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NOTE

The views expressed in this report are those of the participants in the Regional Seminar
on National Policy Planning for Health of We Elderly and do not necessarily reflect the
policies of the World Health Organization.

This report has been prepared by the World Health Organization Regional Office for the
Western Pacific Region for governments of Member States in the Region and for those
who participated in the Regional Seminar on National Policy Planning for Health of the
Elderly, which was held in Manila, Philippines, from 15 to 18 June 1993.
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SUMMARY

A Regional Seminar on National Policy Planning for Health of the Elderly was held in
the Regional Office for the Western Pacific of the World Health Organization,. Manila, fro~
15 to 18 June 1993. It was attended by 18 participants representing 16 countries and areas In
the Region.
As health care and treatment becomes more expensive and chronic diseases require
prolonged, often expensive management, decisions will need to be made on health care
priorities. The strategies used in the more industrialized countries have so far proved to be
increasingly expensive and have sometimes resulted in depersonalization and isolation of the
elderly.
Countries therefore may need to prepare for these eventualities and seek better ways of
caring for their elderly. Some community models offer perhaps the most cost-effective and
human approaches, but would no doubt differ from country to country. The overall aim of this
seminar was to underline the importance of the problem in order to stimulate countries to begin
developing or refining national plans for health care of the elderly.
The objectives of the seminar were:
(1)

to review national plans in existence and evolve strategies for their adoption;

(2)
to stimulate the identification of priority areas and needs, including health
promotion activities throughout life, in promoting and maintaining the health of the
elderly; and
(3)
to develop a framework for countries to use in formulating national policy on
health care of the elderly.
Despite the regional diversity reported by the participants, it was clear that quite dramatic
demographic shifts were occurring in all countries to a greater or lesser degree. As was noted
in the report of an earlier Regional Workshop (RS/90/GE/34/PHL 1990), despite some eroding
of traditional patterns of care of the aged, in all countries, the immediate family is still the main
source of support and focus of activity for the majority of elderly people.
The participants spent three of the four days in plenary sessions and had extensive and
fruitful discussions around the country reports. On the third day, and briefly on the fourth,
participants divided into three groups to address the following issues:
(i)
(ii)

(iii)

institutional care;
health promotion in the health of the elderly; and
community support services
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The outcome of these group ~isc~ssions were then pre~ented in a plenary session and
then fur:ther refined by the groups, In lIght of comments received and the discussion. The final
conclusions were then agreed to in a joint session and presented to the Regional Director who
closed the meeting. They were:
(I)
Country reports presented indicated that mbstantial developments have taken place in the
field of health of the elderly in the provision of aged care services in the Region in the past
decade .. The older developed countries of the Region, notably Japan, New Zealand and
Austr~la, no~ ~ave well ~tablished po~icies and programmes for health of the elderly. The
newly industrIalIzed countries such as Singapore, Hong Kong, and Malaysia are in the process
?f developing policies and services for this aged population. The less developed and small
Island states are now acknowledging the need for development of national policies and
programmes and are seeking advice and support in this process.

(2)
All countries represented in the seminar acknowledged the importance of family and local
community as the primary focus of community support for older people. They were also aware
of the gradual erosion of traditional values in this respect.
(3)
The emergent need for some basic provision of institutional care is now evident in most
countries in the Region and this seminar has identified the need for governments to take account
of this trend to enact legislation and regulations to ensure good quality, appropriate, equitable.
and cost-efficient provision of institutional services whether by government, nongovernmental
organization or the private Sector.
(4)
The seminar recognized the need for services for the elderly to be developed in an
integrated and coordinated fashion, effective linkages being established between the different
elements of service provisions. The proviSion of a comprehensive range of services requires a
multisectoral approach and cooperative effort on the part of governments, nongovernmental
organizations and the private sector.
(5)
The seminar reaffirmed the need to protect and promote the rights of older persons to
achieve a good quality of life in old age and to be provided with quality health care when
needed. These rights were considered to extend throughout the whole of life including the
process of dying and there is a need to ensure that when death occurs, it is with the minimum of
distress and with dignity.
(6)
The conclusions of the seminar in the specific areas of health promotion and disease
prevention, community health services and residential care reflected the need for attention to be
given urgently, in view of the increasing numbers and proportion of aged in all populations, to:
national policy formulation; comprehensive planning of services; and human resources
planning, including training and education, and the funding implications of these needs.
WHO was considered to have an important leadership role and the seminar noted that
great scope exists for worthwhile intercountry collaboration, especially in the areas of research,
planning and training. The seminar proposed an action plan to provide the means of monitoring
progress towards achieving a set of modest but important regional and national goals for the
health of the elderly in the next three to five years.
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1. INTRODUCTION

A Regional Seminar on National Policy Planning for Health of the Elderly was held in
the WHO Regional Office for the Western Pacific, Manila, from 15 to 18 June 1993.
1.1

Objectives
The objectives of the Seminar were:
(1)

to review national plans in existence and evolve strategies for their adoption;

(2)
to stimulate the identification of priority areas and needs, including health
promotion activities throughout life, in promoting and maintaining the health of the
elderly; and

•

(3)
to develop a framework for countries to use in formulating national policy on
health care of the elderly.
1.2

,
1•
~

,

Participants and resource persons

The Seminar was attended by participants representing 16 countries. The full list can be
seen in Annex I. The participant from Malaysia, Dato' Dr Megat Burhainuddin Bin Megat
Abdul Rahman was the Chairman, supported by Dr Jagdish Maharaj from Fiji as
Vice-Chairman, with Ms J. Margaret Duthie of New Zealand as the Rapporteur.
1.3

Or&anization

The seminar was predominantly conducted in seminar format, in plenary sessions. On
the third day, and briefly on the fourth, the participants, together with the temporary advisers,
divided into three groups to address the issues outlined in 1.1. These were looked at in three
categories, as follows:
(i)
(ii)

(iii)

institutional care;
health promotion in the health of the elderly; and
community support services

The outcome of these group discussions were then presented in a plenary session and
further refined by the groups, in the light of comments made and the discussion. Finally, the
conclusions were agreed to in a joint session and then presented to the Regional Director who
closed the meeting.
1.4

Qpening ceremony

The Seminar was opened on behalf of the Regional Director, Dr S.T. Han, by the
Director of Programme Management, Dr Liu Xirong, who pointed out that the purpose of the
Seminar was to share experiences and develop guidelines for the development of policy. It was
also to re-emphasize the priority of policy-making so that an increasing number of countries
will take action on aging and health matters.
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Health of the elderly, he said, was an area in which a great deal of interest and action
were to be expected over the next few years, not only for demographic reasons, but also
because the health of the elderly programme incorporated other disciplines in health which.
taken all together, should lead to the maximizing of health and well-being in the later years of
life.
The demographic shift leading to increasing numbers of elderly people in all societies
was already well-documented, he said. While aging had been regarded as a problem confined
to the less industrialized countries, it was now clear that there had been a truly global shift. By
2025, 72 % of the elderly would be living in the developing regions. In \985, Asia had had
48% of the total aged: by 2025, this figure would have grown to 58%. Oceania's proportion
of the world's old people would stay less than 1%. At the same time, it was the proportion of
the very oldest which was increasing most rapidly. Over 40 years, the size of the 80 years plus
age group would grow twice as fast as the 60 years plus age group.
To identify how health can be maintained, studies had identified 'successful agers' (one
definition of which was a person dying at age 80 years or older and who was fully functional in
their last year of life). Non-smoking, maintaining a reasonable weight, moderate use of alcohol
and the subjective perception of being in good health, had all been identified as important
factors in that. Other equally important factors were psychosocial, especially social networks
and support. Mortality was found to be lower if an elderly person was married. but higher in
divorced, single or widowed persons, suggesting perhaps the importance of day-to-day
interactions.
Well-being in aging, therefore. seemed to require a good quality of life. maximizing
health, economic security and surroundings conducive to health. Health promotion in its
broadest sense of encouraging healthy lifestyles and health-supporting environments
consequently would be a significant modus operandi for the future and a principal element in
discussions of programme and policy direction.
Although the majority of countries recognized the demographic changes that were making
health of the elderly an increasingly important and expensive issue, that awareness was not
necessarily being transformed into the development of national policy and programmes.
Nevertheless, Dr Liu pointed to the progress already being made. In 1990, when the Western
Pacific Regional Office of WHO convened the Regional Workshop o~ ~U1~an Resou~ce
Development in the Health Care of the Elderly, about half of the participating countries had
some policy. In 1993, 85 % had a focal person in governmen~ ~esponsible for h.ealth care of the
elderly and about 60% had some policy. However, these pohcles were ofvarymg scope and
there was sti1l a long way to go.
He concluded that the task was to establish the guidelines for policies that would guide
the Region's preparations for the health of the elderly over the next crucial years. Most
important of all, those countries which did no,t yet have p.olici~s, must be encouraged to tackle
the issue supported by the example and experience of their neighbours.

2. PROCEEDINGS

2.1

Background papers and proceedings

The consultant, Professor Gary Andrews, gave a brief overview and introduction before
the Chairman asked for country papers to be presented. The presentation of country reports
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was preceded by an introduction and overview of the WHO Health of the Elderly Programme
by the Operational Officer, Dr Ian Darnton-Hill who recounted how the World Health
Assembly on Aging, which had taken place under United Nations auspices in Vienna in 1982,
had called attention to the importance of international and regional cooperation in research and
exchange of expertise and cooperation in tackling health of the elderly. WHO involvement in
the health care of the elderly has had at least three distinct approaches. There are the Global
Programme of Work (which includes the WHO Special Programme for Research on Aging), the
Regional Plan of Action for the Western Pacific Region and the specific country programmes.
A summary of the paper follows.
The global programme has the overall objective of supporting the continuous evolution
and adaptation of technology and other approaches aimed at protecting and promoting the health
of the elderly. This was envisaged to be done by countries developing and providing health
care adapted to the specific problems of the elderly as an integral part of their health care
delivery systems, and by countries taking appropriate measures to promote the welfare of the
elderly and ensuring their social integration within their communities. Activities proposed for
the Eighth General Programme of Work (1990-1995) were the exchanging of information
through workshops on successful initiatives in such activities as community-based primary
health care programmes, intersectoral measures and personnel training, among others.
The Regional Medium-Term Programme for Health of the Elderly has the specific
objective of improving the well-being and quality of life of the aged through the provision of
community-based health services. The targets related to the establishment of national policy,
adequate data bases and appropriate research, and all had an emphasis on community-based
health care of the elderly. Among other approaches was the promotion of the development of
adequate facilities for teaching geriatrics and gerontology to different categories of health
personnel as well as training courses in care of the elderly. This had been addressed in a
Regional Workshop on Human Resource Development in the Health Care of the Elderly held in
the WHO Western Pacific Regional Office in 1990. Another approach was the one addressed in
the present seminar report.
An important factor is that the current demographic changes under way mean that there
will be increasingly less people in the workforce, including through changes in women's
employment, to support the growing numbers of elderly. It has been estimated that already
more than 70% of the developed countries' total health expenditures is spent on those aged 65
years and over. Nevertheless, the point was also made that something like 80% of the elderly
function as part of society without significant assistance.
After the presentation of the country papers, one of the Temporary Advisers,
Dr Lin Yan, presented a paper on 'Health care of the elderly in the Region: possible models' .
The paper is in Annex 4. In summary, he pointed out that older people are increasing in
absolute numbers and as a proportion of the population, especially in the developing countries.
The use of health and hospital services is rising. Changes in disease patterns and causes of
death are being observed. The wide variations in characteristics of the Western Pacific Region
mean that it is likely that it will be difficult to establish one model for health care of the elderly
for all countries. In many developing countries, expenditures, especially on health care, are
limited. The traditional family role of caring for older members needs to continue to be
encouraged and supported. The promotion of healthy lifestyles, involvement of family
members and the community in providing rehabilitation and care for older people can be
assisted by training of caregivers, the provision of adequate respite care and recognition of the
role of family.
The other temporary adviser, Dr Ichiro Tsuji, gave a paper on the promotion of wellbeing in aging, which attracted much interest in the concept of 'compression of morbidity'.
Increased life expectancy can result in increased time of disability in old age. This can be
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perceived as a reduced quality of life with people being less active, hospitalized
(institutionalized) and afraid of dying. Disability may be reversible at some stages and often
may not progress if there can be adequate and timely rehabilitation intervention. The older
population shows a wide range of variance, therefore, myths of aging must be challenged if
well-being is to be promoted. The duration spent with disability in later life can be compressed
by addressing actions to prevent disability. Interventions with health promotion. prevention of
disease and disability will all be necessary and are also likely to prove cost-effective.
The seminar then broke into three groups as indicated in 1.3.
2.2

