct of training 

and development of educational materials. 

Training for two fellows on gerontology and 

participation of three officials in the Workshop to 

Review Implementation of National Policies for 

Health Care of Older Persons held in Adelaide, 

Australia in 1997, were supported. 

References: 

J Infonnation provided b.t the (iow'rnmenl olllle People:f Republic of 

China 10 n-no, 1Y%. 

;: .\JisslOn Report oJ Prof Gary. \ndrews. jf.)%. 

:1 CountrY Health Infonnatwll Profile. } <)<)7 Revision. WH{) 

oJ }W6 L'X E.'·CAP Population Data Slu!et. 



CHINA 

DEMOGRAPHIC AND HEALTH PROFILE 

Year 

Population I 130510 638 1990 
I 198 500 000 1994 
1233836000 1996 
1488075000 2020 

Male 581820407 1990 
612460000 1994 

Female 548690231 1990 
586040000 1994 

Absolute :\'0. (% of total) 

60+ years 
Both sexes 97 249 780 (8.1) 1990 

III 045240 (9.0) 1996 
Male 46 143065 (7.9) 1990 
Female 50826581 (9.2) 1990 

65+ years 
Both sexes 63 254 300 (5.2) 1990 

71 910 000 (6.0) 1994 
74030 160 (6.0) 1996 

Male 28661117 (4.9) 1990 
Fcmale 34332275 (6.2) 1990 

80+ years 
Both sexes 7 709 250 ( 0.7) 1990 
Male 2 710 324 (0.47) 1990 
Female 4996044(0.91) 1990 

Urban (%J 26 1994 
31 1995 

life Expectancy at Birth (years) 
Both sexes 70 1993 
Male 67 1990 

68 1996 
Female 71 1990 

71 1996 

Source 

4 
1,3 
2 
2 

4 
1 

4 

I 
2 
4 
4 

1 
3 
2 
4 
4 

4 
4 

3 
2 

3 

1 
? , ,-

2 

Year 

Dependency Ratio 
Total 54.6 1994 

48 1996 
<15 years 453 1994 

38 19% 
65+ years 93 1994 

10 1996 

Infant :"10rtality 
Rate per 1000 
live births 36.4 1995 

Leading Causes of 110rtality (1995,3) 

Cause Rate per/()() ()OO 

perso/lS 

Urban 

Malignant tumours 126.52 
Cerebrovascular disease 124.20 
Diseases of the respiratory 

system 99.15 
llcart diseases 85.62 
Injury and poisoning 45.68 

Rural 

Diseases of the respiratory 
system 165.59 

Malignant tumours 102.18 
Cerebrovascular diseases 98.15 
Injury and poisoning 71.56 
II eart di sease 62.74 

1 ,Hinislry of Health Lpdated Data 011 Flealth of the Flder(\. 

Govemment o/China, November 19%. 
2 1')1)6 t'S ESC\P Population Data Sheet. 
{ ('auntry Health Information Profile, } 1.)1.)7 Revisioll, \rJ/(). 

-I 11)1)5 L'X DemographiC It:arbook. 
5" ('olllpf,,'ed from #2. 

f) ('on/puled from #.1. 

Source 

6 
2 
6 
5 
6 
5 

3 
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According to the national census Ihe population of Cook 

Islands was 18617 in 1991. Of this number, 7.8% were 60 

years and oyer and 4.9% were 65 years and o\·er. For 1994, 

the estimated population was 19254, with 8'0 of the lotal 

being persons 65 years old and above. In 1991, females 

shghtly outnumbered males in the general population. For 

the older segment of the population, however. there were 

slightly more males than females, except in the 80+ age 

group. The cOlmtr) is 60<'0 urblm 

In 1992. females outlived males by five years. Other 

indicators show that the health status of Cook Islanders is 

relatively good. The infant mortality rate has been reduced 

to -+ per WOO Ii, e births in 1995 :md infectious diseases arc 

now rarely encountered. The present leading causcs of 

mortality arc now the so-called diseases of lifestyles and 

social behaviour such as diseases of the circulator)" system, 

respiratory system. neoplasms and motor vehicle ,md other 

accidents. 

There is no policy yet, but a draft policy statement on the 

care of the eldcr! y was dcveloped by workshop participants 

(which included key gOH;mment othClalS), to be referred to 

the eXIsting government planning process for adoptlOn 

Responsibility of care falls on the elderly themselves and 

their families. llowever. the extended family system shows 

signs of brcakmg down, as the society moves toward a cash 

econom) Community groups such as youth groups and 

women"> groups visit individual fanlilics at home. 

An old age pension of $100 fortnightly is available to all 

eligihle persons (,O years and abme. 'Inc 1\1ll1istry of Hcalth 

provides health s<'"nice, for inpatients and outpatients, in 

clinics and cOlumuuit) ~bascd settings Dental care is 

pro"idcd without cost. The cost of mcdicmes. ser\"lces. etc 

is home hy the (imcrnment. Puhlic Health nurses pro\'ide 

services and home visits, and arc well- informed on a wide 

range of issues concerning health cafe of older persons. 

Acccss to specializcd fehabilitation is limited. 

To integrate a programme of functional health care for older 

persons within mainstream servIces such as community 

nursing and hospital carc, development of procedufes and 

protocols that lake into account special needs of older 

persons (e.g. discharge planning, documenting care plans 

and communication between hospital and 

commwuty-based workers) is needed. 

Public health nurses have a pi \"0 tal role in the health care 

of older pcrsons in Cook Islands. This role needs 

strengthening hy continuing education and training. 

particularly in understanding disability, performing 

functional assessment. and rehabilitation nursing in 

genera!. Skills in the rccognition and managemcnt of 

common causes of dcmentia are also needed. 

Dr Tamarua Teariki 
Director of Public Health 

Since 1990, WHO has supported government 

activities to improve health of the elderly by 

providing technical support and training 

opportunities. 

In 1993, technical support was extended in a 

situation analysis of health care of the elderly in the 

country. The Regional office also supported a 

participant at the regional seminar on National Policy 

Planning for Health of the Elderly in Manila. In 1995 

support for a a fhe-day workshop for the elderly was 

provided as well as funds for the purchase of 

specialized equipment for caring for the elderly. In 

1997, a WHO consultant assessed the ageing 

situation in the country, and identified needs and 

problems associated with ageing, and recommended 

actions that need to be taken. 

ReJerefh'CS: 

1. ('ountr)' Reu/tll Information Profile, 1997 Revision, ~VHO. 
2 lINt) L',\' D\{ AI' Papulation Data Sheet 
J, l'pdatcd Profile submtttcd to WHO, 7 ,vOl'ember 1996. 
4 .. \/i'lSiOfl report bv Mid/ael Pr;ce, WHO short term consultant, 

dated 25 September 19Y:-; 



COOK ISLANDS 

DEMOGRAPIDC AND HEALTH PROFILE 

Year Source Year Source 

Population 18617 1991 life Expectancy at Birth (years) 

19254 1994 2 Both sexes 69 1992 2 

27000 2020 3 ~1a1es 67 1992 2 

Male 8920 1991 I Females 72 1992 2 

Female 9697 1991 
Dependency Ratio 

Absolute No. (% of total) Total 72.4 1994 4 
<15 years 58.6 1994- 4 

60+ years 65+ years 13.8 1994- 4 

Both sexes 1445 (7.8) 1991 
~1a1e 771 (8.6) 1991 Infant ~10rtality 
Female 674 (6.9) 1991 Rate per 1000 

live births 4 1995 2 

65+ years 
Both sexes 923 (4.9) 1991 1 Leading Causes of Mortality (1995, 2) 

1540(8.0) 1994 2 
Male 478 (5.3) 1991 1 Cause Rate per JOO (}()() 
Female 45 (46) 1991 permns 

80+ years Diseases of the circulatory 192.60 
Both sexes 104 (0.5) 1991 system 
Male 43 (0.4) 1991 Neoplasms 99.00 
Female 61 (0.7) 1991 Diseases of the respiratory system 73.00 

Diabetes mellitus 73.00 
Urban(%) 60 1994 2 Motor vehicle and other accidents 73.00 

Sources: 

1. Updated Profile oflhe Elder':\." suhmined b.-v the Government o/Cook 
Islands to WHO in a memo dared 7,\'ovember 1996. 

2. Country Health Information Profile, 1997 Revision, \tHO, 
3. 1996 ('S ESCAP Populatwn Data Sheet. 

4. Computed from #2 



The total popUlation of li.!i was 772 (,65 in 1996. with 5.8"" 

aged (}O )-cars <U1<1 0\ cr. ~U1d 3('( aged 6S years ~Uld O\Tf 

This makes Fiji a relatively young population. 

There were slightly more malcs tha" females in the general 

popUlation, while ,mlOng older I,,:opk, females oU!l1Iunhered 

males. especiall y in the (,S+ agc group. 

The country is pn;dommantl)' mraL 1,lfe "'>l'cctanC\ at hinh 

in ] 9()() "-;:L'; highcr for J cmales th;m IUalcs - "7-+. C) } cars as 

against 7().6 years . .For the sarne ) car. depcndcnc} rallo was 

estimated at 60.X, with young dependency at 5+.3 and old 

dependency at 65 The infant mortality ratt: was estImated 

at21 pcr Jl)OO live hirths III 19% 

Leading causes of lllortahty arc a [nix of infectious and 

chronic. noncommunicable diseases, Diseases of the 

circulatory sy~tcln "'lTl' the leading cause of In()rtalit~ 
in I 'J'J~ 

There afl' no policies or programmes for older peoplc. :\n 

intcrscctoral workshop was held in 1<)<)7 to fommlatc" policy 

for the care of the elderly 

~[ost older people arc cared for in the homc. A tendency 

towards nnclean/..ation of the family is ohsened ,\ .small 

numher of oldcr people are assisted on an ad hoc hasis hy 

carer~ from various non~o\'emmenta1 nr!"!<lnlzations ..\ few 
nongo\ cnLInental organil1ttiol1s abo run honlCs for the aged. 

The CiOlcrnlllent is the major provider of formal aged care 

services. It has established a Illl1llber of llollles for the Aged, 

where about ().~<:r: of older pcople arc now residing. 

The principal social senice mailable to older persons is 

limited family assistance, provided to those who are 

without family support. 

Thc Government has illstituted a social seeurit) scheme. 

Those who werc prenously employed cnjoy retIrement 

henefits and a ",'ational Provident Fund system has been 

created to provide income support for older people 

Government medical practitioners at divisional and 

snb-divisional level hospitals and health centres provide 

health care for the general populatIOn Only a few oldcr 

people who 'lualif) for the Social \\elfare means-tested 

e'>emption certificate arc complctely exempted from any cost 

of health care services and essential medication. 

There is no special provision for the needs of older 

in prImary health care 

('ommunity-bascd rehabilitation has heen developcd bnt is 

lacking in allied health input. The special needs of older 

people for rehabilitation still need to be fully addressed. 

A longitudinal study on the health and social needs of the 

elderly in Fiji should be considered, The Fiji School of 

\lcrhl'llle pr'" Hies a fonts for health professional training 

In h.ll and in the Pacific Region. The undergraduate 

medical curriculum still does not include courses on the 

health of the elderly, but there are indications that a special 

module on agullg could he illtmduccd to the curriculum 

Dr Jagdish Maharaj 
Chie/MedicalOfficer 

Aledical Rehabililalion Unit 
Tamama Hospital 

WHO collaborative activities were mainly in the 

areas of research. training and policy development. 

WHO supported the research and publication of the 

monograph "Ageing in Fiji (1984-85)". It also 

supported participation of Fiji in the Regional 
Workshop on Human Resource Development in the 

Health Care of the Elderly held in Manila (1990), in 
the Regional Seminar on National Policy Planning for 

Health Care of the Elderly in Manila (1993), and in 

the Workshop to Review Implementation of National 

Polides for Health Care of Older Persons held in 
Adelaide, Australia 11997). In 1996, a WHO 

consultant reviewed national policy developments and 

recommended further activities in programme 

development for the care of the elderly. Support was 

also provided for a national w'orkshop on "Awareness 

in Health Care of the Elderly" held in Suva in 1996. 

In 1997, WHO provided technical support to identify 

needs and problems in ageing and health. Training of 

some staff in geriatric nursing as well as studies 

leading to a Masters in Geriatric Medicine Were 

supported. 



Population 715593 
796000 
772 655 

'\1ale 362158 
389858 

Female 353435 
382797 

Absolute No. (% of total) 

60+ years 
Both sexes 45068(5.8) 
Male 22 193 (5.7) 
Female 22875 (6.0) 

65+ years 
Both sexes 27468 (3.0) 
Male 13 407 (3.4) 
Female 22875 (6.0) 

80+ years 
Both sexes 6432 (0.90) 
Male 3078 (0.85) 
Female 3354 (0.95) 

Urban(%) 40.7 

FIJI 

DEMOGRAPHIC AND HEALTH PROFILE 

Year Source 

1987 1 
1996 2 
1996 3 
1987 1 
1996 3 
1987 1 
1996 3 

1996 3 
1996 3 
1996 3 

1996 3 
1996 3 
1996 3 

1987 1 
1987 1 
1987 1 

1995 2 

Year Source 

life Expectancy at Birth (years) 
Both sexes 72.6 1996 
Male 70.6 1996 
Female 74.9 1996 

Dependency Ratio 
Total 60.8 1996 
<15 years 54.3 1996 
65+ years 6.5 1996 

Infant Mortality 
Rate per 1000 
live births 16.3 1994 

21 19% 

Leading Causes of Mortality (1994, 2) 

Cause Rate per 100 ()()() 
persons 

Diseases of the circulatory 
system 63.3 

Infection and parasitic 
disease 15.4 

Neoplasms 12.8 
Diseases of r ~ 1 .ratory 

system 11.4 
Endocrine and metabolic 11.4 

diseases 

Sources: 

1. 1995 L'l,,' Demographic Yearbook. 
2. Country Health In/annation Profile, 1997 Revision, WHO. 
3 . . Ministry of Health, Aledical Rehab Unit, Government of Fiji. 

4. Computed from #2. 

2 
2 
2 

4 
4 
4 

3 
2 



Where home support is not possihle, the folloRing 

alternatives rcavailahle: family placements, admission to Le 

In 1995, 3.~% of the population of 220 (X)O were 65 years emlre [)'Accueill'our PerSOlllles Agee.\' (C<\PA), or home 

old or older. 1\;0 gcnder-disaggregated data Rere available for the aged, admission to theAme retirement home and the 

for the same year, hut as of 19!1!l, there were more males Te Tiare convalescent centre after a period of 

than females in the gennal population. In the older hospitalization. 

population, females outnumhered males in all age groups 

The country is 55<7(: urhan. I oife expectancy in 199.+ was 68 . .+ 

years for males and 72.8 years for females. 

Dependency ratio is hi/!h at 62.9, with young dependency at 

57.3 and old dependency at 5.6. 

Infant mortality rate is comparatively low at 12.4 per 1000 

live births. Leading causes of mortality are mostly 

noncommunicable diseases. A significant number of deaths 

from ill-defined conditions Rere also reported in 1993. 

The Generalized Sociall'rotection or psn has imprmed the 

living conditions of the elderly in PolyneSia hy providing 

them with sickness insurance coverage. There is a proposal 

to estahlish programmes that would develop home snpport 

and long-stay centres for the elderly who have lost their 

independence, implement a Gerontological Prt_vention 

Programme, encourage independence 'lIld recognize the 

economic contribntion of older persons in society. 

The family provides care and support for the elderly. In 

urban areas, however, many families find it difficult to 

provide care. Incidences of abandonment and even 

maltreatment of the elderly have heen reported. With about 

9% (US S300 million) of the gross domestic product 

currently spent on health. nearly all of the popUlation have 

ready access to quality health care. HOllie support for the 

elderly has been made possihle by thc I'Sli. 

('ommunity-based services are still limited in scope ,md 

coverage, and programmes on healthy ageing need to be 

established and widely implemented to reduce the 

nonconununicable disease burden. 

Income security for the elderly is maintained through 

retin,ment pension benefits to the previously employed, and 

old age allowancc cqui valent to 60% of the prevailing mini

mum wage for older persons withont revenue and 

resi ding in the Terri tory for more than 15 years. Part-time 

work for the elderly is also encouraged and supported. 

Dr Phillippe Brugiroux 
Chief 

Sen'ices for the Elderlv and the Handicapped 

In 1988 a WHO consultant was recruited to make 
an assessment and recommendation on planning and 
management of activities on the health of older 

persons. 

In 1989, a WHO consultant analysed the health 
situation of the elderly, reviewed legislation and 
programmes for their care and suggested possible 
future courses of action for the ageing population. 

Refen:nces: 

J. 1995 US Demographic learbook. 
2. Country Health Information Profile, 19CJ7 Revision, n'lIo. 
J. Information provided by tlle Government 0/ French PolyneSia. 1996. 
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FRENCH POLYNESIA 

DEMOGRAPHIC AND HEALTH PROFILE 

Year Source Year Source 

Population 188 814 1988 1 life Expectancy at Birth ( years) 
220000 1995 2 Both sexes 70.6 1994 2 
322000 2020 3 Male 68.4 1994 2 

Male 98345 1988 1 Female 72.8 1994 2 
Female 90469 1988 1 

Dependency Ratio 
Absolute No. (% of total) Total 62.9 1996 4 

<15 years 57.3 1996 4 
60+ years 65+ years 5.6 19% 4 

Both sexes 9580 (5.1) 1988 
Male 4702 (4.8) 1988 Infant Mortality 
Female 4878 (5.4) 1988 Rate per 1000 

live births 12.4 1995 2 
65+ years 

Both sexes 5835(3.1) 1988 Leading Causes of Mortality (1993,2) 
7480(3.4) 1995 2 

Male 2758 (2.8) 1988 1 Cause Rate per 100 000 
Female 3077 (3.4) 1988 Persons 

80+ years Diseases of the circulatory 
Both sexes 697 (0.3) 1988 system 191.6 
Male 262 (0.27) 1988 Tumours 150.8 

Female 435 (0.48) 1988 Symptoms, signs and ill-
defined conditions 104.5 

Urban (%) 55 1995 2 Diseases of the respiratory 
system 66.7 

External causes of injury 
and poisoning 55.5 

Sources: 

1. 1995 [:,\1 Demographic Yearbook. 
2. Country Health Information Profile, 1997 Revision, lVHO. 
3. 1996 L?v' ESCAP Population Data Sheet. 

4. Computed from # 2. 
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The total population of Guam in 19% was 155 225. Of this 

number, 7.5% were agcd 60 years and over and 5% were 65 

years and over. In the general population there were more 

males than females, while in the elderly population, there 

were more females than males. 

The country is prcdominantly rural. In 1996, life 

expectancy at birth was estimated to be approximately 71.4 

years for males and 77.2 for females. Dependency ratio in 

1994 was 64.2, with a young dependency ratio of 54.7 and 

an old dependency ratio of 9.5. 

The infant mortality rate was comparati vely low at 9.07 per 

1000 live births in 19')5. Diseases and conditions 

associated with lifestyle and social behaviours, such as 

ischaemic heart diseases, diabetes mellitus, other diseases 

of thc circulatory system, neoplasms and motor vehicle 

accidents, were the leading causes of mortality in 1995. 

The responsibility of family members to provide care and 

support for older members of the family prevails in the 

various ethnic groups in Guam. But the major provider of 

fonnal aged care services is the Government. Among the 

various services it provides are: 

• adult protective services; 

• adult day care services; 

• case management services; 

• elderly nutrition services; 

• in-home serviccs~ 

• homemaker services; 

• legal assistance; 

• transportation services; 

• multi generational programme; and 

• respite care. 

Health care is made accessible and affordable through the 

Medicare progranuue, a fcderal health insurance programme 

available to qualified elderly. Part A helps pay for care in a 

hospital or skilled nursing facility, and for home hcalth and 

As a state of the United States of America, Guam is covered hospital care. Part B helps pay doctors' bills, and for 

by the Older Americans Act of 1965, which mandates the outpatient hospital care and various other medical services 

provision of Federal funds for programmes for the elderly. not covered by Part A. Retirement benefits are provided to 

The State Plan on Ageing which it developed provides for persons who have worked and are 65 years and above. 

State laws providing the elderly with economic and social 

benefits. Public Law (PL) 19-54 created the Adult 

Protective Services Lnit within the Division of Scnior 

Citizens. PL 23-107 provides for realty tax relief to the With the various aged care services of the government, it 

elderly who own their homc and live in it. PL 18-31 may be necessary to gather infonnation on the utilization of 

authorizes the Department of Public Health and Social these services. There is also lack of infonnation on 

Services, Bureau of Health Care Financing to administer the activities of Government to promote healthy ageing. 

Medically Indigent Programme (MIP). A 100% locally 

funded programme, the ~lIP provides medical assistance to 

low income families and to those afflicted with diseases such 

as tuberculosis, irreversible renal failure and diabetes 

(requiring the use of insulin and related supplies). An 

individual over 55 years and who has no income is eligible 

for 1111'. 

References: 

Mr Arthur U. San Agustin 
Acting Administrator for the 

Division of Senior Citizens 

1. In/ormatton provided by the Government of Guam to the WHO 
Regional Office in the Western Pacific Region. 1996. 

2. Country Health Infonnation Profile, 1997 Revision. WHO. 
3. 1996 UN ESCAP Population Data Sheet. 
4, 1995 UN Demographic Yearbook. 



Population 146700 
155225 
209000 

Male 82210 
Female 73015 

Absolute No. (% of total) 

60+ years 
Both sexes 11 673 (7.5) 
Male 5839 (7.1) 
Female 5834( 8.0) 

65+ years 
Both sexes 7785 (5.0) 
Male 3862 (4.7) 
Female 3923 ( 5.4) 

80+ years 
Both sexes 1049 (0.7) 
Male 419 (0.5) 
Female 630 (0.9) 

Urban (%) 38 

GUAM 

DEMOGRAPHIC AND HEALTH PROFILE 

Year Source 

1994 
1996 2 
2020 3 
1996 2 
1996 2 

1996 2 
1996 2 
1996 2 

1996 2 
1996 2 
1996 2 

1996 2 
1996 2 
1996 2 

1994 1 

Year 

Jjfe Expectancy at Birth (years) 
Both sexes 74.0 1994 
Male 71.4 1996 
Female 77.21 1996 

Dependency Ratio 
Total 64.2 1994 
<15 years 54.7 1994 
65+ years 9.5 1994 

Infant Mortality 
Rate per 1000 
live births 9.07 1995 

Leading Causes of Mortality (1993, 1) 

Cause No. of deaths 

Ischaemic heart diseases 65 
Diabetes mellitns 51 
Other diseases of the circulatory 

system 45 
Motor vehicle accidents 38 
Neoplasms 34 

Sources: 

1. Corm try Health Information Profile, 1997 Revision. WllO. 
2. Department 0/ Public Ilealth and .\'ocial f1ealth, 

Governme1lt oj Guam. 
3. 1996 CN £S(':\/' Population Data Sheer. 
4. Computed from #1. 

Source 

2 
2 

4 
4 
4 
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• Towards Better Health: Consultation Document, 

lIong Kong ( 199J). 

Hong Kong is an ageing soc'iety. Of the total population of 6 • Report on the Working Group on Care for the '''derly, 

156100 in 1995, B.9':f; were aged 60 years and above and Hong Kong Government (1994). 

9.8,,(; were 65 years and above. In the general population, :-.lational legislation also supports initiatives to improve the 

there were approximately equal proportions of males and welfare of the elderly. including laws which provide 

females. In the older population. however. there were suhsidies to the poor for medical expenses. and laws which 

significantly more females than males regulate residential homes for the aged. 

The country is highly urbanized (95.7% urban). Life 

expectancy at birth is among the highest in the world -- 76 

years for males and 815 years for females in 1996. Life 

expeclancy at 65 ~ cars is also high for hoth se.'\es ( 15.8 years 

for males and 193_~ years for females). Dependency ratio is 

comparatively low at 40.1, with a relatively high old 

dependency ratio of 12.9, ret1ecling the growing significance 

of older persons in society. 

Infant mortalit)- at 4.8 per 1000 live births in 1994 is among 

the lowest in the Rel,.";on and ret1eets the good quality of the 

health systcm. Leading causes of mortality are 

predominantly noncommunicable diseases. However, 

pneumonia, an infectious disease, still caused a significant 

number of deaths in 1994. 

~10rtality rates from cancer and cirrhosis among older male 

persons were approximately twice as high as those of older 

female persons in 1989. ylortality rates from diabetes, heart 

disease and stroke among males and females did not diller 

significantly. 

The Government has laid down the policy that no one should 

be denied adequate medical treatment due to lack of means. 

Government also aims to improve the quality of life of older 

persons so they may enJoy a comfortable and dignified old 

age. 

Policies pertaining lu the elderly have been fornmlated and 

updated through: 

• The Working Party on the Future Needs of the Elderly 

( 1973) 

• The Reporl of the Working Party on Primary llcalth 

Care (1990) 

• The 1991 ""hite Paper on Social Welfare in the 1990, 

and Beyond. 

• The 1992 Green Paper on Rehabilitation, Equal 

()pporhmity and I'ull ParticipatIOn: A Better Tomorrow 

for All. 

The major source of inforn1al support for the elderly is the 

famtly. lIowe.-er, the family system has undergone 

significant changes in the last two decades. Though 

Chinese culture favours the e'\tended family, nuclear 

families have become the dominant family type. The 

percentage of clderly in 1I0ng Kong who arc residing with 

their chtldren is still high compared with Western conn tries 

(XO'T). but there is a decreasing trend. The female clderl)

get less support from the family than the male elderly. The 

process of modernization and urbanization is slowly 

eroding the support system for the elderly so that alternati ve 

or complementary systems of support should be considered. 

About 43"~ of the clderly Ii,,' in government - aided rental 

hlocks and 5.6<:0 in government homeownership estates. 

About 1.8% live in institutions. Community-support 

services arc also provided, such as home-help services and 

day care ccntres. 

Public primary to tertiary health care services are available 

These serl'ices are readily accessible to all. Lighty percent 

(SO':i) of hospital care provided by public hospitals is nm 

h~ the statutory hospital authority and 15'(; of primary 

consultations arc obtained from general outpatient clinics 

of the Department of Health. Community nursing services, 

and outreach community geriatric and rehabilitation teams 

from the statutory hospital authority serve the health needs 

of the elderly in the community. 

For public services, medical fees arc highly subsidized. 

Those who cmIDot alford the fccs can apply for a waiver. 

Income security is maintained through a comprehensiyc 

social secllrity assistance scheme and special needs 

allowance (including old age and disability allowance). 

The Secretary of Health and Welfare 



In 1993, the Regional Office supported the 

country's participation in the Regional Seminar on 

National Policy Planning for Health of the Elderly, 

Western Pacific Region. 

In 1995, the Symposium on Community-Based 

Approaches to Promoting Health of the Elderly was 

supported as part of the 5th Asia/Oceania Regional 

Congress on Gerontology which was held in Hong 

Kong. A satellite Workshop on Guidelines for 

Community-Based Services to Promote Health of 

the Elderly was also held in conjunction with the 

above Regional Congress. 

References: 

1. Information from the Government of Hong Kong. 1996. 

2. COWltry Health In/onnation Proftle.1997 Revision. WHO. 
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HONG KONG, CHINA 

DEMOGRAPIDC AND HEALTH PROFILE 

Year Source Year Source 

Population 6156100 1995 Infant Mortality 

Male 3084300 1995 1 Rate per 1000 

female 3071000 1995 1 live births 4.8 1994 2 

4.4 1995 

Absolute No. (% of total) 
Leading Causes of Mortality (1994, 2) 

60+ years 
Both sexes 856 600 (13.9) 1995 Causes Rate per 100 000 

Male 401 500 (13.0) 1995 1 persons 

Female 455 100 (14.8) 1995 1 Malignant neoplasm 154.9 
Heart diseases and 

65+ years hypertension 81 

Both sexes 60 I 800 (9.8) 1995 1 Cerebrovascular 

Male 269300 (8.7) 1995 1 disease 53.2 

Female 332500 (10.8) 1995 1 Pneumonia, all forms 33.1 

Injury and poisoning 28.3 

80+ years 
Both sexes 103 700 (1.7) 1995 1 Mortality rates from selected causes by sex, among 

Male 35700 (1.2) 1995 1 persons 60 + years old (1989, 5) 

Female 68000 (2.2) 1995 
Cause Rate per 100 000 

Urban(%) 95.7 1994 2 persons 

Male Female 

life Expectancy at Birth (years) 
Male 76.0 1995 1 Cancer 1069.2 583.5 

Female 81.5 1995 1 Diabetes 34.3 28.2 

Heart diseases 489.5 411.1 

at 65+ years Stroke 344.2 344.8 

Male 15.81 1994 3 Cirrhosis 34.6 16.8 

Female 19.33 1994 3 Other diseases 1337.8 1 009.2 

Accidents 94.4 62.6 

Dependency Ratio Unknown & ill-defined 

Total 40.1 1994 4 causes 55.8 1 08.3 

<15 years 27.2 1994 4 

65+ years 12.9 1994 4 

Sources: 

}. Department of Health, Government of Hong Kong, 1995. 
2. COImtry llealth Information Profile, 1997 Revision, WHO. 

3. 1995 UN Demographic Yearbook 
4. Computedjrom #2. 
5. 1993 UN Demographic Yearbook. 
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Japan is an ageing society. Of the estimated total 

population of 125034000 in 1994, 19.9%, or 24 905 000, 

were aged 60 years and over while 14.1 %, or 17 586 000, 

werc aged 65 years and over. This makes Japan the country 

with the highest percentage of older persons in the Western 

Pacific Region. There were more females than males in the 

general population and among the oldcr population. The 

country is 77.2% urban. 

Life expectancy at birth is the highest in the Region. 

Japanese males could expect to live Up to 75.45 years, while 

Japanese females could expect to live up to 81.11 years in 

1995. life expectancy at 65 years old is also the highest in 

the Region. When a Japanese male reaches 65, as of 1994, 

he could expect to live an additional 16.67 years; the 

Japanese female could expect to live an additional 20.97 

years. 

The ~ew Gold Plan was established in 1994 to respond to 

the growing number of older persons needing aged-care 

services. The latest plan of Government is the Active 80 

Health Plan for National Health Promotion. 

Thefamily is still the major caregiver for the elderly, though 

this role is being undermined by socioeconomic changes 

necessitating most adult members of the family to work 

outside the home. Voluntary organizations in the 

community also provide welfare services such as home-help 

serVIces. 

The Government is the major provider of formal health and 

welfare services. All citizens have access to health care due 

to the national health insurance scheme. The health 

insurance plan can be grouped into three: employees health 

insurance, community health insurance and health services 

for the aged. 

The dependency ratio for 1994 was 43.6, with young 

dependency at 23.4 and old dependency at 20.2. For the elderly, the scope of benefits include medical and 

dental care, hospitalization, nursing, pharmaceuticals, 

Infant mortality rate was 4 per 1000 live births in 1996, the home-based care and transportation. Health care is provided 

lowest in the Region. Leading causes of mortality for the through a network of public health centres, municipal health 

general population were mostly chronic noncommunicable centres and social welfare offices. Geriatric health care is 

diseases. The leading cause was malignant neoplasms in being provided on an outpatient basis through day and 

1994. In 1990, mortality rates ofJapanesemales were higher short-care health facilities and home visits, while geriatric 

than Japanese females for cancer, heart disease and wards and wards for medical care for senile dementia are 

cirrhosis. On the other hand, more females than males died available for inpatients. 

from stroke for the same year. 

In 1983, the Health Service Law for the Aged was enacted, 

providing for free health care services for the elderly. In 

1989, a more comprehensive approach to providing 

services for the elderly was drawn up. This was the 

Ten-Year Strategy to Promote Health Care and Welfare for 

the Elderly (Gold Plan). lts main objective was to develop 

the infrastructure for public health care and welfarc services 

for the elderl y. 

Welfare services are also provided. Shown below are the 

capacity and utilization of major Health and Welfare 

Services for the Elderly as of Financial Year 1993. 

The Government pension system helps promote income 

security for the elderly. Presently, the Government is 

rebuilding the social security system to make it more 

cost-effective. According to the document Welfare Vision 

for the 21st Century--Prospects Regarding Benefits and 

Burdens, the Government plans to establish an employment 

system in which the elderly, people with disabilities and 

women can fully use their abilities. It will also promote 

education for these groups to foster independence and 

creati vity. 



Outline and Target Capacity of Major Health and Welfare Services for the Elderly 

Type of Service Description Capacity(Gold Plan) ResultFY 
1993_ 

Home help Home helpers visit families with 100 000 people 69000 

an elderly person who has difficulty 
in engaging in daily life activities 
to assist in personal care and house 

work 

Short stay Care for the bedridden elderly and 50000 beds 22 000 persons 

others for a limited time. 

Day Services Elderly commute by shuttle bus 
to these centres which provide 10 000 centres 3 453 centres 

baths, meals, health checkups and 
training in daily activities. 

In~home care These centres in the community 10 000 centres 2238 centres 

support provide counselling and guidance 
on long~term care. 

Special nursing Provide facilities for the elderly 240 000 beds 210 000 people 

homes who constantly require personal care 
and have difficulty in living alone. 

Health servi ce For bedridden elderly who do not 280 000 beds 90000 
facilities need hospitalization but need 

functional training and nursing 
personal care for returning to live 
at home. 

Care houses Homes with a moderate fee which 100 000 people 6853 people 

enable the elderly to continue living 
an independent life with the help of 
of wheelchairs, home helpers, etc. 

living welfare Located in less-populated areas where 400 centres 135 centres 

centres the elderly can live in security, receive 
needed care and engage in a social 
exchange with their peers in the 
community. 

Home visit Provide the bedridden elderly living at 5 000 stations 658 stations 
nursing care home wi th nursing services and personal (New Gold Plan) (1995) 

station care. 
(1995) 

Source: Country Report submitted to WHO, 1997. 



With many aged-care services being provided by 

Government, it is necessary to periodically evaluate their 

utilization and appropriateness. As seen from the table, many 

services are underutilized, while othcrs are utilized almost 

to capacity (special nursing homes). Research on the 

cost-effecti veness of the various health and welfare 

programmes is therefore needed. Quality of life research will 
also be important in assessing the impact of these 

services on the elderly. 

Training of primary health care personnel on aged care for 

effective delivery of services has been initiated by local 

governments, schools and universities. 

Dr. E. Seki 
Deputy Director 

Division of Health for the Elderly 
Ministry of Health and Welfare 

From 1990-95, WHO collaboration with Japan 
consisted of supporting the country's participation in 
international and regional seminars and workshops 
on the elderly and providing the services of advisers 
to help the country in planning programmes for the 
elderly. Some of these seminar-workshops 
participated in by Japan were the Regional Workshop 
on Human Resource Development in Health Care of 
the Elderly (1990), the ILS1JWHO First International 
Conference on Nutrition and Ageing (1991), the 
International Conference on Quality of Life of the 
Elderly (1993), and Conference on Health and 
Mortality Trends Among the Elderly Populations 
(1993). In August 1997, WHO supported three 
participants in the Workshop to Review 
Implementation of National Policies for Health 
Care of Older Persons in Adelaide, Australia. 

Two institutions have been designated as WHO 
collaborating centres: The Tokyo Metropolitan 
Institute of Gerontology as a Collaborating Centre 
for Health of the Elderly in 1986; and the Tohoku 
University, School of Medicine in Sendai, Japan as a 
CoDaborating Centre for WeD-being in Ageing in 1991. 
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JAPAN 

DEMOGRAPHIC AND HEALTH PROFILE 

Year Source 

Year Source 
Infant Mortality Rate 

Population 125033542 1994 1 per 1000 Ii ve births 4.2 1994 

125034000 1994 2 

Ma1e 61328000 1994 2 Leading Causes of Mortality (1994, 1) 

Fema1e 63706000 1994 2 
Cause Number Rate per 

Absolute No. (% of tota1) 100000 
persons 

60+ years 
Both sexes 24905000 (19.9) 1994 2 Ma1ignant neoplasms 243670 1%.4 

Ma1e 10 732 000 (17.5) 1994 2 Heart disease 159579 128.6 

Fema1e 14173000 (22.2) 1994 2 Cerebrovascular disease 120239 %.9 

Pneumonia/bronchitis 89834 72.4 
65 + years Accidents & adverse 

Both sexes 17 629729 (14.1) 1994 1 effects 36115 29.1 
17586000 (14.1) 1994 2 

Ma1e 7203 000 (11.7) 1994 2 Mortality rates from selected causes, by sex among 
Fema1e 10 383000 (16.3) 1994 2 persons 60+ years old (1990,4) 

80+ years Cause Rate per 100 000 persons 
Both sexes 3721000 ( 2.9) 1994 2 
Ma1e 1 261 000 ( 2.0) 1994 2 Ma1e Fema1e 
Fema1e 2460 000 (3.9) 1994 2 

Cancer 1075.3 532.9 
Urban (%) 77.2 1994 1 Diabetes 37.2 36.6 

Heart disease 737.0 634.0 
life Expectancy at Birth (years) Stroke 525.1 480.8 

Both sexes 79.0 1994 1 Cirrhosis 64.2 34.1 
Ma1e 76.57 1994 1 Accidents 142.0 86.0 
Fema1e 82.98 1994 ~ Other diseases 1010.9 672.6 

Unknown and 
At 65+ years old ill-defined 

Ma1e 16.41 1993 2 causes 118.8 150.3 
Fema1e 20.57 1993 2 

Dependency Ratio 
Tota1 43.6 1994 3 
<15 years 23.4 1994 3 
65+ years 20.2 1994 3 

Sources: 

1. Country Health Information Profile, 1997 Revision, WHO. 
2. UN 1995 Demographic Yearbook. 
3. Computed from #1. 
4. UN 1993 Demographic Yearbook. Sprcwl Issue 



Out of a population of 77 658 in 1995, only 5.1 % are 60 

years old and over (there was no available cstimate for the 

65+ age group). Females outuumber males, especially in the 

older age groups. 