Summary of discussions

Professor Gary Andrews outlined what was expected of the groups and suggested a series
of headings under which the group discussions might be considered, although emphasizing that
they should not represent a constraint to free-flowing discussion. The suggested outline was:
(1)

General policy statement

(2)

Programme requirements

(3)

Human resources implications (governmental, nongovernmental)

(4)

Training needs

(5)

Research

(6)

Funding implications

(7)

Action plan (3 years, 5 years)
(a)

Action by WHO;

(b) Action at national level (government, nongovernmental organizations,
private);

(c) Intercountry collaboration
2.2.1

Institutional care

Policy statement: Every effort should be made by all governments to promote and
enhance the conduct and maintenance of the care and well-being of the elderly within the family
structure and community.
Institutional care should only be made available to a small group of elderly people who
cannot be cared for in or by the family or community. Where institutional care is required, the
planning of the types, range and levels of institutions must match the needs of the individuals.
Governments must also ensure by way of legislation or other means that a set of national
standards be grouped by all operators of each level of institution, including the levels and
numbers of institutions, standards of care, staffing numbers, types and ratios, assessments,
admitting and discharge criteria, determination of length of stay, and established linkages
among various levels of institutions and community care.
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2.2.1.1

Programme requirements
(i)
(ii)

(iii)
(iv)

Acute care - hospitals: including general medical units and geriatric assessment
units
Convalescent care - rehabilitation units
Long-term care - nursing homes
Special care - dementia units, hospices, respite units

The principles in developing these programmes should show an appropriate balance and
mix of facilities according to need, and inclusion of mechanisms for linkages between different
levels and types of care, including community services.
2.2.1.2 Human resource implications
(i)
(ii)

(iii)

Re-orientationitraining of health professionals in existing health services towards
services for the elder Iy
Appropriate quantity and level of staff for different levels of service with the
government responsible for developing the guidelines and standards
Promote the role of volunteers, including elderly people themselves, in all aspects
of care, and especially special care such as in hospices

2.2.1.3 Training needs
(i)
(ii)

(iii)
(iv)
(v)

Targets: health professionals (doctors, nurses, paramedicals), carers, families,
elderly people themselves
Separate courses on geriatrics, psychogeriatrics, nursing, etc.
In-service training/re-orientation for health staff
Incorporation into curricula of general education institutes
Public health education

2.2.1.4 Research
(i)
(ii)
(iii)

Use of existing data collection systems and specific studies
Data and information on the needs of the elderly both national and cross-national
Built-in evaluating mechanisms in programme development

2.2.1.5 Funding implications
In general, institutional care (especially those exceeding the needs) will be more
expensive than community care. Governments should, therefore, have due consideration on the
funding implications before programme development begins - appropriate assessment,
alternative care and funding arrangements. The promotion of use of existing facilities and
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manpower with appropriate adaptation and training and a consideration of the respective roles
of government, community, family, carer and elderly in issues of funding should help in
tapping community resources such as nongovernmental organizations, religious groups, etc.
2.2.2

Health promotion in health of the elderly

The great majority of the elderly are well and active. Strategies to promote and maintain
continuing good health and function at older ages are the most cost-effective means of achieving
health and well-being in aging populations.
In the absence of programmes aimed at achieving healthy ("successful ") aging, the
burden of morbidity and dependence in a rapidly aging population will be very great and
potentially very expensive.
The fostering of positive and productive images of aging are needed to counter' ageist' •
negative, and discriminatory stereotype views of old age.
(a)
Programme requirements: secondary prevention at primary health care level;
screening through regular health checks - use of checklists; and early detection of disease
(e.g. cancer)
(b)

Human resources and training needs

(c)
Reorientation of current health care workers towards health promotion and disease
prevention for older persons
(d)
Reorientation of the basic training/education for health workers toward health
promotion and disease prevention
(e)

Encourage and motivate workforce to work with elderly people

(f)
Research: including identification and evaluation of appropriate interventions; into
the determinants of factors contributing to healthy aging: physical, psychological, social,
spiritual, and emotional; and international collaboration to determine the
differences/similarities in populations.

2.2.3

Development of community support systems and support for the family

There is an urgent need for greater consideration and action due to the increased pace of
aging in countries in the Region. The family is the main support system for the elderly and
must be strongly supported, but community support services are necessary to respond to the
gradual erosion of traditional cultural values and the family support system.
These community support services must be seen as complementary to the development of
institutional care services and provision must be coordinated. The nongovernmental sector's
role in planning and in the provision of community support services in addition to provision by
government is important. All services must be considered and there is a need for linkages
between all service types and service providers.
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2.2.3.1

Programme requirements
(i)

(ii)

Formulation of a national plan for care of the elderly incorporating a consultative
process that is participative with multi sectoral involvement and direct consumer
involvement.
Organization
- Structure - identification of lead agency in the context of the existing framework
- Linkages and coordination (medical, social welfare, housing, community
services, hospitals, institutional/long-term care, government, nongovernmental
organizations, and the private sector

(iii)

Context including support by the family (carer support services, respite care, etc.)
and community support services (at own home, away from home)

2.2.3.2 Human resource implications
Providers of care (family members and relatives, volunteers, non-family carers, members
of nongovernmental organizations, government support workers, such as nurses, social
workers, para-professionals, traditional health workers) and ancillary workers.
2.2.3.3 Training needs
(i)

(ii)

Skills in specific areas (e.g. play therapy, physiotherapy, stoma care, prevention
of pressure sores)
General skills [general care workers, e.g. bathing, activities of daily living
(ADL)]

(iii)

Organizational skills (e.g. establishment of programmes, fund raising, project
administration)

2.2.3.4 Research
(i)

Needs survey to determine level of care and support required for elderly in the
community

(ii)

Evaluation of existing support structure and programmes for care of the elderly in
the community

(iii)

Socio-anthropological studies on lifestyles, value systems, family structure and
their effect on care of the elderly in the community.

(iv)

Baseline studies on population characteristics in certain countries

2.2.3.5 Funding implications
(i)

Community care services would be more effective with some form of income
support and health insurance scheme for the elderly which would promote
independence of elderly people.

(ii)

Government funding support needed for relevant and appropriate services and
activities in the community.
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(iii)

(iv)
2.2.4
(1)

Financial incentive to families to recognize significant role of family in the care of
the elderly.
Financial incentives to private sectors to encourage involvement in care of the
elderly (e.g., setting up of a national endowment fund for care of the elderly).

Action plan
At the national level
All countries in the Region should do a needs and resource assessment. Following
(a)
this, policy development can take place or be strengthened by:
Encouraging governments to increase priority for care of an increasing elderly
population
Encouraging governments to incorporate more health promotion and protection
into programmes aimed at the elderly
Encouraging governments to allocate resources for care of the elderly in the
community
Encouraging appropriate activities for celebration of Year of the Elderly in 1999
Developing a collaborative mechanism to establish community service
programmes for the elderly (between several sectors of government, health and
welfare professionals, voluntary agencies)
Implementing research projects to provide basic information necessary to plan
community programmes for the elderly
(b)

The programme plan would need to look at:
Development of policies
Education
Implementing training programmes, including development of curricula for
nurses, doctors and other health workers
Development of guidelines and assessment tools
Legislation and regulations of standards, quality of care, accreditation

(2)

WHO
Develop guidelines and standards for community care services
Develop guidelines for research into standardization of criteria for measuring health
status
Develop training modules for care of elderly in the community
Facilitate exchange of expertise within the Region for service providers and planner
including NGOs
'
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Set up a Regional Reference Centre for information and research on community care of
the elderly
Promote and facilitate development of Regional Training Centres
Provide study fellowships for regional exchange
Provide the impetus for the promotion of the cause of the elderly in the Region.
(3)

Intercountry collaboration should be developed in sharing information and collaboration ..

3. CONCLUSIONS

The Regional Director, Dr S.T. Han, closed the Seminar by saying that he was
particularly pleased that the enthusiasm of the participants in the Seminar has been so high. As
he indicated when the participants were welcomed at lunch on the second day of the Seminar,
he has been urging for some time now that a policy-level meeting be held by the Health of the
Elderly Programme.
He said that, from the beginning of the Seminar, during the excellent and informed
discussions, revolving around the country papers, it had been clear that the participants were
really interested in exchanging information and experiences for application, where appropriate,
to their own country. It had also been encouraging to hear the extent of the activities going on
in the Region. It seemed that what was already taking place was being underestimated.
Nevertheless, health of the elderly was an area in which the Regional Director said he
anticipated a great deal more action over the.next few years, not only for demographic reasons,
but also because the programme was multidisciplinary and, when successful, should lead to
maximizing well-being and health in the extra years of life people could all reasonably expect.
He said that, as already indicated, the Regional Director's Office would attach increasing
priority to that area, and would seek ways of obtaining more resources.
As people lived longer, questions concerning the quality of the life lived in those extra
years had gained increasing importance. The presence of Dr Tsuji as Temporary Adviser from
the WHO Collaborating Centre for Well-being in Aging in Japan was one measure of that
emphasis. The quality of life for elderly people had been shown to be predominantly
conditioned by socioeconomic security, psychosocial factors and perceived good health.
Different societies and cultures affected those factors positively and negatively in different
ways. so that interventions and policies to ensure the highest possible quality of life during
aging would need to be adapted to take those differences into account.
He noted the participants' comments on how sociocultural, economic and demographic
changes had led to a partial breakdown in traditional family structures and in the acceptance of
filial responsibilities. However, even in the more highly "westernized" countries of the
Region, the family was still the greatest single source of support, and the main focus of activity
for the elderly. The importance of culture, tradition and religion had been one of the recurrent
themes during the Seminar. It was important in that context to remember that just as the
number of elderly was vastly greater than ever before, culture was also not static but was
constantly responding to social changes. A society that could not adapt was less likely to be
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successful. Nevertheless, it was important to try to ensure that the positive values of traditional
cultures, including that of caring for aged parents, were not simply lost by default in the
process of so-called 'modernization'.
Dr Han said that, in the majority of cultures, well-being in aging was judged by the
ability of the individual to remain independent. This generally required good health, or at least,
the perception of good health, although the definition of that also varied, subjectively, between
cultures. The most important single non-biological factor affecting the health of the elderly was
the economic status of the person concerned, followed by the level of education and nutrition.
This was true even in countries with a strong family structure, for instance in the Philippines,
where it had been found that a strong economic position within the household endowed
individuals with substantially greater bargaining power, regardless of age or health status.
A second theme during the Seminar had been the importance of nongovernmental
organizations in providing health care for the elderly, and in helping to maintain their quality of
life. In this context, he said it was worth remembering, as a recent report from Australia had
indicated, that while disability is clearly a major problem in the elderly, over 80% of people
aged 70 years and over who were living in the community, managed without significant help
from others.
Underlying much of the discussion had been the financial implications of the
demographic shifts and the response to them. It seemed unlikely, for example, that frequent
routine screening of all people would be cost-effective, except for some limited conditions.
One study in Japan had concluded that strong health service programmes and check-ups starting
in middle age reduced the demand for inpatient care in late life.
A term that was perhaps new to most of the people, 'compression of morbidity', or a
reduction in the period of disability before death, even with extended years of life, had aroused
a great deal of interest. On an optimistic note, the results of a major preventive input of a third
of million dollars in the United States of America had been able to reduce the period of
disability, but the total cost of the programme was ultimately no more for the intervention
group than for the control group. That sort of applied research would be encouraged as it was a
strong motivating tool for the policy-makers.
Another recurrent theme had been the need to maintain people in their families and in
their communities as long as possible and as fruitfully as possible. As indicated, this was
generally the norm anyway. However, when disability or acute illness did occur, resources and
energies were probably put to better use by helping the person concerned to remain in the
home. It had also been increasingly recognized that the carer, most often a woman, would also
need considerable support in many cases. The role of the younger elderly in caring for the
older elderly was another not uncommon experience in the Region.
Dr Han reiterated his commitment to the health of the elderly programme. The
development of national policy was an important requisite, he said. He noted with pleasure that
progress was clearly being made. In \990, when WPRO held the Regional Workshop on
Human Resource Development in the Health Care of the Elderly, about half the participating
countries had some policy. In \993,85% had a person in government specifically responsible
for health care of the elderly and about 60% had some policy. However, these policies were of
varying scope and there was still a long way to go. Dr Han said he was confident that the
Seminar, by the participants' sharing of experiences and drawing up of guidelines for the
development of policy, would result in an increasing number of countries taking action on aging
and health matters. Dr Han looked forward to seeing the progress in the Region over the next
five years. The policy guidelines the participants had suggested would be very valuable in that
regard.
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Dr Han thanked the Chairman, Vice-Chairman and Rapporteur for their hard work. He
was a1~0 gran:t:ul to Professor Gary Andrews, for acting as Consultant, and to Dr Lin Van and
Dr Ichlro TSUJI, the Temporary Advisers.
The conclusions prepared by the rapporteur and consultant had been presented to the
Seminar and agreed to.
(I)
Country reports presented indicated that substantial developments have taken place in the
field of health of the elderly in the provision of aged care services in the Region in the past
decade .. The older developed countries of the Region, notably Japan, New Zealand and
Austr~la, no~ ~ave well ~tablished po~icies and programmes for health of the elderly. The
newly mdustnallZed countnes such as Smgapore, Hong Kong, and Malaysia are in the process
of developing policies and services for this aged population. The less developed and small
island states are now acknowledging the need for development of national policies and
programmes and are seeking advice and support in this process.