Females also outlive males. life expectancy for females in 

1995 was 67 years while males had a life expectancy of 62 

ycars. 

Dependency ratio in 1995 was 87.6, with a young 

dependency ratio of 78.1 and an old dependency ratio of 

9.5. Infant mortality rate was comparatively high at.54 per 

1000 live births in 1995. Leading causes of mortality 

included cardiovascular conditions, gastrointestinal and liver 

diseases. Other causes were general debility and 

noncommunicable diseascs. 

There arc indications, however, that the economic condi

tions that are transforming the society from a subsistcnce to 

cash economy, are undermining the traditional role of the 

family as the major caregiver of the elderly. Aside from the 

family, informal sources of care hardly exist. Sometimes, 

church members make visits to older people's homes to say 

praycrs with them. The Red Cross can be called to provide 

assistance in crisis situations. 

The Government provides no special services for the 

elderly. Medical attention is regarded as a right of the 

individual and is therefore provided for free. The Social 

Welfare Division under the Ministry of Environment and 

Social Development has general responsibility over the 

maintenance, custody and rehabilitation of the elderly. 

Health workers conduct home visits periodically and stress 

the importance of health promotion and early detection of 

diseasc. 

Income security is provided through retirement benefits for 

the previously employed. There are however, no pension 

A policy statement made by the President during the funds for the needy elderly. 

inaugural First Meeting of the House of Parliament stated 

that the general welfare, position and status of older people 

will be promoted and improved. 

To carry out this policy, the Government created the 

Ministry of Environment and Social Development. 'While 

to date therc is no national progranunc for the elderly, a 

National Ageing Symposium was held in 1997 to plan 

strategies and programmes to address the needs of the 

elderly. 

The elderly are accorded due recognition. Public holidays 

are set aside each year in honour of the elderly people in 

Kiribati. Representatives of older persons were invited to 

participate in the national review of the Kiribati 

Constitution in March 1998. 

Health care and maintaining the well-being of the elderly 

person is the primary responsibility of the family. In this 

traditional society, the family brings honour to itself by 

providing quality care to its elderly members. This is 

because older people have a high status in the family and in 

the community. 

Mr Nanimatang Karova 
Chief, Social Welfare Officer 

Ministry of Environment & Social Development 

In 1995, support was provided for the production 
of health education materials to promote the health 
of the elderly. A national workshop on the 
promotion of the health of the elderly was held in 
1996 with WHO technical support, and in 1997, 
WHO provided logistical support to the National 
Ageing Symposium. 
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KIRIBATI 

DEMOGRAPIDC AND HEALTH PROFILE 

Year Source Year Source 

Population 77658 1995 1 life Expectancy at Birth (years) 

77800 1995 2 Both sexes 60.2 1995 2 

132000 2020 3 Male 62 1995 2 

Male 38478 1995 Female 67 1995 2 

Female 39180 1995 1 
Dependency Ratio 

Absolute No.(% of total) Total 107.8 1995 4 

<15 years 78.1 1995 4 

60+ years 60+ years 9.5 1995 4 

Both sexes 4190 (5.4) 1995 1 
3950 (5.1) 1995 2 Infant Mortality 

Male 1825 (4.7) 1995 1 Rate per 1000 
Female 2365 (6.6) 1995 live births 54 1995 2 

65 + years Leading Causes of Mortality (1995, 2) 
Both sexes ND (4.0) 3 

Cause Rate per 100 000 

80+ years persons 
Both sexes 68 (0.09) 1995 1 
Male 20 (0.05) 1995 1 General debili ty No data available 
Female 48 (0.12) 1995 1 Cardiovascular conditions No data available 

Gastrointestinal disease No data available 
Urban(%) 34.8 1990 2 li v er diseases No data available 

Noncommunicable diseases No data available 

Sources: 

1. Census Report, Kiribati. 
2. Country Health Information ProftJe, 1997 Revision, WHO. 
3. 1996 UN ESCAP Population Data Sheet. 
4. Computed from #2. 



provides treatment in case of serious illness. There is a plan 

to establish an Elderly Clinic in the hospital to provide health 
Estimates by the Government and the United Nations put education and promotion for healthy ageing. 

the country's population at 4.6 to 5 million in 1996. 

Approximately 6% are aged 60 years andover and 3.8% are A Government organization, the Front of Lao ]\;ational 

65 years old and over. There are more females than males Construction, provides stibial and welfare assistance to older 

in the general population and among older persons espe- people with il~ network of provincial and district level units. 

cially in the 65+ and 80+ age groups. Social and other services for the elderly are still limited and 

focused mainly on retired members of Government. 

Indicators show a country undergoing difficult times and 

with poor health status: a short life expectancy at birth, the 

lowest in the Region at 51 years for males and 53 years for 

females; and a high total dependency ratio of 91.5, with a 

young dependency ratio of 85.8 and an old dependency 

ratio of 5.7. Recent data (1996) showed a very high infant 

mortality rate, 113 per 1000 live births, the second highest 

in the Region. Leading causes of deaths are predominantly 

infectious diseases such as malaria, pneumonia, meningitis, 

diarrhoea and tuberculosis. 

There are no national policies, progrannnes or legislation 

enacted specifically for the elderly. 

Health care for the general population is provided at 

primary health clinics/centres and hospitals by medical 

workers such a~ physicians, nurses, midwives, etc. Medical 

consultation, hospitalization and medicines are free of charge 

to the poor. 

There is no specific health care progrannne for the elderly. 

However, the Ministry of Public Hcalth has organized a 

geriatric unit at the Mahosot Hospital with ten beds. This 

unit provides consultation to the sick older person and 

Dr Sommone Phounsavar 
Director 

Mahosot Hospital 
Vientiane 

Dr Kongsap Akkhavong 
Chief of International Clinic and 

Geriatric Unit 
Mahosot Hospital 

In 1991, WHO coUaborated in identifying the main 
problems in the provision of care for the elderly 
and in assessing the countryis efforts to provide 
care. Support was also provided to help the 
country work out a draft national plan for the 
elderly. In 1993, support was provided for the 
country's participation in the Regional Seminar on 
National Policy Planning for Health of the Elderly 
held in Manila. 
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LAO PEOPLE'S DEMOCRATIC REPUBLIC 

Population 4605300 
5023 000 
8910000 

Male 2276900 

Female 2328400 

Absolute No. (% of total) 

60 years 
Both sexes 280000(6.0) 

Male 139000 (6.1) 

Female 141700 (6.1) 

65+ years 
Both sexes 76000 (3.8) 

Male 84 200 (3.7) 

Female 91800 (3.9) 

80+ years 
Both sexes 29100 (0.63) 

Male 13 100 (0.57) 

Female 16000 (0.68) 

Urban(%) 21.7 

DEMOGRAPIDC AND HEALTH PROFILE 

Year Source 

1996 1 

19% 2 

2020 3 

1996 1 

1996 1 

1996 I 

1996 I 

1996 I 

1996 1 
1996 1 

1996 

1996 1 

1996 1 
1996 1 

1995 2 

Year 

life Expectancy at Birth (years) 
Both sexes 51 1995 

Male 51 1996 

Female 53 1996 

Dependency Ratio 
Total 91.5 1996 

<15 years 85.8 1996 

65+ years 5.7 1996 

Infant Mortality 
Rate per 1000 
live births 113 1996 

125 1995 

Leading Causes of Mortality (1990, 2) 

Rate per 
100 000 persons 

Malaria 7.62 

Pneumonia 3.02 

Meningitis 1.45 

Diarrhoea 1.23 

Tuberculosis 0.75 

Sources: 

1. IValional Statistics Centre, LAO PDR. 1996. 
2. Country Health Information Proftle, 1997 Revision, 

WHO. 
3. 1996 UN ESC.4P Population Data Sheet. 
4. Computed from #2. 

Source 

1 

4 
4 

4 

1 
2 



Macao, a Chinese Territory under Portuguese 
administration, has an estimated population of 424 430 as 

of 1995 (417 500 according to UN estimate). It has a 

comparati vel y large number of older people, with 9.8% and 

7.2% belonging to the age groups 60 years and over 65 years 

and over, respectively. 

There are more females than males in the older population, 

especially in the 60+years group, whcre femalcs 

significantly outnumber men. This diflerencc in numbers 

of males and females is expected to become more marked in 
the next 10 years, so Government programmes addressing 

the special needs of older women need to be emphasized. 

Macao is 100% urban. life expectancy at birth (1995) is 

68.1 years for males and 71.8 for females. No recent data 
are available but in 1988, life expectancy at 65 years was 

computed at 15.8 years for males and 18.9 years for females. 

Total dependency ratio for 1995 is comparatively low at 47.7. 
Old dependency ratio is high at 10.8, indicating the need to 

plan for the needs of this growing ageing sector. 

The infant mortality rate for 1995 was 5.6 per 1000 live births, 

a comparatively low rate. Leading causes of mortality are 

predominantly noncommunicable diseases such as diseases 
of the circulatory system, neoplasm, diseases of the 

respiratory system, injuries and poisoning and other 

ill~defined conditions. Infectious diseases, though still 
claiming many lives, do not figure as prominently as chronic, 

noncommunicable conditions in causing deaths in the 

general popUlation. 

The 18 fundamental principles of rights for older persons, 

adopted by the United Nations General Assembly, are used 

as the guiding policy framework for providing services to 

the elderly. These principles include access to adequate food, 
water, education, health services, clothing, accommodation 

and family and community support. 

National legislation has been passed for the improvement of 
the welfare of the elderly. Law No. 24/86/~ gives free 

access to Primary Health Care covering medical services, 

medicines and laboratory examinations, to all residents 65 
years and over. Law 1\0. 68/89!M provides free medical 

services, including hospitalization in the government 
hospitals for all persons 65 y~s and over. A monthly 

retirement subsidy or old age pension was also provided for 
under Law :\'0. 58/9317. 

In \993, a Care for the Elderly programme was developed 

with the following objectives: 

• to promote better quality of health services; 

• to identify the dependent elderly and those who arc 

considered high risk; and 
• to develop home health services in cooperation with 

the Social Welfare Department, families, neighbours 
and friends to prevent premature institutionalization of the 

elderly. 

As yet, there is no coordinating body to link up various 
Government efforts as well as private sector initiatives in 

providing comprehensive and integrated services to the 

elderly. 

The family provides for the care and support of the elderly. 

However, there is already a noticeable change in the 

structure of the family towards nuclearization. This has been 
attributed to the immigration of family members, leaving 

many older persons living alone or being placed in hostels 

or nursing homes. 

Day care centres, hostels, nursing homes and hospice 

services are available to a limited extent, and arc handled by 

religious groups. Some pri vate groups also provide meals 
on wheels, home help and shopping assistance, with 

Government financial support. The Social Wclfarc 
Department issued a senior citizen card providing free 

travelling by public transportation and special discounts in 

some shopping stores and theatres. 

A number of domiciliary services and day centres are 

provided free by the State to those over 60 years old. Women 

arc the major beneficiaries of home help services. 

Health care for the elderly is provided free at the nine 

district health centres and covers medical services, 
medications and laboratory examinations. likewise, at the 

Centro Hospitalar Conde S. Januario government hospital, 

services are provided free for the elderly. The hospital 
provides acute care, rehabilitation and psychiatric care. 

Shortage of qualified health personnel remains a crucial 

problem in Macao. The Government has committed to 
develop and further strengthen various training and 

re~training programmes, especially in the health care of the 

eldcrly, both at the institutional and community levels. 

II 



Dr Tito Augusto Airosa Lopez, Jr. 
Director of Health Centre 
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MACAO 

DEMOGRAPIDC AND HEALTH PROFILE 

Year Source Year Source 

Population life Expectancy at Birth (years) 

Total 424430 1995 1 Both sexes 69.8 1991 4 

417500 1995 2 Male 68.1 1995(1991) 1,4 

533000 2020 3 Female 71.8 1995(1991) 1,4 

Male 205439 1995 1 

202700 1995 2 At 65+ years 

Female 218991 1995 1 Male 15.86 1988 2 

214800 1995 2 Female 18.91 1988 2 

Dependency Ratio 

Absolute No. (% of total) Total 47.7 1995 5 

<15 years 36.9 1995 5 

60+ years 65+ years 10.8 1995 5 

Both sexes 40900 (9.8) 1995 2 

Male 16900 (8.3) 1995 2 Infant Mortality 

Female 24 000 (11.2) 1995 2 Rate per 1000 
live births 5.6 1995 4 

65+ years 
Both sexes 30776 (7.2) 1995 1 Leading Causes of Mortality (1994, 4) 

30000(7.2) 1995 2 

Male 12220 (5.9) 1995 1 . Cause Rate per 100 000 

11 900 (5.9) 1995 2 Persons 

Female 18556 (8.4) 1995 1 
18 100 (8.4) 1995 2 Ischaemic heart disease 25.90 

Malignant neoplasm 

80+ years of trachea, bronchus 

Both sexes 11 300 (2.7) 1995 2 and lung 22.30 

Male 4100 (2.0) 1995 2 Heart failure 18.70 

Female 7200 (3.3) 1995 2 Intracerebral 
haemorrhage 13.4 

Urban(%) 100 1995 4 Senility without 
mention of psychosis 12.70 

Sources: 

1. Infonnation provided by the Government of Macao in a Memo to 
WIIO dated 1996. 

2. 1995 UN Demographic Yearbook. 
3. 1996 UN ESc/IP Population Data Sheet. 
4. Country Health Information Profile, 1997 Revision, ":'JiO. 
5. Computed from #4. 



~Ialaysia is still a young society. Only 5.99,; of its 

populatiou of 20689300 million pcrsons in 1996 werc aged 

60 years and over and 3.7% were aged 65 ycars and over. 

There wcre more males than females in the general 

population. Among the elderly population, there were more 

females than males for all age groups. Life expectancy at 

birth in 1996 was 69.38 years for males and 74.21 for 

females. 

.vfalaysia is 55.6"i) urban and the dependency ratio was 62.8 

in 199-'1-, with the young as the major dependent (56.9). 

Infant mortality rate in 1996 was comparatively low at 9.8 

per 1000 lin births. Chronic and noncommunicablc 

discases such as heart and pulmonary diseases, malignant 

neoplasms, and cerebrovascular discases top the list of causes 

of mortality. Birth injuries and aceidents round up the list of 

the five leading causes of deaths. 

Traditionally, and particularly in rural areas, thefamily takes 

care of the elderly. However, rural urban migration and the 

incTcasing participation of women in the work force are 

slowly making it difficult for the family to fulfil! this 

function, increasing thc chances of institutionalization of the 

elderly. 

Present! y, there are nine government nm Old Persons' Homes 

in the country with a total of 2,550 residcnts (1997). The 

demographic and socioeconomic changes in .vlalaysia as well 

as inadequate home support services in the community from 

govenllnenl or nongovernmental organizations will 

contribute to the dilTiculties faced by the family in taking 

carc of the eldcrly. These factors may incrcase the number 

of elderly to be placed in homes. There is therefore a need 

for government regulation and standard pre-placement 

screening to prevent over-use of the facilities. 

Homes for the Aged are also run by nongovernmcntal 

organizations, the oldest of which is the Central Welfare 

A l'>ational Policy on Ageing was armOlmced in 1996 lmder COImcil. Welfare services for the elderly are provided by 

the ~hnistry or l'>ational Unity and Community these organizations but these services are limited in scope 

Development. This policy seeks to develop an elderly and covcrage. 

community that is harmonious, has dignity, has high 

self-status and respcct, optimizes self-potential, enjoys all The elderly are given the same privileges for health and 

opportunities, and is provided with carc and protection as a medical care as other age groups. Primary health care 

member of the fanuly, community and nation. l'iational Plans services (including treatment, medication and others) are 

of Action were developed by Govermnent agencies in provided free in health clinics in rural areas. However, a 

accordance with this policy. minimal registration fee is required for medical care in 

urban polyclinics and government hospitals. 

The Ministry of Health has included health care of older 

people as part of its Seventh Malaysia Plan, which is a At present, comprehensive health services for the elderly 

five-year plan mnning from 1996 to 2000. including health srccning programmes, treatment and 

referral as well as rehabilitation (at health clinics and homes) 

A :'\ational Elderly Health Council was established under have been tested in four health clinics in the country. These 

the Ministry of health in 1997, chaired by the Honourable services will be made available at primary health care level 

Minister of Health. This council acts as the main body clinics and in the conUllunity in the stages by the year 2000. 

looking into the policies pertailung to health of the elderly 

as well as other health standards and norms. The following are provided under welfare scrvices, althongh 

limited in actual fact: visiting nurses, allied health 

The national health promotion programme on Healthy professional advice and service, home alteration services, 

lifestyle includes the elderly as one of the target groups for aids to daily living and day care programmes. Welfare 

the campaign. services also provide free shelter, food and RM70 as monthly 

allowance for the destitute or poor elderly persons. 



Malaysian officials conducted in-service and post-basic 

courses on gerontology for nurses and other health 

professionals. A module on health of the elderly was also 

designed and developed for training of health workers 

especially at primary health care level. 

Research on ageing or health of the elderly has been a 

priority area under the Inteusified Research Priority Areas 

project of the Ministry of Health. This research is carried 

out by local universities in collaboration with the Ministry 

of Health. 

The designated focal point 
for technical matters is the: 

Director of Family Health Development Division 
Ministry of Health, Malaysia. 