(2)
All countries represented in the seminar acknowledged the importance of family and local
community as the primary focus of community support for older people. They were also aware
of the gradual erosion of traditional values in this respect.
(3) The emergent need for some basic provision of institutional care is now evident in most
countries in the Region. The seminar identified the need for governments to take account of
this trend to enact legislation and regulations to ensure good quality, appropriate, equitable, and
cost-efficient provision of institutional services whether by government, nongovernmental
organization or the private sector.
(4) The seminar recognized the need for services for the elderly to be developed in an
integrated and coordinated fashion, effective linkages being established between the different
elements of service provisions. The provision of a comprehensive range of services requires a
multisectoral approach and cooperative effort on the part of governments. nongovernmental
organizations and the private sector.
(5) The seminar reaffirmed the need to protect and promote the rights of older persons to
achieve a good quality of life in old age and to be provided with quality health care when
needed. These rights were considered to extend throughout the whole of life including the
process of dying and there is a need to ensure when death occurs, it is with the minimum of
distress and with dignity.
(6) The conclusions of the seminar in the specific areas of health promotion and disease
prevention, community health services and residential care reflected the need for attention to be
given urgently, in view of the increasing numbers and proportion of aged in all populations, to:
national policy formulation; comprehensive planning of services; and human resources
planning, including training and education, and the funding implications of these needs.
WHO was considered to have an important leadership role, and the seminar noted that
great scope existed for worthwhile intercountry collaboration, especially in th~ areas of
research, planning and training. The seminar proposed an action plan to prOVide the means of
monitoring progress towards achieving a set of modest but important regional and national
goals for the health of the elderly in the next three to five years.
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LIST OF PARTICIPANTS, CONSULTANT, TEMPORARY ADVISERS,
OBSERVERS/REPRESENTATIVES AND SECRETARIAT

1. PARTICIPANTS

AMERICAN SAMOA

Mrs Valasi Gaisoa
Deputy Director for the
Territorial Administration
for Aging
Department of Health Services
Pago-Pago
American Samoa

AUSTRALIA

Dr Harold Wilkinson
Director, Information, Coordination
and Export Section
Aged and Community Care Division
Department of Health, Housing and
Community. Services
G.P.O. Box 9848
Canberra ACT 260 I

BRUNEI DARUSSALAM

Dr Hj Abd Latif bin Hj Ibrahim
Deputy Director of Medical Services
Ministry of Health
Bandar Seri Begawan
Mr Anthony Ng Wan Tho
Public Health Officer
Ministry of Health
Bandar Seri Begawan

COOK ISLANDS

Dr Tamaroa Teariki
Director of Medical Services
Ministry of Health
P.O. Box 109
Rarotonga
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CHINA

Dr Gao Fang-kun
Vice-Director
Beij ing Institute of Geriatrics
Ministry of Public Health
Dahualu No. I, Dongdan
Beijing 100730
Dr Niu Shengli
Programme Officer
Department of Foreign Affairs
Ministry of Public Health
44 Houhaibeiyan
Beijing 100725

FUI

Dr Jagdish C. Maharaj
Chief Medical Officer
Rehabilitation Medicine
Medical Rehabilitation Unit
Tamavua Hospital
Private Mail Bag
Suva

HONG KONG

Dr Chan Wai-man
Assistant Director
(personal Health Services)
9/F, Sunning Plaza
Hysan Avenue
Causeway Bay

KOREA, REPUBLIC OF

Dr Kim Jin Soon
Senior Fellow
Korea Institute for Health
and Social Affairs
San 42-14, BuIgwang-<iong
Eunpyung-Ku, Seoul

LAO PEOPLE'S DEMOCRATIC
REPUBLIC

Dr Sommone Phounsavath
Directeur de I'Hopital
Hopital Mahosot Vientianne
Vientiane

MALAYSIA

Dato' Dr Megat Burhainuddin
Bin Megat Abdul Rahman
Director of Planning and
Development Division, 4th Floor,
Block D, Damansara Offices Complex
Jalan Dungun, Damansara Heights
50490 Kuala Lumpur
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NEW ZEALAND

Ms Jean Margaret Duthie
Advisor (Nursing)
Department of Health
P.O. Box 5013
Wellington, New Zealand

PHILIPPINES

Dr Cristina Dablo
Chief, Occupational Health Division
(Medical Officer VII)
Non-communicable Disease Control Service
Department of Health
San Lazaro Compound
Sta Cruz, Manila

SAMOA

Dr Faalii Aloaina
Medical Superintendent
Apia National Hospital of
Western Samoa
Apia

SINGAPORE

Dr Clarence T. Tan
Director
Department of Continuing Care
Ministry of Health
College of Medicine Building
16 College Road
Singapore 0316

SOLOMON ISLANDS

Dr Jimmy Rodgers
Undersecretary, Health Care
Ministry of Health and Medical Services
P.O. Box 349
Honiara

VIETNAM

Dr Tean Duc Tho
Deputy Director
Institute of Gerontology
Bach mai Hospital
3A Ngo L Le Van Huu
Hanoi
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2. CONSULTANT

Professor Gary Andrews
Director
Centre for Ageing Studies
Flinders University of South Australia
The Mark Oliphant Building
Laffer Drive, Science Park Adelaide
Bedford Park, South Australia 5042

3. TEMPORARY ADVISERS

Dr Lin Van
Department of Medical Adminstration
Ministry of Public Health
44 Hou Hai Bei Van
Beiiin& 100725
China
Dr \Chiro Tsuji
WHO Collaborating Centre for
Well-being in Aging
Tohoku University School of Medicine
2-1 Seiryo-machi, Aoba-ku
Sendai, 980 Japan
Dr Paul Cheung
Department of Statistics
8 Shenton Way 10-01
Treasury Building
Singapore 0106
Republic of Singapore
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4. OBSERVERS/REPRESENTATIVES

COALITION OF SERVICES FOR
THE ELDERLY

Mr Edward Gerlock
Coordinator
14-D Manhattan Street
Cubao, Ouezon City

FOOD AND NUTRITION RESEARCH
INSTITUTE

Ms Ma. Patrocinio de Guzman
Deputy Director
Pedro Gil Street
Manila 1000
Dr Catherine Castaneda
Pedro Gil Street
Manila \000

PHILIPPINE NURSES ASSOCIATION

Dr Leda Layo Danao
1663 F.T. Benitez Street
Malate, Manila

JUNTENDO UNIVERSITY SCHOOL
OF MEDICINE

Dr Kazuichi Konyama
3-1-3 Hongo Bunkyo-ku
Tokyo 113, Japan

KOREA INSTITUTE FOR HEALTH
AND SOCIAL AFFAIRS

Dr Young-hak Yoo
Division Director
Ministry of Health and Social Affairs
Seoul, Republic of Korea

5. SECRETARIAT

Dr Ian Darnton-Hill
Regional Adviser in Nutrition
WHO Western Pacific Regional Office
Manila
(Operational Officer)
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Dr Wang Liansheng
Regional Adviser in Occupational Health
WHO Western Pacific Regional Office
Manila
(Co-operational Officer)
Ms Theresa Miller
Regional Adviser in Nursing
WHO Western Pacific Regional Office
Manila
Dr Rosmarie Erben
Regional Adviser in Health Promotion
WHO Western Pacific Regional Office
Manila
Dr Naotaka Shinfuku
Regional Adviser in Mental Health
WHO Western Pacific Regional Office
Manila
Dr J.C.H. Dewdney
Acting Regional Adviser in Health
Services Development
WHO Western Pacific Regional Office
Manila
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AGENDA

1.

Opening ceremony

2.

Global and Regional WHO Programmes for Health Care of the Elderly

3.

Projection of health care needs for the aged in the Region

4.

The experience of countries in the development of national policy for health care
of the elderly: country presentations

5.

Health funding for the care of the aged

6.

Health care of the elderly in the Region: possible models

7.

Identification of needs and constraints in the health care for the elderly

8.

Promotion of well-being in ageing

9.

Development of health promoting policies for health care of the aged

10.

Development of policy guidelines in the care of the aged

II.

Finalization of guidelines

12.

Closing ceremony
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COUNTRY REPORT: AMERICAN SAMOA

1.
1.1

1.2

Demography
Total population (1992)
60 years and over
65 years and over
80 years and over

65 years

Female:

Projected elderly population
(60 years and over by the year 2000)

1.4

Dependency ratio (1992)

1.5

Infant mortal ity rate (1991)

1.6

Income per capita (1989)

2.

(5.4%)
(3.4% )
(0.5%)

Life expectancy
Male:

1.3

50900
2764
1754
251

69.9 years

3764
70.9%

10.3 per 1000 live births
US$3039

Care of the elderly

The immediate and extended families in American Samoa almost invariably are the ones
who take care of the elderly members of the family. This includes the infirm, immobile, and
bedridden.
3.

Health care of the elderly

The Department of Health provides inpatient and outpatient health services to the elderly.
The L.B.J. Tropical Medical Center and community outpatient services provide to health care
to the elderly through its village health centres. For those who cannot travel to these sources of
care, public health nurses provide the needed health care in the home. Two public health
nurses have received special training in gerontology care.
4.

National policy

The country has a Territorial Plan on Aging responsible for territorial administration on
aging. This is a state plan to provide better health care to the elderly and increase the capability
of self-care and family care, including nutrition, transportation, health promotion and
improving home care.
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COUNTRY REPORT: AUSTRALIA

1.
1.1

1.2

Demogral2 h):

72.7 years

Female:

Projected elderly population
(60 years and over by the year 2(00)

1.4

Dependency ratio

1.5

Infant mortality rate (1991)

1.6

Income per capita

2.

(15.6% )
(11.3%)
( 2.3%)

Life expectancy
Male:

1.3

17300 000
2700 000
1960 000
390000

Total population (1991)
60 years and over
65 years and over
80 years and over

79.2 years
3200 000
49.6%
7. I per 1000 live births
A$18108

Care of the elder!):

The elderlies are mainly cared for by their families. The majority of care givers in this
setting are women and other family members. They may be elderly themselves, a spouse,
relatives or friends. Long-term institutional care is only for those who are dependent on care.
3.

Health care of the elderl):

Aged care services are provided against a background of universal access to primary
medical care, specialist care and hospital care through the Medicare system. Primary health
care for the elderly is generally provided by a general practitioner who then refers clients to the
appropriate specialist as needed.
There are a number of community services which provide assistance to people who want
to remain at home and live in the community. The services include: home maintenance, help
with housework, community nursing and paramedical services. transport, delivery of meals and
support for carers.
4.

Nationall2olic):

Australia has a care reform strategy. The Department of Health, Housing, Local
Government and Community Services is the lead agency for aged care programmes and is
funding 90% of all health care. State Contribution by the States to the Home and Community
Care Programme amounts to only 10% of all expenditure. Pensions are available to Australian
people over 65 years for males and over 60 years for females. There are additional forms of
financial assistance depending on circumstances. This includes service pension for war
veterans, wife's pension, carer's pension, rent assistance and funeral benefit.
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COUNTRY REPORT: BRUNEI DARUSSALAM

I.
1.1

1.2

Demography
Total population (1991)
60 years and over
65 years and over
80 years and over

10 159
6252

3648

(3.9%)
(2.4%)
(1.4%)

Life expectancy
Male:

1.3

260 482

70.1 years

Female:

Projected elderly population
(60 years and over by the year 2(00)

72.2 years
16300

1.4 Dependency ratio

59.13%

1. 5 Infant mortal ity rate (1991)

10.8 per 1000 live births

1.6 Income per capita
2.

Care of the elderly

Traditional extended family structure is widespread. Likewise traditional and cultural
values are strong. These values, together with strong religious faith, ensure that the younger
generation is bound to care for their elders. The children feel strongly that it is their duty to
look after their old family members and give them financial support.
3.

Health care of the elderly

Health care is free to all citizens and permanent residents of Brunei Darussalam. Primary
health care is easily accessible to the elderly through a network of government health centres,
clinics and outpatient services in hospitals. Private general practitioners are also sources of
primary health care. Community health nurses provide domiciliary visits to elderly people,
when necessary.
4.

National policy

Although the popUlation of Brunei consists predominantly of young people, the Ministry
of Health is aware of the problems that will be brought by the expected increase in the elderly
population. Steps are being taken to preserve the traditional and cultural values and for the
provision of comprehensive health care to the elderly.
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COUNTRY REPORT: PEOPLE'S REPUBUC OF CIDNA

I.
1.1

1.2

Demography
Total population (1990)
60 years and over
65 years and over
80 years and over

68.55 years

Female:

Projected elderly population
(60 years and over by the year 2(00)

1.4

Dependency ratio
urban area:
rural area:

1.5

Infant mortality rate (1992)

1.6

Income per capita (1989)

2.

(8.6%)
(5.6%)
(0.7%)

Life expectancy
Male:

1.3

I 130000
97000000
63000000
7900 000

72.6 years
130000000
45.6%
14.5%
23%

US$272.82

Care of the elderly

Most of the elderly people take care of themselves or through support from their family
members. Traditionally, high regard is paid to the elderly who generally lived in extended
families. With rapid socioeconomic change. family patterns are moving towards a more nuclear
model. In 1987,16.3% of the elderly lived alone, 29.2% in two-generational households, and
50% in three.
3.

Health care of the elderly

Health care network is well developed in urban and rural China. About 87% of the
villages have health stations which provide primary health care to the elderly. In urban areas,
health care of the elderly is provided by health units at various levels. In the urban areas, most
of the elderly have free or partly free medicare, but in rural areas, medical expenses are paid by
cooperative medicare or by the patients themselves.
4.

National policy

Many urban elderly people receive a pension after 60 years of age, but for most rural
areas, a pension is not available. The Government has a five-year plan of health care of the
elderly under the Ministry of Public Health. This includes strengthening of leadership on
health care of the elderly, strengthening manpower training, health education, developing
community health services.
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COUNTRY REPORT: COOK ISLANDS

1.
1.1

1.2

Demography
Total population (1991)
60 years and over
65 years and over
80 years and over

67 years

Female:

Projected elderly population
(60 years and over by the year 2000)

1.4

Dependency ratio

1.5

Infant mortality rate

1.6

Income per capita

2.

(7.8%)

Life expectancy (1988)
Male:

1.3

18000
1453

72 years
I 800
72.2%
15.0 per 1000 live births
$NZI500

Care of the elderly

The care of the elderly in Cook Islands is the responsibility of the elderly themselves, the
immediate family and then the extended family. but as society moves towards becoming a cash
economy, the extended family system is breaking down and increasing the demand of
institutional care. Although the family has the responsibility for the welfare of the elderly, the
Ministry of Internal Affairs may assist the home situation in special cases. Financial support to
those over 60 years is provided.
3.

Health of the elderly

The provision of health care for the elderly, where necessary, is provided by the public
health nurses; in homes this involves periodic home visits, depending on the health status of the
elderly. For those unable to obtain basic care they require at home, ten .geriatric beds are
provided in the national hospital.
4.

National policy

Government provides a pension to those aged 60 years and over. The policy with
regards to health care of the elderly is not separately documented.
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COUNTRY REPORT: FIJI

I.
1.1

1.2

Demography
Total population (1986)
60 years and over
65 years and over
80 years and over

61.4 years

Female:

Projected elderly population
(60 years and over by the year 2()()()

1.4

Dependency ratio

1.5

Infant mortal ity rate (1989)

1.6

Income per capita

2.

(4.61 %)
(2.93%)
(0.36%)

Life expectancy
Male:

1.3

715375
33032
20989
2599

65.2 years

64 ()()()
72%
17.0 per )()()() live births
US$I 127

Care of the elderly

The majority of the elderly are looked after by their families in their homes. Only about
0.4% live in residential care facilities. With socioeconomic changes, the family pattern seems
to be favouring the nuclear model. In some rural areas, care of the elderly is provided by the
village.
3.

Health care of the elderly

The frontline health care of the elderly is undertaken by medical practitioners at
government stations, and a few, mainly in urban centres, go to general practitioners. Public
health nurses and community health workers give advice and refer the elderly to hospitals
during their home visits as necessary. Traditional practitioners are often the frontline health
workers. The government medical rehabilitation unit provides some assistance to the elderly.
4.

National policy

The Fiji National Provident Fund has a pension scheme for a small number of elderly
citizens who have reached the age of 55 years and who have been employed previously.
There is no national policy on the health care of the elderly at present.
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COUNTRY REPORT: HONG KONG

I.
1.l

1.2

Demography
Total population (1992)
60 years and over
65 years and over
80 years and over

75.1 years

Female:

Projected elderly population
(60 years and over by the year 2(00)

1.4

Dependency ratio

1.5

Infant mortal ity rate (1991)

1.6

Income per capita (1989)

2.

(13.1%)

Life expectancy (1992)
Male:

1.3

761800

Care of the

80.7 years
926700
41.8%
4.7 per 1000 live births
US$\O 916

elderl~

Since over 99% of the population in Hong Kong is Chinese, it is accepted that the family
has a responsibility to look after its older members. With the continual urbanization and
westernization of the community during the last few decades, there is an obvious trend towards
a preference for the nuclear family rather than the extended family. Several types of
accomodation are available ranging from hostels for those who are still capable of self-care. to
homes-with-meals, to general care and nursing care homes.
3.

Health of the

elderl~

Medical care takes the form of a dual system, public or private. In general, 80% of all
hospital care is provided by 30 public hospitals run by the Statutory Hospital Authority and
only 15% of primary medical consultations are obtained from the 56 general outpatient clinics
of the Department of Health. Geriatrics, as a clinical specialty, is well developed. It offers
inpatient, outpatient, as well as day hospital, services. The Hospital Authority offers
community nursing services whereby patients requiring nursing care are visited by nurses
regularly. The rehabilitation team provides various therapies but mainly for the disabled
staying in their own homes.
4.

National

polic~

In 1989, the Government set up a working party on primary health care to review
primary health care services in Hong Kong. In 1990, a working party was established to
formulate the future policy direction for social welfare services in order to promote the
well-being of the elderly in all aspects of their life through services that will enable them to
remain in the community for as long as possible. The Government provides financial assistance
to the elderly in need, such as non-contributory old age allowance for those aged 65 years and
over.
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COUNTRY REPORT: JAPAN

1.
1.1

1.2

Demography
Total population (1991)
60 years and over
65 years and over
80 years and over

76.1 years

Female:

Projected elderly population
(65 years and over by the year 2000)

1.4

Dependency ratio

1.5

Infant mortality rate

1.6

Income per capita (1988)

2.

(18.1%)
(12.6%)
( 1.0%)

Life expectancy (1991)
Male:

1.3

124000000
22500 000
15600000
1200 000

82.1 years
21 500 000

(16.9%)
43.3%
4.6 per 1000 live births

US$23416

Care of the elderly

Japan also has a tradition of the elderly living with their families; but this is changing as
the socioeconomic situation develops. At this stage, the elderly are cared for by their
immediate families, communities, or the state.
3.

Health care of the elderly

Public health nurses generally do frontline health care of the elderly, including health
services, medical services and welfare services with home helpers. Various hospitals and
clinics provide acute medical services to the elderly.
4.

National policy

The government has a "Gold Plan" under the Ministry of Health and Welfare. This is a
ten-year programme of health promotion, disease prevention and disability postponement which
will train 100 000 home helpers, increase institutional and temporary stay beds by 500 000, and
build 10 000 domiciliary care centres. The Government provides pensions to those aged
60 years and over.
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COUNTRY REPORT: REPUBLIC OF KOREA

I.

1.1

1.2

Demography
Total population (1990)
60 years and over
65 years and over
80 years and over

67.4 years

Female:

Projected elderly population
(60 years and over by the year 2000)

1.4

Dependency ratio

1.5

Infant mortality rate

1.6

Income per capita

2.

(7.6%)
(5.0%)
(0.6%)

Life expectancy (1990)
Male:

1.3

42000000
3 200 000
2 tOO 000
252000

Care of the

75.4 years
47800 000
44.5%
12.5 per 1000 live births
US$6500

elderl~

Most of the elderly people in the Republic of Korea are cared for by their family
members, except indigent persons who are cared for by the Government. Recent surveys have
shown that many young and middle-age people wish to live as nuclear families and take care of
their own well-being.
3.

Health care of the

elderl~

Existing health care for the elderly is provided by hospitals and clinics in urban areas. In
rural areas, health care is provided by health care networks, such as health centres, health
subcentres and primary health care workers.
The medical insurance programme was established in 1977 and 1979 for the employees of
private companies, and for the civil servants and private school teachers, respectively. It
expanded its coverage to rural areas in 1989. Government employees provide 50% of the
insurance fund by contributions; the government provides the rest. The Government has a plan
to conduct a home care nursing demonstration project.
4.

National

polic~

The Government provides pension to the elderly 60 years and over. There is a "Week of
Respect" to encourage the spirit of respect for the aged. In 1989, the Government established
an Expert Committee to develop policies to improve the social welfare for the elderly. The
Ministry of Health and Social Affairs has special medical care treatment and livelihood
protection programmes for the low-income aged.
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COUNTRY REPORT: LAO PEOPLE'S DEMOCRATIC REPUBLIC

1.
1.1

1.2

Demography

48 years

Female:

Projected elderly population
(60 years and over by the year 2000

1.4

Dependency ratio

1.5

Infant mortal ity rate

1.6

Income per capita (1992)

2.

( 6.09%)
(3.91 %)
( 0.63%)

Life expectancy
Male:

1.3

4360 000
265524
170476
27468

Total population (1992)
60 years and over
65 years and over
80 years and over

52 years
700000 (15-19%)
93%
118.0 per 1000 live births
US$270

Care of the elderly

As in other developing countries, extended families and immediate families are the main
care-givers of the elderly. A few of the elderly are looked after by the State.
3.

Health care of the elderly

The aged people have to come to primary health care centres to get medical services.
Both traditional and modern medical professionals participate in the health care of the elderly.
Two years ago, an aged care unit was established in Mahosot Hospital for demonstration
and teaching.
4.

National policy

The Government has a health care of the elderly policy, but only a part of the aged
people have received pensions. Great effort has been made towards controlling common
diseases, such as malaria, gastrointestinal and respiratory diseases (including tuberculosis).
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COUNTRY REPORT:

I.
1.1

1.2

Demography
Total population (1991)
60 years and over
65 years and over
80 years and over

18 180853
112 721
599856
113 882

(6.2%)
(4.0%)
(0.7%)

Life expectancy
Male:

1.3

~y~

69 years

Female:

Projected elderly population
(60 years and over by the year 2000)

74 years
1529800

1.4

Dependency ratio (1991)

74.5%

1.5

Infant mortal ity rate (1991)

12.6 per 1000 live births

1.6

Income per capita (1992)

2.