In 1996, WHO coUaborated in the conducting of a 
workshop to develop and strengthen the curriculum 
for nurses and other health workers involved in health 
care for older persons. The consolidation of activities 
related to the development of a national health care 

programme for the elderly was also given technical 
support. Participation in the Workshop to Review 
Implementation of National Policies for Health Care 
of Older Persons held in Adelaide, Australia in 
August 1997 was supported as was training of the 
Programme Manager on community based 
programme for the elderly in New Zealand. 
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MALAYSIA 

DEMOGRAPHIC AND HEALTH PROFILE 

Year Source Year Source 

Population Dependency Ratio 

Total 20689300 1996 1 Total 62.8 1994 4 

21 169000 1996 2 62.9 1996 1 

29787000 2020 3 <15 years 56.9 1994 4 

Male 10563900 1996 1 56.0 1996 1 

Female 10125400 1996 1 65+ years 5.9 1994 4 

6.9 1996 1 

Absolute No. (% of total) 
Infant Mortality Rate per 1000 

60+ years live births 9.8% 1996 1 

Both sexes 1 226900 (5.9) 1996 1 

Male 574200 (5.4) 1996 1 Leading Causes of Mortality (1994, 2) 

Female 652700 (6.4) 19% 1 
Cause 

65 + years % of total Rate per 

Both sexes 777 300 (3.7) 1996 1 deaths 100000 

Male 354 100 (3.3) 1996 1 persons 

Female 423 200 (4.2) 1996 1 Heart & pulmonary diseases 15.7 . 39.3 

Neoplasms 10.2 20.9 

80+ years Cerebrovascular diseases 9.7 15.9 

Both sexes 119473 (0.58) 19% 1 Birth injmies & other causes 9.3 13.1 

Male 51072 (0.48) 1996 1 Motor vehicle & 

Female 68401 (0.67) 1996 1 traffic accidents 9.0 10.4 

Urban(%) 55.6 1994 1 

life Expectancy 
at Birth (years) 

Both sexes 72.0 1994 2 

Male 69.38 1996 1 

Female 74.21 1996 1 

1. Department of Statistics, MalaySia. 1996. 
2. Country Health Information Profile, 1997 Reviswn, WHO. 
3. 1996 UN ESCAP Population Data Sheet. 

4. Computed from #2. 



Of the total population of 58 846 persons in 1992, older 

persons aged 60 years and above comprised only 1.8% of 

the total population, while those in the age group 65 years 

and above comprised only 1.4% of the total population. 

There were more females than males in the general 

population and among the older population, especially in 

the age group 65 years and over. More than half of the 

population live in urban areas. 

Average life expectancy at birth was 75.4in 1996. The total 

dependency ratio was 38.1 in 1995, a comparatively low 

ratio. The young dependency ratio was 35.9 and the old 

dependency ratio was 2.2, ret1ecting a young population. 

Infant mortality in 1995 was 5.3 per 1 000 live births, one of 

the lowest in the Region. Leading causes of death are a mix 

of chronic and infcctious diseases, with cancer as the 

number one cause of death. 

Policies to improve the health and welfare of the elderly 

have been adopted but programmes for the elderly are still 

limited. There is, as yet no coordinating body to implement 

and plan services for the elderly. 

The United States Older Americans Act of 1965 mandates 

that comprehensive services for the elderly be provided 

through State Plans and Programmes. 

Public Law 9-21, also known as The Co=onwealth 

Man-Amko Physical Abuse and Mental Cruelty Act, seeks 

to ensure that an abused member of the man-amko receives 

such care as will serve the emotional, mental and physical 

welfare of the man-amko and the best interests of the 

Commonwealth. The law also requires reporting of 

physical abuse and mental cruelty incidents against the 

man-amko. Persons found to commit such acts shall be 

imprisoned for not more than one year or fined not morc 

than one thousand US dollars. 

The majority of the elderly are taken care of by family 

members themselves. Home nursing assistance is available 

but most families can't alTord it. 

There is no data on the existence of specific health and 

medical services for the elderly. Health care for the general 

population is provided by both public and private medical 

professionals. To better address the health problems of the 

elderly, which are mostly chronic conditions, programmes 

on the promotion of healthy ageing should be included in 

the existing health care system. 

A majority of the elderly seek care at the local hospital. 

A large number of the elderly have medicare (health 

insurance for the previously employed) and/or medic-aid 

(government aid for health care to lOW-income elderly 

persons) to pay for medical expenses. Thc CNMI Public 

Health Department conducts monthly visits to the homes of 

the elderl y. 

Nutritional meals are available for the elderly in senior 

citizen centres. Meals are delivered to the homes of the 

disabled and frail elderly. Transportation scrvices are also 

provided to those who qualify for such service. 

Socioeconomic benefits and other services are also 

available. The US Social Security Law provides for 

retiremcnt benefits for the qualified elderly. The elderly are 

given senior citizen discount cards which givc them discounts 

at some stores and restaurants. The CNMI Office on 

Ageing has three sitcs for Senior Citizen Community 

Centres, one for each of the islands of Saipan, Tinian and 

Rota. At the centres, the elderly are able to socialize and 

enjoy recreational activities. 'Ibe elderly are also given the 

opportunity to teach the younger generation about their 

culture and history. 
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COMMONWEALTH OF THE NORTHERN MARIANA ISLANDS 

Population 58846 
59913 
61946 

Male 28785 
Female 30061 

Absolute No. (% of total) 

60+ years 
Both sexes 1084 (1.8) 
Male 405 (1.4) 
Female 697 (2.3) 

65+ years 
Both sexes 841 (1.4) 

958 (1.6) 
1 115 (1.8) 

Male 405 (1.4) 
Female 436 (1.4) 

80+ years 
Both sexes 313 (0.5) 
Male 105 (0.36) 
Female 208 (0.69) 

Urban ( %) 54 

DEMOGRAPIDC AND HEALTH PROFILE 

Year Source 

1992 1 
1995 2 
1996 5 
1992 1 
1992 1 

1992 1 
1992 1 
1992 1 

1992 2 
1995 1 
1996 5 
1992 
1992 1 

1992 
1992 1 
1992 1 

1995 3 

Year Source 
life Expectancy at Birth (years) 

Both sexes 68.1 1995 
75.4 1996 

Dependency Ratio 
Total 38.10 1995 
<15 years 35.90 1995 
65+years 2.20 1995 

Infant Mortality 
Rate per 1000 
live births 5.3 1995 

Leading Causes of Mortality (1995,2) 

Cause Rate per 100000 
indigeneous population 

Cancer 99.6 
Pneumonia 59.7 
Cerebrovascular disease 49.8 
Myocardial infarction 49.8 
Other lung conditions 49.8 

Source,: 

1. 1992 Current Houselwld Survey by the CNMI Central Statistics 
Division. 

2. Country Health Injommoon Profile, 1997 Revision, WHO. 
3. 1996 UN ESCAP PopuIaoon Data Sheet. 
4. Computed from #2. 
5. In/ormation submitted by Government to WHO in a letter dated 

23 January 1998. 

2 
5 

4 
4 
4 

2 



The Republic of the Marshall Islands is still a young 

sodety. Persons 65 years and older comprise 2.4% of the 

total population (60 930) in 1997 . .\;fore than half of the 

elderly are women. 

The country is 68% urban. In 1994, life expectancy at birth 

is 62.8, 61.0 for males and 64.0 for females. Total 

dependency ratio is very high at 108.88. The young 

accounted for the greater part of the dependency burden 

(103.93). 

There are no national policies or programmes for the 

elderly. 

Family members and other relatives provide care and 

support for the elderly. Primary health care and preventive 

mcdical care strategies have been institutionalized. Health 

education and promotion activities as well as traditional care 

are being provided by the Ministry of Health and 

Environment for the RMI, Ministry of Sodal Services at 

Infant mortality rate is 26.7 per 1000 live births. Leading Ageing Centres in Majuro, Ebeye and the outer islands. 

causes of mortality are sepsis, pneumonia and cancer of all Weekly outreach programmes are being conducted by the 

types, myocardial ird'arction, end-stage renal disease and Ministry of Hcalth. 

malnutrition, Chronic and noncommunicable diseases are 

now significant causes of mortality. 

Office of Health Planning and Statistics 
Ministry of Health and Environment 

Marshall Islands 
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REPUBLIC OF THE MARSHAL ISLANDS 

DEMOGRAPIDC AND HEALTH PROFILE 

Year Source Year Source 

life Expectancy 

Population 56246 1996 6 at Birth (years) 

60930 1997 6 Both sexes 62.8 1994 

94080 2013 6 Male 61.0 1994 1,2 

Male 31114 1997 6 Female 64.0 1994 1,2 

Female 29816 1997 6 
At 65 years 15.36 1989 4 

Absolute No. (% of total) 16.79 1989 4 

60+ years Dependency Ratio 

Both sexes 2037 (3.4) 1997 6 Total 108.88 1996 6 

Male 980 (3.2) 1997 6 <15 years 103.93 1996 6 

Female 1057 (3.5) 1997 6 65+ years 4.95 1996 6 

65+ years Infant Mortality 

Both sexes 1394 (2.4) 1995 6 Rate per 1000 

1424 (2.3) 1997 6 live births 26.67 1996 6 

Male 672 (2.2) 1997 6 

Female 752 (2.5) 1997 6 Leading Causes of Mortality (1996,6) 

75+ years Cause Rate per 100 000 

Both sexes 467 (0.77) 1997 6 persons 

Male 207 (0.67) 1997 6 

Female 260 (0.87) 1997 6 Male Female 

Urban (%) 68 1996 6 Sepsis 72.71 65.54 
Pneumonia 23.14 37.94 

Cancer, all types 13.22 41.39 
Myocardial infarction 39.66 10.35 
End-stage renal diseases 23.14 27.60 
Malnutrition 29.75 17.25 

Sources: 

1. Country Health In/onnatinn Profile,1997 Revisinn, WHO. 
2. Data from the Government of the Marshall Islands based on 1994 

multisubject houselwld survey. 
3. 1996 UN ESCAP Populatinn Data Sheet. 
4. UN 1995 Demographic Yearbook. 
5. Computed from II. 
6. MarshaU Islands Vital and Health Statistics Abstract 1992·1996. 
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The population of Micronesia was estimated at 108564 in The family is the major provider of care and support of the 

1996. Persons 60 years old or older comprised 5.4% of the elderly, but the rapidly changing society has diminished 

total population in 1996, while those 65 years old or older family support. :VIany older persons now live by 

represented 3.6% of the total popnlation. There were more 

males than females in the general population. Year Source 

Among the older population, there were more females than 

males. 

The country is approximately 59.7% urban. Life 

expectancy was higher among females (67.5) than in malcs 

(63.6) in 1996. Total dependency ratio in 1994 was 98.8, 

with young dependency at 91.6 and old dependency at 7. 

Infant mortality rate was 46 per 1000 live births in 1996. 

Leading causes of mortality were predominantly 

noncommunicable diseascs, with circulatory system 

diseases as the leading cause of death in 1994. 

The US Older Americans Act provides that federal funds bc 

available for programmes geared towards the promotion of 

the welfare of older persons. Year Souree However, no funds 

themsclves and receive little support from family and 

relatives. To address this situation, community-based 

services should be established to help the family carry 

out its traditional role. 

Primary, secondary and tertiary health eare services are 

provided to the general population. When needcd, 

off-island medical referrals are available. There is still a lack 

of medical specialists and allied health workers in the 

country. Because of Iimitcd funds, the Government is 

placing greater emphasis on primary and preventive care. 

The S tatc Plan on Ageing provides for geriatric home health 

and nutrition services, housing, establishment of senior 

citizens' centres, and information, referral and legal 

assistance services. 

from the U.S. Federal programme are presently available There is a need to train workers in aged care services, 

for the Government to implement this legislation. The especially in diseasc prevention and health promotion. 

Government's emphasis is to provide support to family 

members of older persons who can provide adequate Since programmes and services for older persons are now 

health care services for the latter. being put in place, programme planning should include 

monitoring of the quality of care as wcIl as conducting 

The State Plan on Ageing was formulated to comply with studies on the degree of utilization of the services. 

this law. The Plan, administercd by the Statc Unit on 

Ageing (SUA), provides for the development of 

comprehensive and coordinated systems for the delivery of 

supportive services and to serve as the effective 

and visible advocate for the elderly. 
Secretary of Health Services 

In 1991, WHO provided funds for conducting the Yap 
Outer-Island Health Assistant Training. 
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FEDERATED STATES OF MICRONESIA 

DEMOGRAPIDC AND HEALTH PROFILE 

Year Source Year Source 

Population 105506 1994 1 life Expectancy 
108564 1996 2 at Birth (years) 
2530()() 2020 3 Both sexes 68.0 1994 1 

Male 55352 1996 2 Male 63.6 19% 2 
Female 53212 1996 2 66 1994 1 

Female 67.5 19% 2 
Absolute No. (% of total) 71 1994 1 

60+ years Dependency Ratio 
Both sexes 5875 (5.4) 19% 2 Total 98.8 1994 4 
Male 2812 (5.2) 1996 2 <15 years 91.6 1994 4 
Female 3063(5.7) 1996 2 65+ years 7.2 1994 4 

65+ years Infant Mortality 
Both sexes 3910 (3.6) 19% 2 Rate per 1000 
Male 1 825 (3.3) 1996 2 live births 46 1996 2 
Female 2085 (3.9) 1996 2 25 1994 1 

80+ years 
Both sexes 565 (0.52) 1996 2 Leading Causes of Mortality (1994, 1) 
Male 234 (0.42) 1996 2 
Female 331 (0.62) 1996 2 Cause Rate per 100 ()()() 

persons 
Urban(%) 59.7 1990 

Circulatory system diseases 119 
Respiratory system diseases 62 
Malignant neoplasms 50 
Endocrine, nutritional & 

Metabolic diseases 38 
Accidents 32 

SQurces: 

1. Country Health Information Profile, 1997 Revision, WHO. 

2. Datafrom the Government a/MicroneSia, 1996. 
3. 1996 ESCAP Population Data Sheet 
4. Computedfrom #1. 



The "Law of 1-Iongolia on Citizen's Social Insurance" was 

enacted in May 1994 and implemented January 1995. This 
Mongolia had a population of 2 312 812 in 1995. Persons law provided retirement benefits for those who have worked 

60 years old or older comprised 5.7% of the total population for at least 20 years, and a subsidy for those who were not 

while only 3.8% of the population were 65 years old or older. able to work. 

The majority were females. 

The "Law of Mongolia Citizen's Health Insurance" was 

In 1995, life expectancy at birth was higher for females (62.5 enacted in July 1993 and implemented January 1994. The 

years) than males (60 years). Total depcndcncy ratio wa~ law defined conditions and procedures of providing free 

computed at 70 for 1996, with old dependency ratio at 7. medical aid to the elderly of Mongolia. 

Infant mortality rate was 44.6 per 1 000 live births in 1995. 

The first two leading causes of mortality in 1995 were 

diseases of the circulatory system and malignant 

neoplasms-both chronic, noncommunicable diseases. The 

next leading cause of death was diseases of the respiratory 

system, generally attributed to the harsh winter. This was 

followed by injury and poisoning and diseases of the 

digestive system. 

The eighth part of the "Population Policy of Mongolia for 

the period 2010-2015" lists thc following plan for the 

elderly: 

• provide the elderly with opportunities to enjoy their 

contribution to the development of the country and 

satisfy their cultural and economic needs, creating 

conditions for their social sceurity and protecting their 

rights and interest; 

• develop an infrastructure ensuring a guaranteed 

livelihood for the elderly and providing them with 

medical, social and cultural services and expand the 

range of subsidized services; 

• support the aspiration of the elderly to live an active life 

and contribute to the country development; and 

• promote and perpetuate the long-standing traditional 

love and respect for the elderly and strengthen the 

bonds of affinity between generations. 

The "Law on Relief and Assistance for the Elderly" was 

adopted by the Mongolian Parliament in February 1996. This 

law defines services for the elderly, and delineates the 

function of the authorities in charge in providing social 

welfare for the elderly. 

It is traditional for children to care for their elderly parents. 

Children are the main source of financial support for the 

elderly In a survey of older persons in Ulaanbaatar, most of 

the caregivers (spouse or children) thought that the elderly 

should be cared for in the family home even when they 

became dependent and required a substantial amount of 

assistance. 

For those who have no relatives, volunteers from the Red 

Cross and other community groups help in caring for the 

elderly. 

The same survey showed 100% of the respondents received 

a pension from the government. This source was 

supplemented by financial support from children, income 

from paid employment, and, for the old elderly who caIIDot 

work, from pcrsonal savings. 

Organized programmes in prevention, health promotion and 

curative care for thc elderly have not yet been developed. 

Health services for the general population are provided at 

the primary, secondary and tertiary levels of care. Allied 

health workers provide primary care, especially among 

scattered populations. The current policy is to strengthen 

public health and primary health care to develop general 

practitioner hcalth services in the future. 

In May 1996, the Minister of Health approved an order to 

establish geriatric services at clinical and community 

hospitals in aimags and cities. 

The elderly are provided frcc medical services if they are 

admitted to hospital. For outpatient services, if doctors 

prescribe essential drugs, the elderly pay only 50% of the 

cost. 



In the survey of older persons in Ulaanbaatar, over 90% of 

the respondents said that medical care is accessible and 

affordable. Only 7.8% said they could not afford the 

expenses for medical care. Health aids such as hearing aids, 

glasses, dental prosthesis and canes were not as accessible. 

Other benefits provided to the elderly are: 

• Free communal transport services 

Housing loans on soft tenns. 

Free education for children of older people. 

Because of the important need for finan<.-'ial security of this 

large number of elderly, a comprehensive review and 

assessment of current social security requirements for a 

growing elderly population is necded. 

The Kational Institute of Public Health plans to introduce 

some course activities in gerontology in 1998. At least some 

training modules on health care of the elderly should be 

included in medical and nursing undergraduate curricula. 

Selected personnel from the Ministry of Health and Welfare 

should be enrolled in appropriate courses in gerontology and 

• Heroes of labour Veterans, older persons who had geriatric medicine. 'Vhere possible, personnel given these 

high positions in govenunent, and those who 

lived below the poverty line are provided 50 

% discount on payment for an apartment if they 

lived in Gers; once a year financial assistance; once 

a year discounts on travelling expenses if going to 

the capital for treatment; and free artificial limbs, 

if made locally. 

A study on the socioeconomic and health situation of the 

elderly in Mongolia is being conducted by a joint team from 

the Institute of Health and the Ministry of Health and 

Welfare. The data generated is expected to increase 

awareness about the situation of the elderly in the country 

and to serve as a basis for developing appropriate services. 

Protocols for the assessment of health and function in older 

persons should be developed and incorporated into the health 

records in all primary health care centres. 

opportunities should be utilized as trainers for in country 

programmes after their training. 