US$3022

Care of the elderly

Traditionally and particularly in rural areas, the family takes care of the elderly and this
practice is believed to be widespread and practised by all racial groups. There are many
institutions or old folk homes providing food, shelter, some basic recreational facilities and .
occupational therapy.
3.

Health care of the elderly

In general, health needs of the elderly are cared for by public medical and health services
in the country. Primary health care of the aged is included in the family health programme.
Other aspects of the elderly such as disease prevention, dental care and nutrition, and other
needs of the elderly are integrated into various programmes. Community health education
programmes are available to all age groups.
4.

National policy

A pension is available only for retired government servants after at the age of 55, and if
the pensioner dies, the pension is passed on to the spouse.
Since 1990, the Ministry of National Unity and Social Development has established a
"National Advisory Committee on the Elderly and Handicapped". Recommendations on
improving health and welfare of the elderly are being developed.
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COUNTRY REPORT: NEW ZEALAND

1.

I.l

1.2

Demography

72.4 years

Female:

Projected elderly population
(60 years and over by the year 2000)

1.4

Dependency ratio

1.5

Infant mortality rate (1991)

1.6

Income per capita (1992)

2.

(15.64%)
(11.26%)
(0.92%)

Life expectancy
Male:

1.3

3454900
540 380
398160
82550

Total population (1992)
60 years and over
65 years and over
80 years and over

78.3 years
562100
53%
9.6 per 1000 live births
US$18396.57

Care of the elderly

The family predominantly care for older people who are unable to care for themselves.
This is complemented by a variety of home services. These services assist the older person
directly such as personal care or 'meals-on-wheels', and are also aimed at assisting the care
giver, such as dllY care where the older person attends a centre for part of a day to allow the
care giver time for themselves or to attend to other responsibilities.
When family and community services are no longer able to meet the patient's needs,
institutional care is provided after a comprehensive assessment.
3.

Health c*e of the elderly

General f' edical practitioners are the major primary health care providers for older
people. In the ommunity, public health nurses focus on health promotion. District (or
domiciliary) nu ses provide nursing services to people in their own homes. Nursing services
are available in institutional settings. Community hospitals provide rehabilitation services to
the elderly.
4.

National policy

New Zealand provides a pension for people aged 61 years and over. In 1992, the
Government decided to support the independence of people with disabilities (including old
people). Social welfare and community services are generally well developed in meeting the
needs of older people.
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COUNTRY REPORT: PIllLIPPINES

I.

Demography

1.1

Total population (1990)
60 years and over
65 years and over
80 years and over

1.2

60 480 000
2900000
1700 000
190 709

( 4.97%)
( 3.14%)
(0.31 %)

Life expectancy
Male:

63 years

Female:

Projected elderly population
(60 years and over by the year 2000)

1.3

67 years
4500 000

1.4

Dependency ratio (1990)

72.1%

1.5

Infant mortal ity rate (1990)

50.3 per 1000 live births

1.6

Income per capita (1988)

2.

US$668

Care of the elderly

Concern and care of the elderly members of the family is a deeply-ingrained Filipino
tradition. This is recognized by the Constitution, making available essential social services to
the priority groups, which include the sick, elderly. disabled. women and children.
3.

Health care of the elderly

The primary level of the health care network provides basic health services to the elderly.
Health education, promotion and primary care are advocated. Due to a lack of doctors and
nurses, the midwife generally does the frontline health care of the elderly. Some cases in need
are referred to hospitals.
4.

National policy

The Department of Social Welfare and Development is responsible for the development
of comprehensive social welfare and programme designed to promote the well-being of the
elderly. Senior citizens who are at least 60 years of age with an income not exceeding P60 000
annually are entitled to the following privileges:
(1)
free medical and dental services in government establishments, 20% discount in
the purchase of medicines from drugstores; from all establishments relative to utilization
of transportation, restaurants and recreation centres, and on admission fees to places of
culture, and amusement centres.

(2)

exemption from payment of individual income taxes.
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COUNTRY REPORT:

I.
1.1

Demoeraphy
Total population (1991)

161 298
9800
6348
1700

60 years and over

65 years and over
80 years and over
1.2

(6.08%)
(3.94%)
(1.05%)

Life expectancy
Male:

1.3

~SAMOA

58 years

Female:

Projected elderly population
(60 years and over by the year 2000)

65 years
12000

1.4

Dependency ratio (1991)

80%

1.5

Infant mortality rate (1990)

22.4 per 1000 live births

1.6

Income per capita (1992)

2.

US$1624

Care of the elderly

In Western Samoa, the extended family takes the responsibility for care for the elderly.
But more elderly now live alone due to migration and have to depend on themselves or on
neighbours. A home for the aged run by a Catholic mission takes in old people who have no
one to look after them or who may have been brought in by paying relatives who are unable to
adequately care for them
3.

Health care of the elderly

There is no agency or health worker specializing in the care of the elderly. Aged people
are brought to a doctor only when they are sick.
Nursing service is available in the home for the aged. The nurse checks on those ill at a
routine weekly consultation and then follow-up to the national hospital where primary and
secondary health care is available.
4.

National policy

The government provides a pension, free drug supplies and free medical care to those
who are 65 years and over.
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COUNTRY REPORT: SINGAPORE

I.
1.1

Demography
Total population (1992)

2818200
264 700
178000
32400

60 years and over

65 years and over
80 years and over
1.2

73.5 years

Female:

Projected elderly population
(60 years and over by the year 2000)

1.4

Dependency ratio (1992)

1.5

Infant mortality rate (1992)

1.6

Income per capita (1992)

2.

(1.1%)

Life expectancy (1991)
Male:

1.3

( 9.4%)
(6.3%)

78.0 years
330000

(11 %)
41.6%
5.0 per 1000 live births

US$23 000

Care of the elderly

The family is the main care-giver in caring for the elderly. In 1986, 99 % of the elderly
lived with at least one other person, mainly in nuclear and extended families. Sixty-eight
percent received financial support from their children or grandchildren. The elderly were also
active participants in their family's activities. Less than 2 % of the elderly live in institutions.
The institutionalized elderly are mostly those with no family or close friends to stay with and
with no means of financial support.
3.

Health care of the elderly

The frontline care is provided by primary care workers. For the majority of the elderly
living in the community, the private practitioner is the main source of medical care. Hospital
and outpatient services are provided to serve the population in general. Geriatric medicine with
beds has been set up in some general hospitals. Community-based health care for the elderly is
provided by 15 home nursing centres and 5 senior citizen health care centres. There are 40
nursing homes which provide about 3 000 beds.
4.

National policy

In 1991, the Government appointed a Review Committee on National Health Policies.
The Committee's report "Towards Better Health Care" identified the following areas in the
health care of the elderly: (i) more geriatric beds in general hospitals and more beds for
convalescence and respite care; (ii) nursing homes for the chronically sick elderly; (iii) day care
and respite facilities; (iv) expansion of the home support programme to provide domiciliary
medical care, home nursing and home help services; and (v) health education and health
screening facilities.
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COUNI'RY REPORT: SOLOMON ISLANDS

I.
1.1

1.2

Demo&raphy

59.9 years

Female:

Projected elderly population
(60 years and over by the year 2(00)

1.4

Dependency ratio

1.5

Infant mortal ity rate (1989)

1.6

Income per capita (1988)

2.

( 4.5%)
( 3.2%)
( 1.92%)

Life expectancy
Male:

1.3

280911
13 710
9114
5383

Total population (1991)
60 years and over
65 years and over
80 years and over

61.4 years
12 000
109%

42.9 per 1000 live births
US$624

Care of the elderly

Family members and relatives are directly responsible for the care and general well-being
of their elderly. There are currently no government contributions to this level of care either by
way of allowances or pensions.
3.

Health care of the elderly

When any member of the elderly require general health or medical care, they are assessed
by nurses and, if required, by doctors. If institutionalization is warranted, they are admitted for
a limited time in order to be treated. Family care also forms part of this inpatient care. There
is no special facilities or institutions such as nursing homes or a hospice in the Solomon Islands.
4.

National policy

In the Solomon Islands, the culture encourages families to care for the elderly. There is a
great potential for government and nongovernment organizations to be involved in strategically
focusing the use of limited resources to increase or improve the quality of care that families
could offer to their old members.
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COUNTRY REPORT: VIET NAM

I.
1.1

1.2

Demography
Total population (1989)
60 years and over
65 years and over
80 years and over

(7.19%)
(3.5%)
(0.05%)

Life expectancy
Male:

1.3

64411688
4632490
2312380
32206

63.6 years

Female:

Projected elderly population
(60 years and over by the year 2000)

67.8 years
6400 000

1.4

Dependency ratio

86%

1.5

Infant mortal ity rate

45.0 per 1000 live births

1.6

Income per capita (1989)

2.

US$175

Care of the elderly

The elderly in Viet Nam usually live with their children and receive care from their
family members. The Government provides some institutional care but only for those who have
no one to look after them such as war victims.
3.

Health care of the elderly

Basic medical care is given by primary health care workers and by assistance of Red
Cross workers. There has also been special treatment for the elderly in terms of medical care
and medicine in the major hospitals. The NatIonal Institute of Gerontology has conducted some
medical and research activities in this field.
4.

National policy

Health care for the elderly is protected hy the Constitution. The Government is trying to
identify community models which would be appropriate for the situation in the country.
The Government provides invalid pensions for the infirm aged 55-60 years and over.

COUNTRY QUESTIONNAIRE SUNHARY
COUNTRY

POLICY

Male

60
Female

Total

Male

65
Female

Total

Male

Female

Total

8.7

15.6

4.8

6.4

11.2

1.5

0.75

2.25

AUS

.;

72.7

79.2

76.0

6.9

CHN

J

66.0

69.0

67.5

-a

COK

x

67.0

72.0

69.5

4.1

3.7

7.8

-a

F'IJ

x

61.4

65.2

63.3

2.33

2.29

4.62

1.46

1.47

JAP

.;

76.1

82.1

79.1 c

7.8

10.4

18.2

5.1

7.5

KOR

J

67.4

75.4

71.4

5.9

9.3

7.6

3.7

LAO

I

48.0

52.0

50.0

6.10

6.08

6.09

k!AA

x

69.0

74.0

71.5

2.9

3.3

6.2

8.6

NEZ

J

72.4

78.3

75.4

a

SIN

J

73.5

78.0 c

75.8

8.7

10.2

SOL

x

59.9

61.4

60.7

2.5

vrN

.;

63.6

67.8

65.7

3.02

11 ~

not reported

d = 1992

80

LIFE EXPECTANCY
Male
Female Average

b

5.6b

45.6
72.0
0.2

0.36

70

12.6

0.9

1.7

2.5

43.3 c

6.2

4.9

0.3

0.9

0.6

44.5

3.88

3.94

3.91

0.59

0.66

0.63

93

1.8

2.2

4.0

0.3

0.40

0.70

66

0.27

0.65

0.92

53

4.6

4.0

42

2.93

4.76

7.60

9.4

5.6

7

6.3

3.4

2

4.5

5

2.5

7.5

-a

4.17

7.19

1.41

2.18

3.59

0.013

g

49.4

0.16

b .. 1990
e

DEPENDENCY
RATIO (%)

grouped as 75 and above

11.26

e

109

0.05

86

N/A
0.037

.l:-

c - 1991

z>
z['1

::<
w

0:>

>
~

COUNTRY

FAMILY

CARE BY
EXTENDED FAMILY COMMUNITY

STATE

PENSION

!~w

t:J:l

AUS

J

CHN

j

J

COK

j

J

FIJ

j

J

JAP

/

KOR

J

LAO

j

MAA

./

J

J

J

(65y for males; 60y for females)

j

./

J

(6Oy: not in most rural areas)

J

(6Oy: NZS100 per month)

J

(55y: small no. of elderly previously employed)

J

(6Oy)

J

.j

J

J

J

.j

(6Oy)

j

j

J

x

(but there are invalid pensions,
official pensions)

/

(55y: only for retired government servants and
on death to spouse)

NEZ

.j

SIN

j

J

x

SOL

j

j

x

(National provident fund for those who have paid
jobs only)