S, Otgontsetseg 
Project i\1anager, 

Ageing and Health Ministry 
of Health and Social Welfare 

In 1995-1996, the Regional Office provided support 
through short-tenn consultants who collaborated in 
the development of national policies and approaches 
for health care of the elderly and in the organization 
of a seminar for 30 doctors on health of the elderly. 
The activities of the national medical consultative 
centre of physical culture and gerontology was 
reviewed and recommendations were made. wHO 
also collaborated in identifying appropriate 
technologies for promotion and protection of the 
health of the elderly and in identifying ways to 
improve geriatric services at each level of medical care. 
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MONGOLIA 

DEMOGRAPIDC AND HEALTH PROFILE 

Year Source Year Source 

Population 2312812 1995 1 life Expectancy at Birth (years) 
3628000 2020 3 Both sexes 62.0 1994 4 

Male 1149055 1995 1 Male 59.8 1994 4 
Female 1163757 1995 1 60.0 1995 2 

Female 64.6 1994 4 
Absolute No. (% of total) 62.5 1995 2 

60+ years Dependency Ratio 
Both sexes 131923 (5.7) 1995 1 Total 70 1996 5 
Male 58 739 (5.1) 1995 1 <15 years 63 1996 5 
Female 73184 (6.2) 1995 1 65+ years 7 1996 5 

65+ years Infant Mortality 
Both sexes 87 633 (3.8) 1995 Rate per 1000 
Male 37680 (3.3) 1995 1 live births 44.6 1995 4 
Female 49953 (4.3) 1995 1 

Leading Causes of Mortality (1995,4) 
80+ years 

Both sexes 14100 (0.61) 1995 Cause Rate per 100 000 

Male 4700 (0.41) 1995 persons 

Female 9400 (0.80) 1995 Diseases of the 
circulatory system 215.8 

Urban(%) 55 1995 4 Tumours & neoplasms 129.5 
Diseases of the respiratory 

system 110.3 
Injury & poisoning 60.7 
Diseases of the digestive system 55.5 

Sources: 

1 .. MonKolian Economy and Society in 1995. Es.tablished Yearbook. 
Ulaanbaatar. 

2. State Statistical Office of Mongolia. 
3. 1996 ESCAP Populatian Data Sheet. 
4. Country Health Information ProfiJe.1997 Revision. WHO. 
5. Computed from 113. 



Nauru has a young population. Of the total population of The family is the major caregiver for the elderly. 

10 600 persons in 1995, only 2.8% or 297 persons were 60 

years old or older. There are no specific services for the elderly. Health care is 

provided for the general population free of charge. Two 

The country is 100% urban. life expectancy at birth in 1989 well-equipped hospitals cater to the health needs of the 

was low - 48.4 years for males and 60.5 years for females. population, although specialist treatment is restricted and 

usually has to be obtained in Australia. 

Total dependency ratio in 1992 was 80.5, with a young 

dependency ratio of 74.1 and an old dependency ratio of 

6.4. Infantmorta1ity rate in 1994 was 26 per 1000 live births. 

Leading causes of mortality were a mix of communicable The Govermnent has indicated commitment to provide 

and noncommunicable diseases, with cardiovascular diseases training and education opportnnities to its health personnel, 

as the leading cause of deaths. including training in aged care services. 

The Government has indicated commitment to initiating and 

maintaining health promotion activities and healthy lifestyles 

for all]\' aumans. 
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Population 10600 
21000 

Absolute No. (% of total) 

60+ years 
Both sexes 297 (2.8) 

65+ years (no available data) 

Urban (%) 100 

life Expectancy at Birth (years) 
Both sexes 54.5 
Male 48.4 

-Female 60.5 

NAURU 

DEMOGRAPIDC AND HEALTH PROFILE 

Year Source 

1994 1 
2020 2 

1994 

1994 I 

1989 1 
1989 1 
1989 1 

Year 

Dependency Ratio 
Total 80.5 1994 
<15 years 75.4 1994 
60+ years 5.1 1994 

Infant Mortality 
Rate per 1000 
live births 26 1994 

Leading Causes of Mortality (1994, 1) 

Cause Rate per 100 ()()() 
Persons 

Cardiovascular/hypertension 235.85 
Respiratory inf ecti on! 

pneumonia 198.11 
Malignant neoplasms 

(all types) 169.81 
Stillbirth 122.64 
Endstage renal failure 

(diabetic) 103.77 

Sources: 

1. Country Health Information Profile, 1997 Revision, WHO. 
Z. 1996 UN ESCAP Population Data Sheet. 

Source 

1 
1 
1 

I 
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In 1994, the total population of New Caledonia was 

estimated at 183 759 (184 552 persons in 1995). Of this, 

7.9%, or 14582, were aged 60 years and over and 5.2%, or 

9 542, were 65 years and over. There was no significant 

difference in the proportion of males and females in the 

There are no specific policies or programmes for older 
people. 

general population. In the older population, there were more Care of older people is maiuly provided by the family. In 

females in the 65+ and 80+ age bands. Noumea, the bulk of health care 'providers are private 

physicians, 45 dental surgeons, 23 physiotherapists and 29 

The country is 63% urban. Life expectancy IS pharmacists. 

comparatively high, 70.73 years for males and 77.48 years 

for females. At 60 years old, males could expect to live for The Territory has a pension scheme for retirees. The vast 

another 15.8 years while 6O-year old females could expect majority of citizens, including the elderly, are 

19.5 more years. comprehensively covered for their health needs through a 

national insurance scheme. Public hospitals are well staffed 

Dependency ratio is comparatively low at 55, with a young with quite adequate and up-to-date equipment. Outside 
dependency ratio of 48.4 and an old dependency ratio of Noumea,46 physicians are working in the 25 medical 

7.8. dispensaries. 

Infant mortality rate is also comparatively low - 14.4 per 

1000 live births. Leading causes of mortality are 

predominantly noncommunicable diseases and conditions 

such as tumours, diseases of the circulatory system and 

respiratory system, and traumas. 

Mrs Michelle Besson-Girard 
Inspector for Health and Social Affairs, DTASS 

P.O. Box 3278 - 98846 Nournea Cedex 
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NEW CALEDONIA 

DEMOGRAPHIC AND HEALTH PROFILE 

Year Source Year Source 

Population 183759 1994 1 life Expectancy at Birth (years) 

184552 1995 2 Both sexes 74.02 1995 2 

244000 2020 3 Male 70.73 1995 2 

Male 93570 1994 1 Female 77.48 1995 2 

Female 90189 1994 1 
At 60 years 

Absolute No. (% of total) Male 15.8 1994 

Female 19.5 1994 1 

60+ years 
Both sexes 14582 (7.9) 1994 Dependency Ratio 

Male 7019 (7.5) 1994 1 Total 56.2 1995 4 

Female 7562 (7.5) 1994 <15 years 48.4 1995 4 

65+years 7.8 1995 4 

65+ years 
Both sexes 9542 (5.2) 1994 1 Infant Mortality 

Male 4464(4.7) 1994 1 Rate per 1000 

Female 5078 (5.6) 1994 1 live births 14.4 1995 2 

80+ years Leading Causes of Mortality (1992, 2) 

Both sexes 1756 (0.95) 1994 1 
Male 716 (0.54) 1994 Cause Rate per I ()() ()()() 

Female 1040(1.10) 1994 persons 

Urban(%) 63 1995 2 Tumours 227 
Diseases of the circulatory system 203 
Traumas/poisoning (external causes) 142 
Diseases of the respiratory system 80 
Signs, symptoms and ill-defined conditions 55 

Sources: 

1. 1995 UN Demographic Yearbook. 
2. Country Health Information Profile, 1997 Revision, WHO. 
3. 1996 UN ESCAP Population Data Sheet. 
4. Computed from #2. 



People aged 60 years and over comprised 15.4% of the 
total population of about 3.5 million in 19%, while thosc 
65 years and over comprised 11.7% of the total population 
for the same year. TIlls makes :-Jew Zealand the country 
with the third largest proportion of older people after Japan 
and Australia. There were more females in the general 
population as wcll as among the elderly population. New 
7£aland is predominantly urban. 

Life expectancy at birth was 73.7 years for males and 79.1 
for females in 1996. At age 65, males could expect to live 
15.1 more years in 1995 while females could expect to live 
an additional 18.9 years. 

Total dependency ratio was 52.7 in 1995, with a 
comparatively high old dependency ratio of 17.6. 

Infant mortality rate is low at 6.4 per 1000 live births. 
Leading causes of mortality are chronic, noncommunicable 
diseases, with malignant ncoplasms as the leading cause. 

In 1987 (latest available data), mortality rates of male older 
persons from cancer, diabetes, heart disease, aecidents and 
other diseases were higher than those of older females. 
YIortality rate from stroke was higher in older females than 
older males. 

"Strengthening Public Health Action: The Strategic 
Direction to Improve and Protect Public Health (Ministry 
of Health 1997)" provides the framework for public health. 
It defines four themes - focusing on the determinants of 
health; building strategic alliances with and between 
sectors; implementing comprehensive public health 
programmes; and strengthening the public health 
Infrastructure - that underpin all the public health goals, 
objectivcs and targets. TIlls framework is designed to fo
cus effort more effectively within limited resources. 

One of the goals of this policy is to improve and protect the 
health of the elderly by: maintaining and improving 
mobility among older people; reducing death rates and 
disabilities from injuries; protecting older people from 
preventable infectious diseases; reducing dcath rates and 
disability from depression and promoting mental health; 
reducing disability from incontinence; and improving and 
maintaining social support for older people. In 1997, 
annual inl1uenza immunization became available free of 
charge to all New Zealanders aged 65 years and over. 

There is no legislation enacted specifically for the elderly. 
However, 1995 amendments to the Health and Disability 
Services Act 1993 require the Ministry of Health to improve, 

promote and protect public health. The-Public Health Group 
of the Ministry is also required to consult with the public, 
those in v 01 v ed in the provisi on of public heal th services and 
other appropriate persons. An issues-based paper on the 
well-being of older people and Kaumatua has been 
developed by the Ministry of Health to set outcome targets 
and identify the policies, programmes, research and 
information issues to achieve desired ontcomes. The first 
review of public health activities and the setting up of 
outcome monitoring systems is now complete. 

To ensure that the needs of older persons are considered in 
policy development and decision-making, inputs from the 
~1inister for Senior Citizens, the Minister of Health (health 
and disability support), and the Minister of Social Welfare 
(income support) are solicited before any policy or decision 
is formulated. 

The family is the predominant provider of care for its older 
members. Government complements this role by funding a 
variety of home support services such as domestic assistance, 
meals on wheels, and services to assist the elderly in 
personal care. Comprehensive information is lacking on the 
coverage of community-based services as well as housing 
and educational programmes for the elderly. 

Residential care is funded by the Government for those 
eligible for these services. Private nursing homes are also 
available. 

Social security measures are available for older persons. The 
Social Welfare (Transitions Provisions) Act of 1964 and 
amendments provide pensions for older people who meet 
age and residential qualifications. Other welfare benefits 
are also available. 

General practitioners are the main providers of primary health 
care. Qualified nurses and other health professionals 
provide an array of primary, secondary and tertiary health 
services in many settings. Data on health programmes for 
the elderly and how these are integrated into mainstream 
services are lacking. 

Services Group and Public Health Group 
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NEW ZEALAND 

DEMOGRAPHIC AND HEALTH PROFILE 

Year Source Year Source 

Population 3569000 1996 1,2 Dependency Ratio 
4269000 2020 3 Total 52.7 1995 6 

Male 1758000 1996 1 * <15 years 35.1 1995 6 
Female 1816000 1996 1 * 65+ years 17.6 1995 6 

Absolute No. (%oftotal) Infant Mortality 
Rate per 1000 

60+ years live births 6.4 1995 
Both sexes 550 100 (15.4) 1996 1 6.7 1995 2 
Male 245800 (14.0) 1996 1 
Female 304 500 (16.8) 1996 1 Leading Causes of Mortality 1994 5 

65+ years Cause Rate per million of me an 
Both sexes 416500(11.7) 1996 1 population 
Male 179500 (10.2) 1996 1 
Female 237200 (13.1) 19% 1 Malignant neoplasms 2041 

Ischaemic heart disease 1885 
80+ years Cerebrovascular disease 777 

Both sexes 93500(2.6) 19% 1 Other diseases of the respiratory 
Male 31 600 (1.8) 19% 1 system 429 
Female 61900(3.4) 1996 1 Other forms of heart disease 432 

Urban(%) 76.2 1995 2 Mortality rates from selected causes by sex 
among persons 60+ years old (1994, 5) 

life Expectancy at Birth (years) 
Both sexes 76.4 1995 2 Cause Rate per 
Male 73.4 1995 4 100 000 persons 

73.7 19% 6 
Female 79.1 1995 4 Male Female 

79.1 1996 6 
Cancer 1311 854 

At 65 years Diabetes 78 72 
Male 15.1 1995 6 Heart disease 1586 1189 
Female 18.9 1995 6 Stroke 415 518 

Cirrhosis 21 10 
Other diseases 11 127 979 
Accidents 72 66 

Sources: 

1. ST.4TS (N2) publicatwn "Key Statistics-October 1996."' 
2. Country Health Information Profile, 1997 ReVision, WHO. 
3. 1996 UN ESCAP Population Data Sheet. 
4. ST.4TS (N2) publication "Demographic Trends 1995."' 
5. New Zealand Health Information Service 1997. 

"Mortality and Demographic Daw1994." 
6. Statistics New Zealand publication" Demographic Trends 1996 ... 

* A-fay not add up to totals due to rounding off to base three. 



Niue had a total population of 2 300 in the 1994 census. 

Persons aged 60 years and over and persons 65 years and 

over comprised 9.6% and 6.8% of the population, 

respectively. In the general population, there were slightly 

more females than males. In the older popUlation, females 

also outnumbered malcs in all age groups. 

The country is mostly rural. Life expectancy for females is 

65 years, 5 years more than the life expectancy of males. 

Total dependency ratio is 87 per 100 working population in 

1995. Old dependency was a high 12.8 in 1991. 

Infant mortality rate in 1994 was reported as 22 per 1000 

live births. Leading causes of deaths were a mix of 

The family provides care and support for the elderly. An 

MCH nurse visits monthly and refers cases requiring 

medical attention to the hospital. Those eldcrly without 

natural childrcn are confined in the hospital wherc they 

receivef"ree care. A peusion is provided for those who qualify. 

All medical and dental' services are provided free of charge 

to patients. There is only one hospital in the country, the 

Lord Liverpool Hospital, which provides secondary and 

tertiary levels of care. Health promotion activities such as 

Diet and Healthy Lifestyle workshops are conducted in 

response to the inl-Teasing number of people suffering from 

lifestyle diseases. 

infectious and non-infectious diseases, with diseases of the Nongovernmental organizations such as the Catholic Ladies 

circulatory and rcspiratory systems as the first two leading and other church groups arrange activities such as outings 

causes of deaths. and get-togethers for the elderly. 

There are no policies or programmes specific for older 

persons. Health of the elderly is the responsibility of the 

Department of Health through the Maternal and Child Health 

Division (MCH). 

References: 
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NIUE 

DEMOGRAPIDC AND HEALTH PROFILE 

Year Source Year Source 

Population 2321 1994 1 life Expectancy at Birth (years) 

2300 1994 2 Both sexes 66 1994 1 

Male 1156 1994 2 Male 60 1994 2 

Female 1144 1994 2 Female 65 1994 2 

Absolute No. (% of total) Dependency Ratio 
Total 87 1994 2 

6O+y~s 78.2 1991 3 

Both sexes 221 ( 9.6) 1994 2 <15 years 65.4 1991 3 

Male 101 ( 8.7) 1994 2 65+ years 12.8 1991 3 

Female 120 (10.5) 1994 2 
Infant Mortality 

65+ years Rate per 1000 
Both sexes 150 (6.8) 1994 2 live births 22 1994 2 
Male 71 (6.2) 1994 2 
Female 85 (7.8) 1994 2 Leading Causes of Mortality (1995,1) 

80+ years Cause Rate per 100 ()()() 
Both sexes 32 (1.4) 1994 2 persons 
Male 11 (0.9) 1994 2 
Female 21 (1.8) 1994 2 Diseases of the circulatory system 215 

Diseases of the respiratory system 215 
Urban (%) 29 1996 1 Neoplasms 129 

Septicaemia 129 
Senility 86 

Sources: 

1. Country Health Information Profile, 1997 Revision, WHO. 
2. Submilled by the Government of Niue 10 WHO. 1998. 
3. Computedfrom #1. 



The Republic of Palau had a total population of 17 225 The family is the primary caregiver for the clderly. Most 

persons in 1995 according to Government estimates. There caregivers are immediate women family members. There is 

were slightly more males than females in the general no long-term institutional care. 

population. 
The ~1inistry of Health provides inpatient, outpatient and 

Persons aged 60 years or older and those 65 years or older dental services to older people. Dispensary services and 

comprised 7.8% and 5.7"'0 of the total population, trained nurses serve mral areas that do not have access to 

respectively. In these gronps, females significantly central care. Public health and geriatric nurses provide 

outnumbered males. periodic home visits for older people when necessary. 

The country is 69% urban. In 1 990;M'e expectancy at birth The Ministry of Health subsidizes 80% of medical and 

was 69 years for females and 65 years for males. dental care of elderly people receiving less than $400 a 
month; hence no one is denied service because of inability 

The dependcncy mtio of 51 is comparatively low. The young to pay. Private clinics also provide health care to the elderly, 

still comprise the major part of the dependency burden, but with subsidies from (Jovemment. 

old dependency, at 10.6, is expected to be a major concern 

as the population ages. The Ministry of Community and Cultural Affairs has 

Infant mortality is comparatively low at 15 per 1000 live 

births. Leading causes of mortality in the gcncral 

r . pulation are chronic, noncommunicable diseases, with 

i ,cases of the circulatory system as the lcading cause of 

.ath. 

On the 5th of ~[ay of each year, the cOlmtry celebrates Old 

Age People's Day. This day is a national holiday and all 

states hold activities honouring older persons. 

The Older Americans Act of 1965 is a major source of funds 

and policy direction for services for the elderly. A bill has 

been filed in the Senate giving senior and disabled citizens 

50S1: discount on all medical expenses. 

The Older Americans Act of 1965 enables the United States 

of America to provide fedeml funds to help support services 

for the elderly in the Republic of Palau. 

progranunes for the clderly which include congregate meals, 

home meal delivery, transportation, information and 

referral, legal services, community service employment and 

education. The elderly also act as trainers of young people 

in major cultural and traditional activities . 

Dr Stevenson Kuartei 
Chief; Primary Health Care 

fviinistry of Health 

In 1992, the Government conducted training in 
community-based services for the elderly with WHO 
collaboration. A WHO consultant also helped 
develop training materials for the workshop. 

References: 

1. COUll try Data on the Profile afthe Elderly submitted to WIlD, 
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REPUBLIC OF PALAU 

DEMOGRAPIDC AND HEALTH PROFILE 

Year Source Year Source 

Population 17225 1995 life Expectancy at Birth (years) 
17250 1995 2 Male 65 1990 1 
31000 2020 3 Female 69 1990 1 

Male 9213 1995 1 
Female 8012 1995 1 Dependency Ratio 

Total 51.0 1995 1 
Absolute No. (% of total) 53.1 1995 4 

<15 years 42.5 1995 4 
60+ years 65+ years 10.6 1995 4 

Both sexes 1341 (7.8) 1995 1 
Male 576 (6.2) 1995 1 Infant Mortality 
Female 765 (9.5) 1995 1 Rate per 1000 

live births 15 1995 1,2 
65+ years 

Both sexes 980 (5.7) 1995 1 Leading Causes of Mortality (1995, 2) 
Male 402(4.4) 1995 1 
Female 578 (7.2) 1995 1 Cause Rate per ]00 000 

persons 
80+ years 

Both sexes 186(1.1) 1995 1 Diseases of the circulatory 
Male 51 (0.5) 1995 system no data available 

1 Injury & poisoning no data available 
Female 135 (1.7) 1995 1 Neoplasms no data available 

Respiratory disease no data available 
Urban (%) 69 1995 2 Conditions of the perinatal 

period no data available 

Sources: 

1. Data provided by the Government of the Republic of Palau. 1997. 
2. Country Health Information Proftle, 1997 Revision, WHO. 
3. 1996 UN ESCAP Population Data Sheet. 
4. Computed from data from #2. 



The 1990 national census showed that Papua New Guinea 

had a total population of 3 6(J7 954 persons (figure includes 

citizens and non-citizens). Persons aged 60 years and older 
and those 65 years and older comprised 4.2% and 2.4% of 

the total popUlation, respectively. Males outnumbered 

females in the general population as well as in the elderly 
population. 

Traditionally, families provide for the welfare of their 

elderly members. 

No group in the private sector seems to attend to nor 

advocate for the needs of the elderly. Health care for the 

general population is provided through a network of 

hospitals, health centres, sub-clfntres and aid posts. The 

National Welfare Section of the Department of Home 
The country is predominantly rural, with only 15.4% of the Affairs and Youth provides general welfare services for 

population living in urban areas as of 1995. disadvantaged groups, including the elderly. 

life expectancy at birth was 52.2 years for males and 51.3 

years for females based on the 1990 census. In 1995, 
Govermnent reported life expectancy to be 56 years for males 

and 58 years for females. 

Dependency ratio is high, with young dependency ratio at 

74.9 and old dependency ratio at 4.3. 

Infant mortality rate in 1995 was a high 82 per 1000 live 

births. Leading causes of mortality for the general 

population are predominantly infectious diseases such as 
pneumonia, perinatal conditions, malaria, meningitis and 

tuberculosis. 

There is no national policy or plan of action for the promo

tion of the welfare of the elderly. At present, the National 

Social Development Policy formulated in 1993 provides for 

the deVelopment of services for all disadvantaged groups, 

including the elderly. 

Mr KaronaAugerea 
Assistant Secretary for 

National Welfare Services 

In 1990, WHO provided support for the country's 
participation in the Regional Workshop on Human 
Resource Development for the Care of the Elderly. 
Technical support was also provided to help draft a 
national and community plan for the health care of 
the elderly. 
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PAPUA NEW GUINEA 

DEMOGRAPHIC AND HEALTH PROFILE 

Year Source Year Source 

Population 3607954 1990 2 life Expectancy 
4226522 1995 1 at Birth (years) 
7034000 2020 3 Both sexes 56.0 1995 

Male 1902583 1990 2 Male 52.2 1990 2 
Female 1705371 1990 2 56 1995 1 

Female 51.3 1990 2 
Absolute No. (% of Total) 58 1995 1 

60+ years Dependency Ratio 
Both sexes 151 898 (4.2) 1990 2 Total 85.7 1990 2 
Male 86160 (4.5) 1990 2 79.2 1995 5 
Female 65738 (3.8) 1990 2 <15 years 74.9 1995 5 

60+ years 4.3 1995 5 
65+ years 

Both sexes 85349 (2.4) 1990 2 Infant YIortality 
99982 (2.4) 1995 1 Rate per 1000 

Male 49610 (2.6) 1990 2 live births 82 1995 
Female 35739 (2.1) 1990 2 

Leading Causes of Mortality (1994,1) 
80 years 

Both sexes 10460 (0.30) 1990 4 Cause Rate per JOO 000 

Male 5590 (0.29) 1990 4 persons 

Female 4870 (0.28) 1990 4 Pneumonia 29.4 
Perinatal condi ti ODS 16.5 

Urban(%) 15.4 1995 Malaria 12.7 
Meningitis 8.2 
Tuberculosis 7.3 

Sources: 

1. Country Health Information Profile, 1997 Revision, WHO. 
2. Satiollal Statistics Office, 1994 Report on the 1990 A'ational 

Population Census in Papua /·.lew Guinea. 
3. 1996 ex ESC4P Pop,datum Data Sheet. 
4. 1995 Ulv'Demographic Yearbook. 
5. Computed from #1. 



The Philippines is still a young society. The 1995 national 

census data show cd a total population of 68 616 536 

persons. Of this number, 5.4'I· were aged 60 years or older 

and 3.5% were 65 years or older. Thcre were more females 

than males in this older popUlation. Less than half of thc 

population lived in the urban areas. 

In 1990, life expectancy at birth for males was 62.8 years, 

and 66A years for females. In 1996, this improved to 65.88 

for males and 71.13 for females. 

Life expectancy at 65 years has also been improving. In 

There is no national health plan for the elderly and services 

for the elderly are still vertically implemented, with little 

coordination between government units and between 

Government and the private sector. 

The family is the main provider and caregiver for the 

elderly, Children provide fin,meial support to their parents. 

In general, older people live with their families. Only a small 

percentage (3%) lives alone, Because of migration to urban 

centres, the elderly in rural areas are increasingly being left 

behind innuelear households. 

1970, a 65 year-old male could expect to live 13.3 There are no specific health services for the elderly, but the 

additional years while females could expect 13.9 more years. Department of Health and local government units provide 

In 1990, additional years of life for a 65-year old male preventive, curativc and rehabilitative services to the 

improvcd to 13.9 years, and forfemales to 15.3 more ycars. gcneral population (including the elderly) through a 

females outlive males in all age groups in the older nationwide network of village health stations, rural health 

population. units and government hospitals. 

Total depcndency ratio for 1996 was comparatively high at At present, only one institution offers comprehensivc 

70.3, broken down to 63.7 for young dependency and 6.6 gcriatric sen'iccs, and this is a private, tertiary hospitaL 

for old dependency. 

Inl'ant mortality rate in 1996 was reported at 48.93 per 1000 

live births. The leading causes of mortality in 1993 were a 

mix of infectiolls and chronic, noncommunicable diseases 

such as diseases of the heart and vascular system, 

pneumonia, malignant tumours and tuberculosis (all fonns). 

The Constitution provides that the needs of the 

underprivileged sick, the elderly, women and children arc 

given priority in the delivery of essential goods, health and 

development. 

Kational Health Insurance provides for medical insurance 

to every citizen, including the poor and the unemployed. At 

present, only the employed or previously employed enjoy 

such beneh ts. 

The Department of Social \Vclfare and Devclopment 

provides assistance for physical restoration, sclf and social 

enhancement services, substitute famil y care in group homes 

for the neglected, livelihood service and after care and 

follow-up services for those discharged from homes for the 

aged. At present, there are three government-run residential 

homes for the elderly. 

Community-based social, health and livelihOlx! development 

1'\\'0 recent laws have been passed to carry out this serviccs are being provided by a number of 

mandate. nongovernmental organizations. 

• RA 7432 grants, among others, discounts to all senior A social security system covers all employed persons in both 

citizens in the use of transport services, hotels and other government and private sectors. Thcre are also benefits for 

establishments, as well as purchase of medicine. veterans. Benefits include retirement benefits, death or 

survivorship benefits, funeral benefits and hospitalization 

RA 7876 provides for the establishment of a semor benefits for dependent parents and children. 

citizen's centre in every city and municipality in the 

Philippines. These centres are tasked to develop and 

implement productive activities and work schemes for 

senior citizens. 



There is no substantive data on the prevalence of disability 

among the elderly, or on the causes of disability in this group. 
Data on the elderly should he routincly included in the health 
department's information system. 

Training of health workers on the eare of the elderly in the 
community as well as training of family caregivers should 
be initiated. 

Dr David J, Lozada, 
Director 

Noncommunicable Disease Control Service 
Department of Health 

WHO collaboration has consisted of providing 
technical and funding support for training, research 
and programme development. 

In 1984, technical support was provided in the 
preparation of the fieldwork phase of a WHO 
funded project on the elderly, as well as 
coordination of the quality control of data 
collection and data analysis related to the field 

survey and finalization of analysis. 

In 1990, WHO provided funds for research on the 
social roles of the elderly population in a Philippine 
province. 

WPRO also supported the country's participation 
in the Regional Workshop on Human Resource 
DeVelopment in the Health Care of the Elderly in 
Manila (1990), the Regional Seminar on National 
Policy Planning for Health of the Elderly (1993) and 
in the Workshop to Review Implementation of 
National Policies for Health Care of Older Persons 
in Adelaide, Australia (1997). 

WHO collaborated with the Government in the 
review of health of the elderly activities in the 

Philippines (1991, 1995, 1997), and provided funds 
for the conduct of a Seminar on the Integration of 
Care of the Elderly in the Nursing Curriculum in 
1995. 

Referellces: 

1. In/ormation provided by the Department of Health, Republic a/the 
Philippines, 1996. 

2. Country Report prepared/or the ASEA-,V !\feeting on the Fiderly held 
in Thailand, 1997. 

3. Country Health Information Profile. 1997 Ret'ision, WHO. 



Population 
Total 65338989 

68616536 
69946205 
99335000 

Male 32831066 
34584170 

Female 32507923 
34032366 

Absolute No. (% of total) 
60+ years 

Both Sexes 3752218 (5.7) 
3736783 (5.4) 

Male 1764 358 (5.4) 
1 740 633 (5.0) 

Female 1987860(6.1) 
1 996 150 (5.9) 

65+ years 
Both Sexes 2466917 (3.8) 

2414695 (3.5) 
Male 1145815 (3.5) 

1098663 (3.2) 

Female 1321 102 (4.1) 
1316032 (3.9) 

70+ years 
Both sexes 1 503 702 (2.3) 

1458817 (2.1) 
Male 692238 (2.1) 

650 106 (1.9) 

Female 811 464 (2.5) 
808711 (2.4) 

80+ years 
Both sexes 394334 (0.57) 

Male 165941 (0.48) 

Female 228393 (0.67) 

Urban (%) 48.7 

PHILIPPINES 

DEMOGRAPmC AND HEALTH PROFILE 

Year Source 

1992 
1995 2 
1996 3 
2020 4 
1992 1 
1995 2 
1992 
1995 2 

1992 1 
1995 2 
1992 1 
1995 2 
1992 1 
1995 2 

1992 1 
1995 2 
1992 1 
1995 2 
1992 1 
1995 2 

1992 1 
1995 2 
1992 1 
1995 2 
1992 
1995 2 

1995 2 
1995 2 

1995 2 

1990 3 

Year Source 
Life Expectancy 
at Birth (years) 

Both sexes 68.5 1996 3 
Male 62.8 1990 5 

64.4 1995 5 
65.88 1996 5 

Female 66.4 1990 5 
67.8 1995 5 
71.1 1996 3 

At 65+ years 
Male 13.9 1990 5 
Female 15.3 1990 5 

Dependency Ratio 
Total 70.3 1996 6 
<15 years 63.7 1996 6 
65+ years 6.6 1996 6 

Infant Mortality 
Rate per 1000 
live births 53.59 1992 

48.93 1996 3 

Leading Causes of Mortality (1993,3) 

Cause Rate per 100 000 
Persons 

Diseases of the heart 69.1 
Diseases of the vascular system 55.8 
Pneumonia 53.1 
Malignant tumours 37.9 
Tuberculosis, all forms 36.0 

Sources: 

1. Philippine Health Statistics. 1992. Department 01 Health. 
Philippines. 

2. 1995 IVational Census, National Statistics Office, Philippines. 
3. Country Health Infonnation Profile, 1997 Revision, WHO. 
4. 1996 UN ESCAP Population Data Sheet. 
5. Life Table Estimates for the Philippines, Its Regions and Provinces by 

Sex. 1970, 1980 and 1990. Published by the Department 01 
Health, Philippines. 

6. Computed from #3. 



In 1996, Korea's total population was 45 248 000. Of this 

number, 9.3% were 60 years old and over while 5.8% were 

65 years and over. Females outnumber males in the general 

population as well as in the older population. 

The country is 78.5% urban. 

8 May. In addition, filial childrcn are bcstowed 

special entrance opportunities to universities. 

Residential care is the main form of elderly care at present, 

and the actual number of facilities and places is small as a 

proportion of the elderly population. Home-based care is 

largely volunteer-based and consists essentially of friendly 

visiting, insufficient to sustain a popUlation with high levels 

In 1996, males had a life expectancy at birth of 69.5 years of disability. Similarly, centre-based care tends to be 

while females had a life expectancy of 76.6 years. offered as a service to residents of facilities rather than to 

In 1991, a 65-year old male could expect an additional 12.29 the older persons residing in the community. 

years of life while a female of the same age could 

expect to live 16.12 morc years. Club houses and scnior schools, which are established by 

voluntary donations from local residents, provide organized 

Total dependency ratio in 1995 of 41.4 was comparatively leisure and educational programmes for the older people. 

low. Infant mortality rate in 1995 was 8.56, one of the Private organizations also run home-help services, day and 

lowest in the Region. Leading causes of mortality in the short-stay care ccntres, as well as homes for the aged. 

general population were mostly chronic, noncommunicable 

diseases. For the elderly who still want to work and remain 

productive, employment centres are available. These are 

run mostly by the National Association of Senior Citizens. 

Some companies employ senior citizens. Govermnent has 

The Elderly Welfare Law enacted in 1981 established the instituted an "elderly employment subsidy" which provides 

legal ba,is for improving the welfare of the elderly. The workplaces with 90 000 won each quarter. This subsidy 

Government has steadily developed policies to provide will be expanded gradually. 

various services for the elderly through the following 

programmes: income maintenance; housing service; 

leisure activity; home care; and institutional care. 

The Social Welfare Law for the Aged enacted on 8 

December 1992 also benefited the elderly through the 

establishment of domiciliary and institutional care. 

The latest legislation for the elderly was the :-lational Health 

Promotion Act which was enacted in January 1995 to 

establish the legal ground for providing health promotion 

progrannnes. Acting as the coordinating body, the Elderly 

Welfare Division of the Ministry of Health and Welfare 

directs policy orientation, gives budgetary support for 

progrannnes to enhance the health status of the elderly and 

collects administrative information regarding older persons. 

At present, the Government intends to put more emphasis 

The Government provides the elderly with discounts on 

public transportation and free admission to parks and other 

recreational places. It also provides congregate housing 

arrangements for the elderly, and multi-purpose senior 

centres have been established to serve their recreational 

needs. 

Health care is provided by hospitals and clinics in urban 

areas and by the health care network such as health centres, 

subcentres and Primary lJealth Care workers in rural areas. 

Cost of care is borne by medical insurance. Free health 

check-ups are available for thc low-income elderly. 

Government plans to establish dementia counselling 

centres to address the growing numbers of older 

persons with senile dementia. 

on community-based programmes for older persons by The need for income security in old age is addressed by the 

providing them with major budgetary support. Government's social security schemes. There are three 

public pension schemes for retired government employees, 

military personnel, and privatc school teachers. About 21 % 

of the elderly are covered by these schemes. Another type 

The role of the family as primary caregiver is being affected of public pension scheme is the :-;ational Pension Schemc 

by social and economic conditions which have led to the which covers all workers who are not covered by thc 

increasing nuclearization of the family. To foster respect above-mentioned special pension schemes. Coverage un

and love for older persons, the Goverument rewards adult der this scheme is still limited. An old age allowance was 

children who take care of their parents on parents' day every established to provide supplementary income for the 

II 



elderly poor. Eligihle persons are limited to those who are 

not covered hy any kind of puhlie pension schemes. 

Benefic'iaries must be 65 years old and over. For the elderly 

in low-income hrackets, the Government has introduced the 

non-contributory old-age pension. It is expected that the 

uon contributory old-age pension benefit will he paid 

out in 1998 as "respect for the aged" pension. 

The Korea Institute for Health and Social Affairs (KIHASA), 

an independent statutory authority, conducts systematic 

research to support the development of health policies for 

the elderly. Surveys on the elderly conducted by KlHASA 

provide information on health status, health behaviours and 

the degree of utilization of government services, especially 

health care, hy the elderly. At present, health and aged 

care services for the elderly are limited in scope and 

coverage. To improve coverage, workers should be 

trained in all types of aged care services. 

Myung Sook Kim 
Director General For Family Welfare 

Park Kyung Ho 
Director 

Division o/Welfare a/the Elderly 

Lim In Taek 
Deputy Director 

Division a/Welfare a/the Elderly 
Ministry 0/ Health and Welfare 

From 1990 to 1997, WHO provided logistical and 
technical support for initiatives to improve the 
health of the elderly popUlation. In 1994, the 
Aging and Physical Culture Research Institute, 
Seoul National University, was designated as a 
WHO Collaborating Centre on physical culture and 
Aging Research for Health Promotion. Technical 
guidance was provided on the development of health 
promotion, ageing care programmes and health 

care needs assessment of the elderly. WHO also 
collaborated in the assessment of the existing health 
care systems and proposed alternative health care 
systems appropriate for the elderly. The Ansung 
Demonstration Project on Health Promotion for the 
Elderly was implemented with WHO support. 

WHO collaborated in the conduct of seminar
workshops such as the International Seminar on 
Rehabilitation and the Seminar on the Development 
of Health Promotion for the Elderly. Likewise, s 
up port was provided for the research project 

Cost-benefit Analysis of the Intervention 
Programme for the elderly, for the development 
of a health promotion programmes for 
the home bound elderly and for the 
purchase of special equipment. 