VTN

j

/

j

(55·60 invalid pension for infirm elderly)

./

j

/

(61y)

J:'-

"->
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ANNEX 4

PROMOTION OF WELL-BEING IN AGING: TOWARDS TIlE
COMPRESSION OF MORBIDITY

Ichiro Tsuji, M.D.
Department of Public Health and WHO Collaborating
Centre for Well-being in Aging
Tohoku University School of Medicine
Sendai 980, Japan

As the concept of well-being is so broad, this paper focuses on the health-related quality
of life, and especially the duration of time spent in disability. The subtitle of this paper,
'Towards the Compression of Morbidity', is, the writer believes, the essential goal for all
health professionals.
Over the past century, one of the largest changes in people's health has been the rapid
increase in average life expectancy. In Japan, the average life expectancy increased by 37 years
for both males and females during the last one hundred years. What has happened with the
increase in life expectancy? If one looks around the streets, one sees a lot of elderly people
apparent Iy alone. The majority of hospital beds are occupied by elderly people, and people are
afraid of becoming demented in the future. Now, people are asking themselves, "Is living
longer a good thing or a bad thing? Is this a reward or punishment? Do we live longer at the
cost of its quality"? These are becoming the central questions posed to all health professionals
allover the world. This paper attempts to answer these questions, and it starts with the
optimistic prediction made by Fries on compression of morbidity.
What is compression of morbidity? Fries predicted that the period spent associated with
morbidity or disability will be compressed or shortened in the future. First of all, he made an
assumption that there is a limit beyond which life expectancy becomes fixed. Up to that time,
primary prevention can delay the onset of morbidity, and reduce the period spent with
morbidity although not extend life beyond this limit. This is the compression of morbidity.
What will happen if morbidity is compressed? Fries gave an optimistic view, stating
that, in the future, the majority of people will die a natural death in which the duration of
morbidity has become very short. According to Fries, in such a society, the number of very
old people would not increase; the average period of diminished vigor would decrease; chronic
disease would occupy a smaller proportion of the life span; and, the needs for medical care in
later life would decrease. This is a rosy, rosy dream. It might be wished that such a dream
would come true.
His first assumption of a static life expectancy has been challenged and debated, but this
issue will not be discussed here. Instead, it can be understood that the compression of
morbidity could also be achieved even while life expectancy is increasing. In this case, the
degree of delaying the onset of morbidity has to surpass the increase in life expectancy.
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Up to now, nobody has presented evidence to support the concept of the compression of
morbidity. The majority of researchers are doubtful about its reality. However, most of the
evidence against the compression of morbidity is based on the prevalence type of studies, and
very few people actually measured the duration of morbidity.
How can the length of morbidity in later life be measured? The hypothetical schema of
functional decline in later life can be depicted. First, the individual is functioning normally,
that is, in a state of well-being. Then, these functions start declining at some point, and become
worse with time. Eventually, such function declines into a stage of morbidity, followed by a
stage of disability, and then death. Such a transition in functional status could be transferred to
survival curves for mortality, morbidity, and disability.
Based on these assumptions, Katz introduced active life expectancy. Active life
expectancy can be defined as the expected duration of functional well-being. So, the difference
between total and active life expectancies represents the number of years spent with disability.
In order to answer whether compression of morbidity is a trend or not, the number of years
spent with disability at two different birth cohorts of Japanese males, who were aged 65 years
in 1970 and 1990, have been estimated.
The cohort aged 65 in the year 1970 is now 88 years old, and are in the midst of being
'old-old'. The people in the 1990 cohort has just reached the age of being 'elderly'. Between
1970 and 1990, the total life expectancy of the people aged 65 years increased from 12.5 years
to 16.1 years, that is life expectancy prolonged by 3.6 years. If the active life expectancy
increased more than 3.6 years, the period of morbidity is decreasing, and therefore there has
been a compression of morbidity. If less than 3.6 years, the period of morbidity has actually
been extended. To estimate active life expectancy, the age-specific incidence of disability is
needed.
The incidence of disability was estimated using the results of the Sendai Longitudinal
Study of Aging, which is a follow-up study on the population-based sample of elderly people.
This is 5 % of a random sample from the people aged 65 and over living in Sendai City in northeastern Japan. The sample size was about 3700. In 1988 and 1991, health surveys of these
people were repeated, and demographic variables, living arrangements, ambulatory activities,
and activities of daily living (ADL - which is the ability to perform dressing, eating, bathing,
and toileting) were investigated. In addition, screening and diagnostic workups for dementia
were carried out. In this study, disability was defined as being dependent on others in
performing one or more of the four basic ADLs. Based on this survey, the age-specific
incidence of disability was estimated.
The incidence of disability was found to increase with age. Comparing the rates between
sexes, the incidence was higher in males up to 75 years old. But in those aged 75 and over, the
incidence was higher in females. Based on this incidence data, the writer estimated the active
life expectancy of two birth cohorts, that is, those aged 65 years in year 1970 and those in
1990. In this estimation. it was assumed that the incidence of disability did not change between
1970 and 1990.
Figure 1 shows the years with disability between 1970 and 1990 cohorts. For those aged
65, the years with disability increased from 1.4 years in 1970 to 2.2 years in 1990. For those
aged 75, it increased from 0.8 years in 1970 to 1.5 years in 1990. For those aged 85 years, it
increased from 0.9 to 1.3 years. The conclusion is, as long as the incidence of disability is
constant, the compression of morbidity does not occur.
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Quality of Life between 1970 and 1990 cohorts
Years without Disability
/~-- Years with Disability

85 y.o.

f----~~

65 y. o. 1------------T77r.::r-----'~<....<....L..L.

FIGURE 1
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People are living longer. But what is the quality of the added years? The added years of
life will generally be a mixture of both active and disabled life. F~r those aged 6S years,. 3.6
years were added to their lives between 1970 and 1990. Out of thIS 3.6 years, p~ple enJo~ 2.7
years of active life but have to suffer from disability for additional 0.9 years, whIch OCCUpIes
about a quarter of the added years. For those aged 7S years, about 30% of the additional years
were spent with disability. For those aged 8S years, people suffered disability for more than
40 % of the extra years.
As the total life expectancy increases, the active life expectancy also increases. But the
speed of increase in active life expectancy is not as fast as that in the total life expectancy. As a
result, the period spent with disability is still increasing along with, but less than, the prolonged
total li fe expectancy.
Under the assumptions made, the compression of morbidity is unlikely to happen
significantly in the near future. If this is the case, then we have to expect that the quality of life
among elderly people will be worse in the future, and the burden on medical and social
resources in later life will be increased. As the number of elderly people is increasing very
fast, the burden to society could soon become tremendous.
Before getting too depressed, here is another question, "How can we compress
morbidity"? The above estimate was based upon the assumption that the incidence of disability
would remain constant in the future. In order to compress the morbidity, how much is needed
to reduce the incidence of disability?
In order to answer this question, a simulation study was made to examine the relationship
between the rate of reduction in the incidence of disability and the number of years spent with
disability. For simplicity, it is assumed that this reduction in the rate would occur equally for
all age group. Figure 2 shows the result of the simulation study. The horizontal line represents
the number of years spent with disability among the 1970 cohort. Another curve represents the
estimated years with disability for 1990 cohort, assuming different reduction rates in incidence
of disability. As the incidence reduces, the number of years spent with disability also
decreases. This simulation study tells that, success in reducing the incidence by 50% would
mean success in compressing morbidity.
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Relation between the incidence of disability and
the years spent with disability (males; 65 y.o.)
( yrs )
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So, the next question is, "Can the incidence of disability be halv~'?" Th~ answer is yes.
The writer is quite optimistic about this possibility. The reasons for thIS optI~lsm ar~ threefold. One is the flexibility of disability. second is the effectiveness of prevent.lve se~lces, and
third is the heterogeneity of elderly people. These points are explained more In detaIl.
The estimate of active life expectancy did not count the recovery of disability. The
Sendai Longitudinal Study shows that disability status among the elderly is highly reversible.
For those who were dependent in 1 or 2 tasks of ADLs, one-third of those aged from 65 to 74
years and 7% of those aged from 75 to 84 years recovered the normal status after three years.
For those with severe ADL disability, 22 % of those aged from 65 to 74 years, and 10% of
those aged from 75 to 84 years improved in their ability to perform ADLs. This probability of
recovery is dependent on age and the initial ADL levels. Altogether, after adjusting for death,
about 30% of those who were disabled in 1988 improved in their ADL performance in 1991.
This 30% recovery rate is quite consistent with American data. Accordingly, the disability
status among the elderly is, at some point, highly reversible, suggesting the possibility to
improve ADL status among the elderly. If flexibility is taken into account, the survival curve
of disability and active life expectancy forms a completely different picture. In fact, according
to Branch and his colleagues. such consideration increased the estimate of active life expectancy
from 9.3 to 11.3 years. More active interventions to promote recovery from disability need to
be done, and it is suggested that community-based rehabilitation is the best way to do this.
Flexibility of disability - this is the first reason for the writer's optimism.
The second reason for the optimism is the effectiveness of preventive services for the
elderly. Numerous data concerning the effectiveness of the preventive health services have
been accumulated. The following are a few examples of major, large, randomized controlled
trials of primary prevention in cardiovascular diseases. Multiple Risk Factor Intervention Trial
(MRFlT) examined the results of smoking cessation counselling, treatment of hypertension. and
dietary fat reduction. Lipid Research Clinics (LRC) used cholestylamine for cholesterol
reduction. The Physicians' Health Study employed one aspirin tablet every other day, and the
Helsinki Heart Study examined the effect of gemfibrosil for cholesterol reduction. The total
mortality was nearly the same between the intervention and the control groups in all of these
studies. Coronary deaths were inconclusive among the studies. However, the number of
morbid events, such as angina pectoris, intermittent claudication, etc, were highly and
significantly reduced among the intervention groups. These studies agreed that the effects of
preventive interventions are greater on morbid events than on mortality. This is the very
phenomenon of the dream of compression of morbidity.
Another example of the effectiveness of the preventive services for the elderly comes
from a randomized controlled trial on preventive health services for the elderly people living in
Baltimore. USA (Senior Health Watch Project). The intervention was a set of comprehensive
services including health check-ups, cancer and cholesterol screening, health counselling and
education, and vaccination. This intervention lasted for two years, and the change in health
status was compared between the intervention and the control groups. Change in the health
status was measured by Quality of Well-Being Scale developed by Kaplan and his colleagues.
This scale includes the subjective symptoms of illnesses, the ability to perform ADLs, and the
participation in job and leisure activities. The score ranged from 0 to I. In this scale, death
was rated as o. During the two-year follow up, the mean scale of both groups decreased. It is
simply because some people died, some has just contracted a disease, and some got worse. In
average, control group got worse by 0.083, and the intervention group 0.063, a significant
difference between the groups. In other words, the intervention successfully prevented the
decline of well-being among the elderly. Therefore, this preventive service was highly
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beneficial to the elderly people. It was effective in preventing functional decline among the
elderly.
How about the cost? Was it also cost-effective? The Senior Health Watch also examined
the cost between the groups. The results indicated no difference in the cost between the groups,
even after including the cost of the interventions. It is therefore concluded that the preventive
health services for the elderly are effective, as well as cost-effective. Effectiveness of the
preventive services - this is the second reason for the writer's optimism.
The third reason for optimism is the heterogeneity of elderly people. The myth of ageassociated changes in human functions need to be challenged. According to the statistics, a lot
of human functions change with increasing age. With aging, blood pressure increases, muscle
strength decreases, memory and mental performance decline, and so forth. These changes are
generally discussed as if such age-associated changes in function always come to everyone, and
nobody is spared from such processes. However, this is obviously not true. It should always
be kept in mind the heterogeneity among the elderly people. For example, according to a crosssectional comparison, the mean systolic blood pressure of people increases with age. However,
looking at the histogram of the different age-groups, respectively, one would recognize that the
distribution patterns are different among the age groups, that is, the individual variance
becomes larger with age. The mean value of blood pressure becomes higher with age because
an increasing number of people fall into the hypertensive range. However, the most frequent
range over all generations remains between 120 and 140. In the Sendai study also, not
everyone became hypertensive with aging. Only an increasing fraction of the people became
hypertensive with age and the majority did not.
The previous findings were based on the cross-sectional comparisons. A longitudinal
study, a follow-up of the same subjects over the years, gives an even more accurate picture.
According to the results from the Baltimore Longitudinal Study of Aging, the patterns of
change in blood pressure are highly variable among people. Some people became hypertensive
with age, but others did not. Blood pressure elevation with age does not always affect
everyone. More attention needs to be given to individual variation and heterogeneity in elderly
people.
According to a review article on heterogeneity, most studies indicated that individual
variability increases with aging. Heterogeneity in the aged is a key concept for gerontologists.
Based on the observation of aged heterogeneity, Manton concluded that many physiological
changes associated with aging can be identified with age-related pathological changes and are
not directly tied to intrinsic aging processes. He suggested that there is greater potential for
specific interventions in select dimensions of age-related health changes. If it is true, the dream
of the compression of morbidity will come true. This is the third reason for optimism.
Various reasons have been presented why the writer is optimistic about the compression
of morbidity. Then, the next question is, "What practical steps can be taken to prevent or
postpone the onset of disability in later life?" In order to answer this question, first, it needs to
be known which diseases are more likely to cause disabilities. Then, one need to know to what
degree these diseases are preventable.
According to the national representative data taken in the United States, the association
between chronic diseases and disabilities is the stron"est in arthritis, followed by
arteriosclerosis, cerebrovascular diseases, and fractu,e. Although the impact of dementia is not
strong among those aged from 65 to 74, it increase~ with aging and becomes the second largest
disease among those aged 85 and over.
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Accordingly, these five diseases: arthritis, arteriosclerosis, cerebrovascular
fracture, and dementia, are the major causes for disabilities. How preventable are
now, it has been very difficult to prevent dementia, especially the Alzheimer type.
partial success has been obtained in preventing stroke, and it is hoped that success
with other diseases.