Key officials studied research policy development 
for the health and welfare of the elderly in 
Australia and New Zealand in 1996. In 1997, WHO 
supported participants in the Workshop to Review 
the Implementation of National Policies for Health 

Care of Older Persons held in Adelaide, Australia; 
in a seminar on health care reform and health care 
infrastructure development for the aged; and for 
studies in Japan on planning, construction and 
managem~nt of health facilities for the elderly. 
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Population 45093000 
45248000 
50578000 

Male 22185000 
Female 22365000 

Absolute No. (% of total) 

60+ years 
Both sexes 4220000 (9.3) 
Male 1 713 000 (7.7) 
Female 2506 000 (11.2) 

65+ years 
Both sexes 2642000 (5.8) 
Male 985000 (4.4) 
Female 1656000 (7.4) 

80+ years 
Both sexes 346000 (0.8) 
Male 90000 (0.4) 
Female 256000 (1.1) 

Urban (%) 78.5 

REPUBLIC OF KOREA 

DEMOGRAPIDC AND HEALTH PROFILE 

Year Source 

1995 1 
1996 2 
2020 3 
1996 2 
1996 2 

1996 2 
1996 2 
1996 2 

19% 2 
1996 2 
1996 2 

1996 2 
1996 2 
19% 2 

1995 1 

Year Source 

Life Expectancy at Birth (years) 
Both sexes 71.0 1994 1 

Male 67.7 1994 1 
69.5 1996 2 

Female 75.7 1994 1 
76.6 1996 2 

At 65 years 
Male 12.29 1991 4 
Female 16.12 1991 4 

Dependency Ratio 
Total 41.4 1995 5 
<15 years 33.1 1995 5 
65+ years 8.3 1995 5 

Infant Mortality 
Rate per 1000 
live births 8.56 1995 1 

Leading Causes of Mortality (1995,1) 

Cause Rate per 100 000 
persons 

Cerebrovascular disease 79.7 
Transport accidents 38.7 
Heart diseases 36.9 
Diseases of the Ii ver 29.4 
Malignant neoplasms of the 

stomach 26.5 

Sources: 

1. Country Health Information Profile, 1997 Revision, WHO. 
2. Revised and updated profile of the elderly. Submitted by the Ministry 
of Health and Welfare, Republic of Korea. 1996. 
3. UN ESCAP 1996 Population Data Sheet. 
4. UN 1995 Demographic yearbook. 
5. Computed from #1. 



In 1995, the estimated population of Samoa was 177930, 
with only 1.8% of this nU'::lber being persons 65 years old or 
older (no corresponding data for the 60+ years for the same 
year). With this small percentage of older persons, Samoa 
is still considered a young society.:\o gender-disaggregated 
data were available. 

Samoa is predominantly rural, with only 21 % of its 
population residing in nrban areas. Life expectancy at birth 

There is no organized interdisciplinary rehabilitation 
programne at present. Disease preve'ltion and health 
promotion activities arc limited. 

Monthly pensions of$\VS60.00 are given to persons 65 years 
and over by the Government. This pension is not 
means-tested. Older persons are also given free travel on 
inter-island ferries. 

was 63 years for males and 65 years for females in 1992. Systems of data collection and analysis that will support 
Dependency ratio was 92.3 in 1995, with yOlmg dependency programme monitoring and evaluation are needed. 
ratio at 88.8 and old dependency ratio 3.5. 

Infant mortality was estimated at 24 per 1000 live births in 
1996. While infections diseases such as pneumonia and 
influenza arc still included in the leading causes of 

Training at all levels of care in the skills needed to promote 
and protect the health of older pcrsons and manage chronic 
diseases and disability is needed. 

mortality, they do not figure as prominently as injuries and There is also a need to include issues about ageing and the 
noncommunicable diseases such as ischaemic heart diseases, appropriate care for older persons in the curricula of 
cerebrovascular diseases and cancer which are at the top of medical, nursing and allied health courses. 
the list. 

The Department of Health has identified 12 objectives in its Ms. Mesepi Mulitalo 
1996-2000 strategic plan. Among these is the objective to 
improve access to health care for the elderly and the 
terminally ill. The Department of Health also aims to 
promote healthy lifestyles and healthy human relationships, 
through a primary health care approach. 

A national workshop held in 1997 recommended that a 
working committee be established immediately with the 
responsibility of developing a framework which will 
integrate government and nongovernmental organizations, 
churches and the community in the provision of health 
care for older persons. 

Extended families take responsibility for providing care and 
support, but more and more older persons look after 
themselves or depend on their neighbours due to migration. 
There is a Home for the Aged operated by the Catholic 
Mission little Sisters for the Poor. 

Free medical care and medicines are provided. K ursing care 
is provided through weekly consultations and follow-up at 
the National Hospital, where primary and secondary care 
are available. Community-based nursing services help 
families care for the elderly. At present, such serviees are 

In 1990, WHO WPRO supported the countryis 
participation in the Regional Workshop on 
Human Resource Development in the Health 
Care of the Elderly in Manila. 

In 1993, the Regional Office provided support 
for the countryis participation in the Regional 
Seminar on National Policy Planning for Health 
of the Elderly, also held in Manila. 

In 1997, WHO provided technical support to 
assess the situation concerning health care of 
older persons and to identify needs and gaps in 
services pr~vision. The conduct of a national 
workshop organized for the purpose was also 
supported. 

limited. References: 

1. Information provided by Government of Samoa, 1997. 
2 ... \fission Report by Dr Afichael Price, WHO Consultant. 1997. 

3. Country Health Information Profile, 1997 Revision, 



Population tQ7930 
283 000 

Absolute No. (% of total) 

65+ years 
Both sexes 

Urban (%) 

3203 (1.8) 

21 

life Expectancy at Birth (years) 
Both sexes 64 
Male 63 
Female 65 

Dependency Ratio 
Total 92.3 
<15 years 
65+ years 

88.8 
3.5 

SAMOA 

DEMOGRAPIDC AND HEALTH PROFILE 

Year 

1995 
2020 

1995 

1995 

1992 
1992 
1992 

1995 
1995 
1995 

Source 

1 
2 

1 

1 

1 

1 

3 
3 
3 

Infant Mortality 
Rate per 1000 
live births 19.8 

Year 

1994 

Leading Causes of Mortality (1994,1) 

Injury & poisoning 
Ischaemia & other 

fonus of heart diseases 
Cerebrovascular disease 
Cancer 
Pneumonia & influenza 

Sources: 

Rate per 100 000 
persons 

no available data 

no available data 
no available data 
no available data 
no available data 

1. Country Health Information PToftle,I997 Revision. WHO. 
1. 1996 UN ESCAP Population Data Sheet. 
3 . Computed from # 1. 

Source 



The Republic of Singapore had an estimated population of 

3 044300 persons in 1996. Persons 60 years old or older 

comprised 10% of the population, while those 65 years 

programme involving employees and unions, community and 

volunteer organizations working together to provide 

information and skills training, and to support enviromnents 

for hcalthy living. 

old or older compriscd 6.8% of the population. To ensure that scrvices for the elderly are well distributcd 

and integrated for easy access, the ,\finistry of Health has 

Ufe expectancy at birth (74.2 for males and 78.7 for females divided Singapore into three regional networks in the 

in 1995) and at 65 years (\.+.9 for males and 17.3 for development of geriatric services - \Vest, Central and f:ast. 

females in 1994) are some of the highest in thc Region. Each region serves about one third of the elderly 

population. 

Total dependency ratio is comparatively low at 42.3, with 

an old dependeuey ratio of 9.6. The coordinating committecs for each region provide the 

forum for service providers to interrelate, network and to 

Infant mortality rate at 4 per 1000 live births is the same as work together to improve access to care services 

that of Japan and is one of the lowest in the Region. and enable easy transfers or utilization of services. 

The principal causes of death are attributable to 

degenerative conditions such as heart disease and stroke, 

cancer, diabetcs and injuries. 

'Ibe Advisory Council for the Aged (ACA) was formed in 

1988 to comprehensively review the status of ageing in 

Singapore. The Council appointed four committees to look 

into the specific areas of concern. These were thc 

Committee on Community-based Progrannnes for tlleAged, 

Committee on Attitudes toward the Agcd, Committee on 

Residential Care for the Aged, and Committee on 

Employment for the Aged. The recommendations of these 

committees formed the basis for a national policy on 

ageIng. 

In August 1989, the National Advisory Council on the 

Family and the Aged (NACFA) was formed. It was 

composed of voluntary and privatc sector representatives, 

as well as representatives from Goverrunent. Its main task 

is to monitor the implemcntation of recommendations made 

by the ACA in 1988. 

In response to the changes in the disease profile in the 

eouutry where chronic, noucommunicable cases have 

become the leading causes of mortality and morbidity, the 

Ministry of Healtll has strengthened health promotion and 

health education. 

The National Healthy Lifestyle Programme, launched in 

Thc family is tile main caregiver for its older members. In a 

1995 survey (on senior citizens aged 55 years and above), it 

was found that 86.2% of the elderly lived with their 

children. \Vithin the household, the older person most often 

contributed to the family by giving advice, financial 

assistance and helping in the household chores. Only 4.4% 

of senior citizens needed a prindpal carer, often a female 

child. Children were the most important source of 

financial support for the majority of the elderly. 

In the same survey, it was found that almost 80% found their 

neighbours helpful. Neighbours help by providing advice 

on personal matters, performing household chores and 

looking after tile house when the elderly person is not around. 

Community and private sector organizations provide 

various community-based social and health services to the 

elderly. The operations of charitable organizations 

providing services for the elderly are subsidized by the 

Goverrunent in terms of financial assistance to capital and 

operating costs. The GoveITilllent is ilie principal source of 

funds for formal services for thc eldcrly. 

The primary health care service in Singapore does not 

incorporate a specific component directed to healtll and care 

of older pcrsons. Primary health care is provided by both 

the public and private sectors, which cater to the healili care 

needs of the general population. 

1992, marked the start of a ten-year programme aimed at About half of ilie elderly population consult private family 

inculcating the right habits and attitudes towards a healthy practitioners. About 9% of tile private family practitioners' 

lifestyle. It is a multi-sectoral and community-based patients are elderly. 



Acute hospital services are provided to serve the populatiou 

in general, although the elderly utilize a disproportionately 

larger share of the services. 

Hospitals for the chronically sick cater to the elderly who 

require long-term medical and nursing care of a level higher 

than that provided at nursing homes. Care for the 

chronically sick is being providcd by two charitable 
organizations. 

Nursing homes and hospices are also available for the 

elderly sick who require long-term residential care and care 

for terminall y ill condi ti ons, respecti v el y. 

Community-based services include day rehabilitation 

centres for the frail and elderly sick as well as those with 

seuile dementia; and home care services such as home 

medical care, home nursing and home help services, that 

provide support to enable families to eope with the eare of 

the elderly. 

Home care services are provided by charitable organizations, 

with funding support from Govermnent. 

Housing is another important need of the elderly. 

In Singapore, various public housing schemes that 

encourage families of different generations to stay together 

are available. 

To further support the function of the family as caregiver to 

the elderly, tax relief is provided for children who provide 

care for their older relatives. 

In Singapore, there is a systematic research and information 

progranune to support the development of services for the 

elderly. 

Because more and more caregivers are being recruited into 

the workforce, makiug them unable to provide daily 

supportive care to the elderly, it has become more urgent to 

train home care workers who can provide supportive care 

for the elderly. 

Mrs Joanna Tan 
Elderly and Continuing Care Division 

Ministry of Health 
Singapore 

(For information on the elderly) 

WHO collaboration consisted of support for 

participation in regional seminars and workshops 

on the elderly. 

In 1987, WHO co-sponsored the seminar on 

Research on Ageing in Asia and Pacific. 

The Regional office also supported the 

participation of Singapore in the Regional 

Workshop on Human Resource Development in the 

Health Care of the Elderly (1990) the Regional 

Seminar on National Policy Planning for Health of 

the Elderly in 1993, the Workshop on Community 

Health Care Approaches to Improve Quality of Life 

in the Elderly in 1995 and the Workshop to Review 

Implementation ofN ational Policies for Health Care 

of Older Persons held in Adelaide, Australia in 1997. 

References: 
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2 .• "lational Policy for lIealth Care o/the Elderly in Singapore. Paper 
presented by Afrs. Joanna Tan of the ,Hinistry of Health at the 
ll"HO Workshop to Review the Implementation of ,\/ational 
Policies for Health Care of Older Persons, A.de/aide 
Australia, 1997, 

3, Country Health Information Profile, 1997 Revision, WHO. 



SINGAPORE 

DEMOGRAPIDC AND HEALTH PROFILE 

Year Source Year Source 

Population Infant Mortality 

Total 2986500 1991 1 Rate per 1000 

3044300 1996 2 live births 4 1995 

3295000 2020 3 

Male 1531100 1996 2 Leading Causes of Mortality (1995, 1) 

Female 1513200 1996 2 
Cause Rate per too 000 

Absolute No. (% of total) Persons 

60+ years Cancer 130.5 

Both sexes 305300 (10.0) 19% 2 Heart disease 123.1 

Male 141300 (9.2) 19% 2 Pneumonia 67.9 

Female 164 000 (10.8) 1996 2 Cerebrovascular 
disease 57.0 

65+ years Accidents 37.3 

Both sexes 202303 (6.8) 1995 1 
209 700 (6.8) 1996 2 Mortality rates from selected causes 

Male 94600 (6.2) 1996 2 by sex among persons 

Female 115 100 (7.6) 1996 2 60+ years (1989, 6) 

80+ years Causes Rate per 100 000 

Both sexes 41600(1.4) 1996 2 Persons 

Male 16000(1.0) 1996 2 Male Female 

Female 25600 (1.7) 1996 2 
Cancer 1239.1 669.4 

Urban (%) 100 1995 Diabetes 106.1 186.6 

Heart 1197.2 927.2 

life Expectancy at Birth (years) Stroke 508.8 603.1 

Both sexes 76.4 1995 1 Cirrhosis. 49.3 18 

Male 74.2 1995 2 Other 

Female 78.7 1995 2 disease 1515.4 1171.0 
Accidents 118.1 82.7 

At 65+ years Unknown & 

Male 14.9 1994 4 ill-defined 

Female 17.3 1994 4 causes 72.6 84.3 

Dependency Ratio 
Total 42.3 1995 5 

<15 years 32.7 1995 5 

65+ 9.6 1995 5 

Sources: 

1. Country Health Information Profile, 1997 Revision, WHO. 
2. Country report, MOH. Singapore 1996. 
3. 1996 UN ESCAP Population Data Sheet. 
4. 1995 UN Demographic Yearbook. 
5. Computed from #1. 
6. 1993 UN Demographic Yearbook. 



Total population in 1995 was estimated at 393769 persons, 

with those 60 years and over and 65 years and over 

comprising 5% and 4% of the population, respectively. 

The country is predominantly rural, with only 13% of the 

population living in urban areas. life expectancy was 69 

years for males and 73 years for females in 1994. 

Dependency ratio is high at 96.1, with young dependency 

ratio at 88.2 and old dependency ratio at 7.9. 

Infant mortality rate in 1996 was comparatively low at 26 

per 1000 live births. Leading causes of mortality in 1995 

were a mix of infectious diseases and noncommunicable 

diseases, with infectious diseases predominating. Heart 

diseases and cancer are the leading non-communicable 

causes of mortality. 

There are no national policies or programmes specifically 

for the elderly. 

Family members and relatives are directly responsible 

for the care and general well-being of the elderly. 

The Government provides no specific health services for the 

elderly. Health services are provided to the general 

population by village health workers, nurse aides, registered 

nurses and doctors through a network of health centres, 

clinics and hospitals. Health services are free. There 

are no nursing homes or hospices in the country. 

Dr, Dennie Iniakwala 
Undersecretary for Health Improvement 
Ministry of Health and Medical Services 

In 1993, WHO supported the country's 
participation in the Regional Seminar on 
National Policy Planning for Health of the Elderly, 

References: 
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SOLOMON ISLANDS 

DEMOGRAPIDC AND HEALm PROFILE 

Year Source Year Source 

Population 393769 1995 1 Infant Mortality 
762000 2020 2 Rate per 1000 

live births 26.0 1995 
Absolute No. (% of total) 

Leading Causes of Mortality (1995,1) 
60+ years 

Both sexes 19500(5.0) 1996 2 Cause Rate per 1 ()() ()()() 
persons 

65+ years 
Both sexes 15750 (4.0) 1995 1 Pneumonia no data available 

Malaria 12.9 
Urban (%) 13 1994 1 Diarrhoea in cbildren no data available 

Maternal death from 
life Expectancy at Birth (years) haemorrhage and 

Both sexes 71 1994 1 other complications 
Male 69 1994 1 of delivery no data available 
Female 73 1994 1 Heart diseases no data available 

Cancer no data available 
Dependency Ratio 

Total %.1 1995 3 
<15 years 88.2 1995 3 
5+ years 7.9 1995 3 

Sources: 

1. Country Health 1nfonnation Profile, 1997 Revision, WHO. 
2. 1996 UN ESCAP Population Data Sheet 
3. Computedfromdatafromll. 



The population of Tokelau was e~timated at 1577 persons 

in 1995. Tokelau is one of the few Pacific Islands which has 

a comparatively large percentage of older persons. Of the 

total population in 1995, 10.4% were 60 years old or older 

and 7.4% were 65 years old or older. Most of the older 

people were females. 

The country is 41 % urban. We expectancy at birth for males 

was 65 years and 70 for females in 1991. Total dependency 

ratio (1995) was a high 101.5, with a comparatively high 

old dependency ratio of 14.9. This confirms the increasing 

importance of the sector of older people in terms of their 

There are no policies or programmes specific for the 

elderly. 

family members provide care and attend to the needs of the 

elderly, and neighbours also tend to them. NZ S50 per month 

is given to those aged 60 years old and above. This comes 

from the Tokelau community services budget. The elderly 

are also allowed to stay overnight on islets for their rest and 

recreation. 

role in society as well as the resources that may be needed to Health workers conduct monthly visits to look into the health 

address their needs. of the elderly. 

Infant mortality is comparatively low at 19 per 1000 live 

births. Chronic and noncommuneiable diseases were among 

the leading causes of deaths in the country, together with 

diseases of the respiratory system, ill-defined conditions and 

congenital anomalies. 

None. 

References: 
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TOKELAU 

DEMOGRAPHIC AND HEALTH PROFILE 

Year Source Year Source 

Population 1600 1995 1 life Expectancy at Birth (years) 
1577 1995 2 

Male 803 1995 2 Male 65 1991 1 
Female 774 1995 2 Female 70 1991 1 

Absolute No. (% of total) Dependency Ratio 
Total 101.5 1995 3 

60+ years <15 years 86.6 1995 3 
Both Sexes 164 (10.4) 1995 2 65+ years 14.9 1995 3 
Male 71 ( 8.8) 1995 2 
Female 93 (12.0) 1995 2 Infant Mortality 

Rate per 1000 
65+ years live births 19 1994 1 

Both Sexes 118 (7.4) 1995 1 
106 (7.4) 1995 2 Leading Causes of Mortality (1995, 1) 

Male 46 (5.9) 1995 2 
Female 60 (7.5) 1995 2 Cause % of total deaths 

70+ years Diseases of the circulatory 
Both Sexes 69 (4.4) 1995 2 system 37.8 
Male 30 (3.9) 1995 2 Diseases of the respiratory 
Female 29 (4.8) 1995 2 system 20.7 

Neoplastic disease 15.9 
Urban (%) 41 1995 1 TIl-defined and undiagnosed 

Conditions 11.0 
Congenital anomalies 4.9 

Sources: 

1. Country Health Information Profile, 1997 Revision, WHO. 
2. Profile a/the Elderly in Tokelau. Government a/Tokelau. 
3. Computed from #1. 



Tonga's total population in 1995 based on Government 

estimates was 97 446. Of this number, 6.6% or 6 427 

persons were aged 60 years and above. Persons 65 years 

old and over comprised 4.2% of the population (based on 

the United Nations' popUlation estimate of 98 500 for the 

same year). There is no significant difference between the 

number of males and females in the general population as 

well as in the elderly population. The country is 

predominantly rural. 

life expectancy at birth was higher for females (70.7 years) 

than males (67.6 years) in 1994. 

Dependency ratio for 1995 was 79.8, with young dependency 

(72.3) comprising the bulk of the dependency burden. 

The infant mortality rate of 17.4 per 1000 live births is c 

omparatively low. Leading causes of mortality are 

predominantly chronic and noncommunicable diseases. 

There are no policies or legislation for the elderly. 

However, the Health Services Act of 1991 establishes the 

machinery for the formulation of policies and regulations in 

preserving and protecting public health of the general 

population, including the elderly. 

Older persons are cared for in the home and in the 

community by members of their own families, with 

assistance from public health workers and hospital staff when 

needed. Church organizations occasionally provide care for 

the elderly. 

There are no specific health care services for the elderly. 

The Government provides free health care for the elderly 

just as it does for all other age groups. Health care is 

provided at health centres and hospitals. 

There are no community-based aged care services. 

There is a lack of data on the elderly and no routine 

information is being collected from this group. An ad hoc 

survey carried out by public health nurses in 1992 provided 

only anecdotal information. There is a need for more 

structured and systematic data gathering on the 

socioeconomic and health and functional status of the 

elderly in Tonga. 

There is also lack of experience and skills in the planning 

and implementation of community-based care services. 

Action is now being taken to integrate training on 

assessment of health and function of older persons in the 

nurse training cum cul um. 

Dr Maika Kinahoi 
Chief Medical Officer 
Public Health Division 

Ministry of Health 

From 1990-94, WHO supported the initiatives of the 

Government to identify the problems and plan a 

national programme for the elderly. The 

establishment of a programme for health of the 

elderly based on the existing Primary Health Care 

system and communicable disease programme was 
recommended. A follow-up visit was made by a 

consultant in 1996 to assess progress of work in the 

field of health of the elderly and recommend a future 

course of action. 

Support was also provided for a seminar on the dif

ferent approaches to the care of the elderly and a 

workshop on the identification of the disabled 
elderly and their special needs. WHO also supported 

participation in the Regional Seminar on Na~ional 

Policy Planning for Health of the Elderly in 1993. 
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TONGA 

DEMOGRAPIDC AND HEALTH PROFILE 

Year Source Year Source 

Population rn446 1995 1 Life Expectancy at Birth (years) 
98500 1995 2 Both sexes 69.0 1995 2 

127000 2020 3 Male 67.6 1994 1 
Male 49395 1995 1 68.0 1995 2 
Female 48051 1995 1 Female 70.7 1994 1 

71.0 1995 2 
Absolute No. (% of total) 

Dependency Ratio 
60+ years Total 79.8 1995 4 

Both sexes 6427 (6.6) 1995 1 <15 years 72.3 1995 4 
Male 3203 (6.5) 1995 1 65+ years 7.5 1995 4 
Female 3224(6.7) 1995 1 

Infant Mortality 
65+ years Rate per 1 000 

Both sexes 4137 (4.2) 1995 2 live births 17.4 1995 2 
Male ND 18.4 1995 1 
Female ND 

Leading Causes of Mortality (1995, 2) 
75 years 

Both sexes 1363 (1.4) 1995 1 Cause Rate per 100 ()()() 
Male 750 (1.5) 1995 1 persons 

Female 613 (1.3) 1995 1 
Cardiac dysrhythmia 54.55 

Urban(%) 36.02 1995 2 Senility wlo mention of 
psychosis 33.34 

Other ill-defined causes 32.33 
Heart failure 25.25 
Acute but ill-defined 

cerebrovascular disease 24.24 

Sources: 

1. Information Profile provided by the Guvernment. 1997 
2. Country Health InfonnatWn Profile, I997 Revision. WHO. 
3. I996 UNESCAP Population Data Sheet. 
4. Computed from data from #2. 



Tuvalu had a total population of9 043 in 1991. Persons 60 There are no policies or programmes specific for the 

years old or older comprised 8.8% of the population, while elderly. 

5.7 % were 65 years old or older. There were more females 

than males in the general population as well as in the 

elderly population. 

The country is 42.5% urban. Males had a longer life 

expectancy than females in 1991 (67.2 years vs. 64 years). 

Dependency ratio was 64.6 in 1994, with a young 

dependency ratio of 55.2 and old dependency ratio of 9.4. 

Infant mortality in 1994 was comparatively low at 16 per 

1000 live births. Leading causes of mortality in 1994 were 

heart disease and cerebrovascular accidents (both chronic 

and noncommnnicable diseases), pulmonary tuberculosis, 

infant deaths and senility. 

Traditional culture and values form the basis of care in the 

family. Community health care services for the elderly are 

gi ven in the context of primary health care. 

Medical Department 

References: 
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TUVALU 

DEMOGRAPmC AND HEALTH PROFILE 

Year Source Year Source 

Population life Expectancy at Birth (years) 

9043 1991 1 Both sexes 65.6 1991 2 

9403 1994 2 Male 67.2 1991 2 

Male 4376 1991 1 Female 64.0 1991 2 

Female 4667 1991 1 
Dependency Ratio 

Absolute No. (% of total) Total 64.6 1994 4 

<15 years 55.2 1994 4 

60+ years 65+ years 9.4 1994 4 

Both sexes 832 (8.8) 1991 1 

Male 365 (8.3) 1991 1 Infant Mortality 

Female 467 (10.0) 1991 1 Rate per 1000 
live births 16 1994 2 

65+ years 
Both sexes 538 (5.7) 1991 1 Leading Causes of Mortality (1994 ,2) 

Male 225 (5.1) 1991 1 
Female 313 (6.7) 1991 1 Cause No. of deaths 

80+ years Heart disease 12 
Both sexes 115 (1.2) 1991 1 Cerebrovascular 
Male 33 (0.75) 1991 1 accidents 7 
Female 82 (1.75) 1991 1 Pulmonary tubercuiosis 

Infant deaths 2 
Urban (%) 42.5 1991 2 Senility 1 

SOlaces: 

1. 1995 UN Demographic Yearbook 
2. Country Health In/ormation Profile,I997 Revision, WHO. 
3. Computed from # 2. 



Vanuatu is a young society. Persons 60 years old and over 

comprised only 5% of the total population of 173 000 

persons in 1996, whilc those 65 years old and over 

comprised 3% of the population for thc same year. No 

recent gender-disaggregated data were available, but in 1989, 

the number of males and females in the general population 

and in the older population did not appear to differ 

significantly. 

Females had longer life expectancy at birth than males in 

1995 (69 years vs. 65 years). Dependency ratio in 1996 wa~ 

85.1, with young dependency at 79.6 and old dependency at 

5.5. 

Infant mortality in 1996 was 41 per 1000 live births. 

Leading causes of mortality were predominantly chronic, 

noncommunicable diseases, except forrespiratory infections 

which were the second leading cause of death in the 

country. 

There are no specific policies or programmes for the 

elderly. 

The family provides care and support for the elderly. 

However, increasing urbanization is slowly eroding this 

function. There is neglect of older women who are often 

engaged in child caring, with no allowances or government 

initiatives to help them. In addition, being mostly 

unemployed, they do not qualify for retirement benefits. 

There are no specific health services for older persons. The 

provision of health care for the general population, 

especially in rural areas, is hampered by the remoteness and 

the very complicated topographical nature of the country. 

Emphasis of health care is on disease prevention and health 

promotion. 

References: 

1. information provided by the Government a/Vanuatu to WHO, 1996. 
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VANUATU 

DEMOGRAPIDC AND HEALTH PROFILE 

Year Source Year Source 

Population 150165 1989 1 Life Expectancy at Birth (years) 
162160 1994 2 Both sexes 66 1995 2 
173000 1996 3 Male 65 1995 2 
305000 2020 3 Female 69 1995 2 

Male 78338 1989 
Female 71826 1989 Dependency Ratio 

Total 85.1 1996 3 
Absolute No. (% of total) <15 years 79.6 1996 3 

65+ years 5.5 1996 3 
60+ years 

Both sexes 6453 (4.2) 1989 1 Infant Mortality 
8650 (5.0) 1996 3 Rate per 1000 

Male 3304 (4.2) 1989 1 live births 41 1996 2 
Female 3149 (4.4) 1989 1 

Leading Causes of Mortality (1995, 2) 
65+ years 

Both sexes 3917 (2.6) 1989 1 Cause Rate per 100 000 
3730 (2.3) 1994 2 Persons 
5190 (3.0) 19% 3 

Male 1981 (2.5) 1989 1 Cardiovascular disease 15.0 
Female 1936 (2.7) 1989 1 Respiratory Inf ecti ons 12.0 

Malignancies 11.0 

80+ years Senility 9.0 

Total 912 (0.61) 1989 1 COPD/Asthma 4.0 

Male 441 (0.56) 1989 1 
Female 471 (0.65) 1989 1 

Urban (%) 19.3 1995 2 

Sources: 

1. 1995 Ul"r Demographic Yearbook. 
2. Country Health Information Profile, 1997 Revision. WHO. 
3. 1996 UN ESCAP Population Data Sheet. 
4. Computedfrom #3. 



Viet!\am had a total population of 75 260 000 in 1996. Of Vietnamese so~'iety maintains its tradition of respecting and 

this munber, 3 800 100 or 5(;i; were 65 years old and oldcr. taking care of the elderly, especially in mral areas. In urban 

There were slightly more males than females in the general centres, however, this tradition is slowly being affected by 

population. There is no recent gendcr-disaggregated data the "new lifestyle", which is in pursuit of material 

for the older population, but in 1989, there were signitlcantly advantages. 

more females than males among the elderly. 

The Association of the Elderly of Viet Nam is a voluntary 

The country is predominantly rural, with only 20.2% of the social organization that promotes the welfare of the elderly 

F 1ulation living in urban areas. at the central level, communes, village and hamlets. 

Various organizations, cooperatives and trade unions 

life expectancy at birth for males was 63 years and 67.5 coordinate with state organizations to provide 

years for females in 1995. J jfe expectancy at 65 years (1989) services for the elderly. 

was 12.5 years for males and 15.3 for females. Dependency 

ratio is high (82), with an old dependency ratio of 14. 

Infant mortality is high at 44.2 per 1000 live births (1995). 

Leading causes of mortality are fetal dcaths from maternal 

complications, chemical toxicosis, pneumonia, respirator~ 

tuberculosis, crushing injuries, essential hypertension, 

traffic accidcnts, viral cncephalitis, malaria and dengue. 

The main causes of mortality in Viet N am arc apparentl y 

A pension is provided for those who have retired from work 

(55 years old for women and 60 years old for men). 

Primary health care is provided for the general population, 

including tlle elderly, through a network of medical service 

muts in villages, communes and precincts. Secondary and 

tertiary care arc provided at hospitals and sanitariums. 

In large cities, there are hospitals for ilie elderly, especially 

for retired people, in provincial hospitals, there are sections 

still communicable and infectious diseases. However, for sick old people. Health providers include 

morbidity and mortality from noncommunicable diseases doctors, assistant physicians, nurses and midwives. 

continue to increase (see table). Viet Nanl can be said to be 

experiencing the early stages of epidenuological transition. Institutional care is provided for homeless old people, 

orphans and patients with mental disorders. clbere arc also 

rehabilitation centers where the elderly, war victims 

and victims of traffic accidents can go. 

The Constitution of the Socialist Repuhlie of Viet );am 

contains various provisions which pertain to the care and 

protection of the elderly. It gives priority to the elderly in 

medical treatmcnt, provides social insurance and variom 

services to assist them in their needs, provides protection in 

the workplace, mandates children and b'fandehildren to take 

care of them, makes maltrealmt;n'. of th" elderly a crimiual 

offense and gives lighter sentences for old people who 

comn1it crimes. 

From time to time, the Premier l,linister issues insttucttons 

for the welfare of the clderly. Instmction 132.'Cr ordere.i 

organizations at all levels to provide assistance to the 

elderly, and Instruction );0. 117irr ordered assistance and 

support to be given to the Association of the Elderly of 

VietNam. 

The Ministry of Health, Department of Sports and the 

Ministry of Labour, hlValid and Social Affairs have tnc 

responsibility to take care of the elderly, particularly 

homeless old people. 

There is no substantive data on the health status and 

demography of the elderly in Viet ~anl. Data on the extent 

of physical disease and disability, mental disease and 

disability and behavioural disturbances and disorders 

should be obtained. 

The Institute of Gerontology was cstahlishe.d in 1983 to carry 

out research, to treat patients and to provide postb'faduate 

and other training courses for geriatic doctors and 

health workers. 

Medical and nursing staff could benefit from a training course 

on aged care, including care for the elderly with psychiatric 

disorders 



Prof. Tran Due Tho 
Director 

Viet Nam National Institute o/Gerontology 

From 1985 to 1990, WHO provided fellowships and 
local costs for conducting seminars and workshops. 
WHO consultants reviewed the problems of the 
elderly, designed a project proposal and provided 
advice on the organization of gerontological 
services. 

From 1991 to 1995, WHO provided funding and 
technical support for a workshop on clinical 
gerontology, a seminar on basic gerontology, a 
seminar on the formulation of national policies and 
programmes for the elderly, and a training course 
on clinical gerontology and geriatrics. WHO also 
provided funds for purchasing necessary 
equipment and awarded one month fellowships to 
the Philippines. 

Participation in the Workshop to Review 
Implementation of National Policies for Health 
Care of Older Persons held in Adelaide, Australia 
in August 1997 was supported. A national 
workshop on clinical gerontology was conducted 
in December 1997 with technical and logistic 
support from WHO. Efforts to develop national 
policy and a comprehensive national programme 
for health of older persons were also supported. 
During the last quarter of 1997, WHO supported a 
number of activities promoting healthy lifestyles 
with focus on older persons through proper 
self-medication and use of traditional medicine and 
physical exercise. 

References: 

1. Country Report of Viet Nam for the Workshop to Review the ,\lational 
Policies/or Health Care a/Older Persons. 1997. 

2. Minimwn Health Data Set (1993·1996 MOIl Viet Nam. 
3. Vlet Nam lv'ational Census, 1989. 



SOCIALIST REPUBLIC OF VIET NAM 

DEMOGRAPHIC AND HEALTH PROFILE 

Year Source Year Source 

Population 64411 713 1989 1 life Expectancy at Birth (years) 

73959000 1995 2 Both sexes 65.0 1995 2 

75260000 19% 3 Male 63 1995 2 

111667000 2020 4 Female 67.5 1995 2 

Male 31336568 1989 1 

36727000 19% 3 life Expectancy 

Female 33075145 1989 1 at 65 years 

38533000 1996 3 Male 12.5 1989 

Female 15.3 1989 1 

Absolute No. (% of total) 
Dependency Ratio 

60+ years Total 82 1994 3 

Both sexes 4632490 (7.2) 1989 1 <15 years 68 1994 3 

5320 140 (7.0) 19% 4 65+ years 14 1994 3 

Male 1931281 (6.1) 1989 1 

Female 2701 209 (8.2) 1989 1 Infant Mortality 
Rate per 1000 

65+ years live births 44.2 1995 2 

Both sexes 3057653 (4.7) 1989 1 

3476073 (4.7) 1995 2 Leading Causes of Mortality (1995,2) 

3 800 100 (5.0) 19% 4 

Male 1 216971 (3.9) 1989 1 Cause Rate per 100 000 

Female 1 840 682 (5.6) 1989 1 persons 

Fetus/newborn affected by 

80+ years maternal complications 

Both sexes 447551 (0.6) 1989 1 of pregnancy 6.9 

Male 142643 (0.45) 1989 1 Chemical toxicosis 2.2 

Female 304 908 (0.92) 1989 1 Pneumonia 1.6 

Respiratory tuberculosis 1.3 

Urban(%) 20 .. 2 1995 2 Crushing injuries 1.1 

SOUTces: 

1 . . Ministry oj Health, Viet Alam National Census, 1989. 
2. Country Health Information ProjUe, 1997 Revision, WHO. 
3. Minimum Health Data Set (1993.1996), MOH, viet Nam. 
4. 1996 UN ESCAP Population Data Sheet. 



This self-governing French Overseas Territory of the Wallis There are no policies or programmes for the elderly. 

and Futuna Islands had an estimated total popUlation of 

15 000 in 1996. Of this number, 1 186 or 7.9% were 

60 years old or older while 851 or 5.7% were 65 years old or 

older. There was no significant difference in the proportion 

of males and females in the older population. In this traditional society, the famil y is still the primary care 

giver for the elderly. 

The country is 100% rural. Life expectancy at birth in 1990 

was 67 years for males and 70 years for females. The Health Department of Wallis conducts visits to the 

home-bound elderly periodically. There are, however, no 

Infant mortality in 1992 was 22 per 1000 live births. There special assistance programmes for the elderly unless they 

are no data available on the leading causes of mortality in are disabled. 

the country. 

A pension is available for persons 55 years and above who 

have been previously employed. Those who are not eligible 

to receive a pension receive a social benefit from the 

Territory. 

References: 

1. Information provided by the Government 
of Wallis and Futuna.I99? 

2. Country Health Infonnatwn Profile, 1997 Reviswn, WHO. 



Population 14400 
15000 

Male 7483 
Female 7517 

Absolute No. (% of total) 

60+ years 
Both sexes 1 186 (7.9) 
Male 567 (7.6) 
Female 619 (8.2) 

65+ years 
Both sexes 576 (4.1) 

851 (5.7) 
Male 441 (5.9) 
Female 440 (5.8) 

80+ years 
Both sexes 87 (0.6) 
Male 58 (0.8) 
Female 29 (0.4) 

Urban(%) 0 

WALLIS AND FUTUNA 

DEMOGRAPHIC AND HEALTH PROFILE 

Year Source 

1994 1 
1996 2 
1996 2 
1996 2 

1996 2 
1996 2 
1996 2 

1994 1 
19% 2 
1996 2 
1996 2 

19% 2 
1996 2 
1996 2 

1994 1 

Year Source 

life Expectancy at Birth (years) 
Both sexes 68 1990 1 
Male 67 1990 
Female 70 1990 

Dependency Ratio 
Total 84.4 1994 3 
<15 years 77.4 1994 3 
65+ years 7.4 1994 3 

Infant Mortality 
Rate per 1000 
live births 22 1992 

Sources: 

1. Country Health Information Profile, 1997 ReVision, lllHO. 
2. Data provided to WHO in a memo dated by the Government a/Wallis 

and Futuna. Data represents indigenous population only. 

3. Computed from # 1. 




	Blank Page
	Blank Page
	Blank Page