disease,
they? Up to
However,
will continue

What is needed to realize the dream of compressing morbidity? First of all, health
promotion of the elderly should be encouraged. Disease prevention should also be focused on
the disability-causing diseases. Once such a disease is established, the need to increase
resources and energy in reversing the disability is great involving rehabilitation in hospitals and
in the community.
In closing, the writer would like to quote Dr Rusk, a pioneer of medical rehabilitation
who said that" ... rehabilitation does not add years to life but adds life to years". Today, this
is not the only purpose of rehabilitation, but it is the essential responsibility of all health
professionals to realize' compression of morbidity'.
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HEALTH CARE OF THE ELDERLY
IN THE WESTERN PACIFIC REGION

DrLinYan
Deputy Director
Division of Health of the Elderly and Rehabilitation
Department of Medical Administration
Ministry of Public Health
Beijing 100725, China

Introduction
There are more than 376 million people in the world aged 60 years or above. The
number is expected to rise to 590 million by the year 2000, and 976 million by the 2020. By
1980 more than half of those who have reached the age of 65 years will be living in the
developing countries. Demographic projections show that from then to the year 2000 almost
three-quarters of the increase in population aged 65 and over will occur in developing areas of
the world (Table I).
Table 1. Projected Increase in the Elderly
Population of the World

Area

Projected increase in the population aged
65 years and over, 1980-2000 (in millions)

The World

138

Developing Areas
China
India
Other

32
17
51

Developed Areas
USSR
USA
Other

10
7
21

100

38

* WHO Tech.

Rep. Ser. No. 706, 1984

Although aging and health care of the elderly is often not yet a high priority issue for
policy makers and health planners in most countries of the Western Pacific Region, there is a
growing need to pay more attention to the important health issues associated with popUlation
aging.
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Demographic Characteristic and Trends About Agine and the Elderly
Since the end of Second World War, mort.ality has been falling in virtually all developing
countries in Asia and in the Pacific countries, although the pace of improvement has been
slowing in recent years. In addition, in a number of these countries, fertility has also been
declining substantially over the last two or three decades (fable 2).
As a result of these demographic developments and social and economic changes,
population age distributions and household structures have been changing dramatically in many
countries of the region (fables 3 and 4).
Table 2. The Decreasing Birth Rate
Countries/
Areas

Birth Rate Change
(per thousand)

Duration

Japan

1947 - 1957

34.3 - 17.2

Hong Kong

1961 - 1971

34.3 - 19.7

Singapore

1964 - 1974

32.8 - 19.7

China

1969 - 1979

34.1-17.8
Population Aging in Asia, JOICFP, 1989

Table 3. Average Annual Population Growth

Country Group

1965-73

Average Annual Growth (%)
1973 -SO
1980-90 1990-2000

Sub-Saharan Africa

2.6

2.7

3.2

3.2

East Asia

2.6

1.7

1.6

1.4

South Asia

2.4

2.4

2.3

1.9

Europe, Middle East,
and North Africa

I.S

2.0

2.0

2.0

Latin America and Caribbean

2.6

2.4

2.1

1.8

High-income Countries

1.0

O.S

0.7

0.6

World Development, 1991
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Table 4. Average Annual Change of Population
in some Countries! Areas (per thousand)
Countries! Areas
Australia

Year
1985-1986

Birth Rate

Death Rate

Annual Increase

15.2

7.2

7.9

China

1990

20.98

6.28

14.70

Cook Islands

1986

24.0

6.7

18.4

Fiji

1987

29.8

5.6

24.0

Hong Kong

1987

12.5

4.8

7.6

Japan

1987

16.3

4.7

12.0

Kiribati

1985

37.5

13.9

24.0

Laos

1988

47.0

19.0

29.0

Macao

1988

17.9

3.2

15.0

Malaysia

1987

29.5

4.6

24.9

Nauru

1982

19.8

4.5

15.0

1983-1985

16.0

8.3

8.0

Korea

1988

16.5

5.9

10.5

Singapore

1986

16.7

5.0

10.3

Tokelau

1984

22.0

7.0

15.0

Tonga

1984

28.3

4.2

9.0

Viet Nam

1986

29.5

6.9

21.0

New Zealand

WHO-WPR Data Bank on Socioeconomic and Health Indicators, 1989
It is widely recognized that the demographic trends of the past decades in many countries
of this Region are leading to unprecedented increase not only in absolute numbers but also in
the proportions and numbers of elderly people. In particular, China has 97 million people aged
60 years and over, according to the latest census in 1990, or approximately 20% of the world's
elderly population.
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The proportions of those aged 65 years and over in the total populations of countries can
be classified in three groups: Those where the percentage of people aged 65 years and over
exceeds 10% of the population (in this WHO Region: Australia, Japan, and New Zealand); 9
countries/areas that have a proportion of between 7% and 10% (China, Hong Kong, Kiribati,
Macao, New Caledonia, Niue, Singapore, Tokelau, and Palau); others with either less than 5%
or with no data available.
Other aspects of these trends are equally important; life expectancy (Table 5) and the
variation between the sexes; the male!female ratio of the aging population; rate of growth
among the various aging categories, in particular the 'old old'. From 1985 to the year 2005,
the annual growth rate of those aged 75 years and over in China will be 3.62 %. By the year
2020,61 % (or 150 million) of the world's population aged 75 years and over will be in the
developing countries.
Japan currently has the longest life expectancy in the world and with an annual
population growth rate of only 0.7%. Countries like the Republic of Korea have seen the life
expectancy of their citizens increase by approximately 10 years over the last three decades.
Table 5. Life Expectancy At Birth
Countries!
Areas

Year

Life Expectancy at Birth (years)
Total
Male
Female
72.8

79.1

67.0

71.0

64.0

70.0

69.5

75.6

1987

74.2

79.7

Japan

1987

75.6

81.4

Malaysia

1987

69.0

71.9

New Zealand

1985

71.0

76.8

Philippines

1987

64.0

62.2

65.8

Korea

1985

68.0

64.9

71.3

Singapore

1987

71.4

76.3

Australia

1986

China

1985

Cook Islands

1987

Guam

1986

Hong Kong

68.9

72.3

WHO-WPR Data Bank on Socioeconomic and Health Indicators, 1989
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Health and the Demands of Medical Services
In general, there is no single good indicator of health of the elderly. There are several
ways to approach this subject. They are: self assessment of overall health, prevalence of
chronic illnesses and symptoms, activities of daily living and use of medical services.
Physical Health
In the WHO Four-Country Study (60 years and over), at least half of the study population
reported that they fell quite healthy (Andrews et. al., 1986). In Fiji, 64 % of women and 53 %
of men felt healthy. In Republic of Korea, 54% of men felt healthy compared with 45% of
women. In Malaysia, most people (72 %) responded positively to the question. Eighty four
percent of elderly Filipinos regarded themselves as very healthy. In Singapore, two-thirds of
the aged living in the community regard themselves as enjoying good health.
The prevalence of some symptoms is shown in Table 6.
Table 6. Prevalence of Some Symptoms of Aged 60 Years and Over
Prevalence (%)
Malaysia
Phil ippines

Symptoms

Fiji

Korea

Singapore

Difficulty Hearing

28

16

2

8.1

Difficulty Seeing

31

13

2

10.6

Sleep Difficulty

42

41

31

34

Forgetful

71

52

58

41

Andrews et. al., 1986; Chen Ai Ju, 1988

In urban China, 58.8% of Chinese 60 years and over have at least one kind of chronic
disease according to a survey of 9 provinces. These chronic diseases are mainly hypertension.
chronic bronchitis, coronary heart disease and rheumatic arthritis. The prevalence, two weeks
prior to the survey, was 18.6%, significantly higher (p<O.OI) than that in the all-ages group.
The survey showed that most of the elderly were completely mobile with only 3.5% being
bedridden.
Use of Medical Services
In the survey mentioned above, subjects were asked about their recent contact with health
professionals, in particular during the two weeks prior to the survey, because other studies have
shown that recall over longer periods of time can be inaccurate. The rate of contact with health
professionals in that two weeks was 23.8%, but only 14.6% for all-ages group. This means a
tremendous demand for outpatient services by the elderly. Taking this contact rate and the
number of cases who were ill but not able to contact health professionals, the annual demand
for outpatient services by the elderly individuals in urban China is on an average of just over
eight times every year.
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The admission rate of those aged 60 years and over in urban China was 7.6 % during one
year, significantly higher in males than in females and mainly for chronic diseases, in
particular, coronary heart disease, cerebrovascular disease, bronchitis, cholecystitis and
cholelithiasis. The mean length of admission was 32.4 days. From these data given in the
survey and that on bed working days in general hospitals in China, the demand for inpatient
services for the elderly was calculated to be 9.0 - 9.2 beds per thousand people, almost at the
level of 10 hospital beds per thousand old people given by surveys in the United Kingdom.
Cause of Death
As in other parts of the developing world, reliable incidence and prevalence data as well
as main cause of death of the elderly are generally not available in most countries in this
Region. However, socioeconomic and demographic changes have brought about far reaching
consequences for the health sector. In 1957, more than 40% of deaths in China were caused by
infectious and parasitic diseases, but in 1986, heart disease, cerebrovascular disease and
malignant neoplasms constituted approximately 63 % of the total number of deaths in China.
The leading causes of death for 65 years and over in China are already the same as that in the
USA (reported by the World Bank, Figure 1).
If one would look at the main causes of death for all-ages group in each country, it can be
seen that an "epidemiological transition" is taking place. In the 35 countries/areas of this
region, at least 20 of them have the leading causes of death resulting mainly from heart disease,
malignant neoplasms, respiratory disease, cerebrovascular disease and accidents.

F'iS]ure 1.

Leading Causes of Older Adult* Deaths
In the U.S. in 1950, 1979, and 1985 and in Chino

Diseases of heart
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1986

~

1950,·U.S.

~

1979. U.S.

~

1985, U.S .

•

1986, CHINA

Cancer
Percent Distribution of Older Adult Deaths by Couse in
in the U.S. in 1950. 1979, and 1985 and in Chino in 1986.
ll_S

CHINA

Stroke
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Cone er .... ...... ......
Stroke ..................
Pneumonia and influenza

1.9.8.6
32.2

·46.6

.J..9.l.9
47.6

26.2

20.2
9.0

19.5
11.4

1.7
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2.9

15.6
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• • • • • • • • • • • • '.o • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • •

Ln

....

J..9.5D
46.0
13.7

14.7
3.1

Total Older Adult Mortality Rate
Chino ........... 1986 ........... 5,046.8
U.S .............. 1985 ........... 5.145.2

Pneumonia

1979 ........... 5.059.5
1950 ........... 6.270.5

o
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2500
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g
II>

X
",..

Rate per 100.000 population
• Older Adult = 65 years and older
Source: Notional Center for Health Statistics and DSP 1986
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Resources in Health Care or the Elderlv
By 1992,57 countries in the world had reached a point at which they might be described
as "aged countries" i.e. with a population of 65 vears and over of at least 7% of the total
population. The demographic transition has been accompanied by social and economic
development and growth in resources per capita, together with specific policies like pensions
and medical insurance. For example, the GNPs of the 57 countries mentioned above are all
over 1000 USD.
Contrary to these figures, most countries/areas in this region have per capita expenditures
on health ranging from less than 5% to about 15 % of GNP. Since about 70% of the total health
expenditure is spent on people 65 years and over in industrialized countries, the apparent
shortfall of spending on health as percentage of GNP in this Region may be one of the serious
barriers in health care of the elderly.
Other characteristics and factors may be equally important such as the high percentage of
adult illiteracy in these elderly populations, social and cultural differences between urban and
rural and less number of physician. For example, the average number of physician per
thousand population in the USA was 2.33 in 1981, but only 1.15 in China in 1992.
In 1990, representatives from II countries participated in a WHO Regional Workshop on
Human Resource Development in the Health Care of the Elderly in Manila. Out of the II
countries that responded just under half (5) reported having a national policy on aging or health
care of the elderly. Most countries of this Region have comprehensive health plans for general
popUlation, but no special programmes for the elderly.
In several of the more industrialized countries in this Region, health care of the elderly is
an integral part of their health programme, in particular the community health care service.
In most other countries, at least some proportion of the urban elderly receive pensions,
but for people living in rural areas in China and many other countries, pensions are not
available. In this part of the world, living arrangements in large extended family households
mainly provides the resources for health care of the elderly (fable 7). Only a very small
number of old people live in institutions, and in some countries like Papua New Guinea, there
are no residential institutions for the elderly.
Health care, however, is more widely available to the elderly in this Region than are
pensions, but the adequacy and accessibility of care is uneven. In China, urban elderly retired
from government, factory enterprises, and some other units receive free medical care. In rural
areas, most of the population is covered by cooperative medical care.
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Table 7. Percentage of the Elderly Living with their Children
Countries

Urban (%)

Rural (%)

Fiji

77

79

Republic of Korea

82

70

Malaysia

81

67

Philippines

83

73

WHO: Aging in the Western Pacific, 1986
Health Care of the Elderly in this Region - Possible Model

Although in absolute numbers and proportions, the elderly are rapidly growing in the
Western Pacific Region, there is a concomitant and rapidly growing need for health care of the
elderly. The western experience should not be simply used as a model in developing policies in
health care of the elderly. Taking this into account, the following general recommendations are
offered by the writer:
1.

Strengthening the role of the family

In the Western Pacific Region, one of the important aspects is that the elderly populations
are a completely integral part of family structure, unlike in the more developed countries,
where a relatively high proportion live alone or live in various kinds of institutions. According
to the China national sampling survey of population 60 years and over in 1987, 83.6 % live with
their children or others. Family members are clearly a very substantial source of support for
the aging in the population.
Policy makers and planners will need to be sensitive to these aspects of family life, in
particular in having specific policies in place encouraging families to care for their older
members, and encouraging old people to remain in the community as long as possible.
2.

Developing community services

Most of the elderly people in this Region are cared for by their family members or by
themselves as mentioned above. However, social changes such as migration, urbanization, and
increased numbers of women in the labor force, mean that the generations in the family may
live in different places or that although they may live in the same area but not in housing to
accommodate a multigenerational family, or that the traditional female caretakers are working
outside the home. This will inevitably lead to more old people living alone, especially women.
They will need community services like home help, community centres and day care.
Community services will need to be oriented to help old people to remain in the community as
longer as possible.
In Australia, about 7% of the elderly people use community services. Japan has a plan of
training 100 000 home helpers in a period of to years. A few countries/areas have special
community services, such as providing low-cost lunches for old people living alone. But in
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general, the elderly in rural areas are not well-provided for by community services. Current
community projects in the Region, which may be suitable models for more widespread
application, should be identified, systematically reviewed and evaluated.
3.

Getting health care of the elderly into primary health care

As conceived in the Declaration of Alma Ata, this comprises a broad range of "methods
and technology made universally accessible to individuals and families in the community
through their full participation". It includes the point of first contact with health services and
elements of public education, community participation, and intersectoral activities, as well as
traditional health practices.
In some countries of this Region, there are good primary health care systems in place and
the functioning multi-level health care networks. One of the elements of establishing health
care for the elderly population is to use the medical resources already in existence. The
primary health care system has the potential to contribute to the health care of the elderly if they
are appropriately reoriented and trained to take on this responsibility. Primary health care
services for the elderly should also be fully integrated with the general community services.
4.

Improving preventive services

Even with the substantial gains in diagnostic capabilities of cancer in the last two
decades, many kinds of cancer like lung cancer remain difficult to diagnose in the early
localized stages. It continues to prove difficult to cure many chronic diseases. Therefore,
health promotion and disease prevention are of great importance.
Health education and promotion among the elderly should be emphasized at the local
community level and incorporated into general health programmes for the elderly. Strategic
planning should emphasize the control of common diseases of the elderly, such as early
detection and treatment of hypertension, control of diabetes, prevention of cancer, especially
smoking-related cancer and prevention of cardiovascular disease.
5.

Institutional long-term care

Ideally, full-time institutional care should be provided only when primary care,
maintenance at home, community centres, day-care centres and day hospitals have failed to
meet the patient's needs. Such services will differ from country to country. But a common
problem is the lack of health professionals well trained in geriatrics, gerontology,
communication, and nursing.
Newly established institutional long-term care centres should be in the community or in a
place that is convenient to their family members to visit to maintain continuity of family
relationships and care.
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Conclusion:
In end conclusion, the more important points might be reiterated. The growing numbers
of elderly people, based in absolute numbers 1md or a proportion, is a demographic factor of all
countries to a greater or lesser degree. Life expectancies continue to increase. These changes
will inevitably demand extra resources from national budgets.
Models of health care for the elderly based on western examples are unlikely to be
generally transferable and so other models, based on the community, need to be sought and
tried in the countries of the Western Pacific Region.
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NATIONAL POLICY PLANNING FOR HEALm OF THE EWERLY
IN SINGAPORE
Dr Clarence Tan
Department of Continuing Care
Ministry of Health, Singapore
Introduction
This paper aims to provide a brief summary of the demographic characteristics of the
elderly population and the projected changes. It will review trends in care of the elderly, the
provision of health care services for the elderly, as well as the overall national policy planning
of services for the elderly in Singapore.
Demography
Elderly Population
The trend towards an aging popUlation in Singapore has become evident in the last 10
years. The number of elderly residents, defined as persons aged 60 years and over, rose by
46% from 181 900 in 1982 to 264 700 in 1992. Today, the elderly constitutes 9.4 % of the
population in Singapore, compared to 7.7% a decade ago. There are slightly more elderly
females than males in the elderly population (Table I).

Table I. Population by Age and Sex, Singapore, 1992

('000)

Total Population
60
65
75
80

& over
& over
& over
& over

Male
(%)

Female
('000)
(%)

Total
(%)
('000)

1423.7

100.0

1394.5

100.0

2818.2

100.0

123.0
80.3
26.7
12.4

8.6
5.6
1.9
0.9

141.7
97.7
39.0
20.0

10.2
7.0
2.8
1.4

264.7
178.0
65.7
32.4

9.4
6.3
2.3
1.1

The Future Elderly
The elderly population is expected to expand rapidly over the next 40 years. The latest
population projections, prepared by the Population Planning Unit of the Ministry of Health
b~ed on the 1990 population census results, indicate that the number of elderly will triple to
861 400 in the year 2030, accounting for just over one quarter of the population (Table 2).
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Table 2: Actual and Projected Population, Singapore
1992
('000)
(%)
Total Population
60 &
65 &
75 &
80 &

over
over
over
over

2000
('000)
(%)

2818.2

100.0

2995.1

100.0

264.7
178.0
65.7
32.4

9.4
6.3
2.3

330.0
224.0
76.5
37.3

11.0
7.5
2.6
1.2

1.1

2030
('000)

(%)

3302.8

100.0

861.4

26.1
20.0
7.3
3.3

661.1

242.3
109.2

Within the elderly population, the 'old old', that is those aged 75 years and over, will
grow more rapidly than the 'young old' (Chart I). The' old old' will increase by fourfold to
about 242 300 in 2030 as compared to those aged 60-74 which will experience a threefold
increase.
Chart I: Actual and Projected Elderly Population, Singapore
1~r------------------------------------'
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Life Expectancy
Life expectancy has been increasing steadily over time. In 1970, the life expectancy of
an average Singaporean was 69 years. Today it is 76 years.
The expectation of life for the average 60 year old Singaporean male has also risen from
14 years in 1~70 to IB years in 1992, a gain of 4 years over the past 2 decades. Similarly, a
6O-year old Smgaporean female today can expect to live 21 years as compared to lB years in
1970 (fable 3).
Table 3: Life Expectancy at Birth and at Age 60, Singapore
jYears)
Males

Females
1992*

1970

1992*

1970

At Birth

65.9

73.7

72.0

78.3

At Age 60

14.0

lB. I

18.1

21.3

* Preliminary
Dependency Ratios
The old dependency ratio is conventionally computed to illustrate the relative size of the
elderly population to the working age population. Today, the old dependency ration is
measured at 8.9%, that is there are about 9 elderly persons aged 65 years and above being
supported by 100 working persons aged 15-64 years. By 2030, this ratio will have increased to
32 per hundred (fable 4). Viewed another way, the number of working persons supporting
each elderly will decrease from lito 3 persons over the 4O-year period.
Table 4: Actual and Projected Dependency Ratios, Singapore
(percent)
1992
Young Dependencyl
Old Dependency2

Total Dependency

2000

2030

32.7

32.3

29.7

8.9

10.7

32.4

41.6

43.0

62.1

I Residents under 15 years divided by residents aged 15-64 years.
2 Residents aged 65 years and over divided by residents aged 15-64 years.
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Infant Mortality Rate
The infant mortality rate, one of the better known global indicators of health, has
declined significantly in Singapore. Defined as the number of deaths of infants under I year of
age divided by 1000 Iivebirths, the infant mortality rate in 1992 was 5.0 compared to 10.7 a
decade ago (Table 5). The decline in the rate is the result of advances in medicine and better
health care delivery, and reflects the rising standard of living in Singapore brought about by
economic and social progress.
Table 5: Infant Mortality Rate, Singapore
Infant Mortality Rate
(per 1,000 live-births)
10.7
8.8
9.4
6.9
6.7
5.0

1982
1984
1986
1988
1990*
1992

* Preliminary
Per Capita Income
Sil1:ce independen~, Sin~apore has enjoyed good economic growth which has brought
about an Improved quality of hfe for the people. In 1992, per capita GOP (Gross Domestic
Product) was about S$23 000 as compared to S$14 000 a decade ago (Table 6).
Table 6. Per Capita GOP, Singapore
S$
('000)
1982
1984
1986
1988
1990*
1992

14.3
16.2
15.7
18.6
21.1

22.9

* Pre1 iminary

I
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Carers of the Elderly
The Family
The family's role in ensuring the care and well-being of the elderly is of paramount
importance in Singapore as vast majority of the elderly reside in households comprising their
immediate relatives. Less than 2 % of the elderly in Singapore live in institutions. The
institutionalized elderly are mostly those with no family or close friends to stay with and with
no means of financial support.
A 1986 survey on the aged living in the community showed that 99 % of the elderly were
living with at least one other person, mainly in nuclear and extended families comprising their
spouse, children and grandchildren (fable 7).
Table 7: Family/Relative Residing with Elderly Not Living Alone
(Percent)
Sex
Male

Female

Spouse

81.9

31.9

55.5

Unmarried children

70.6

43.9

56.4

5.9

5.2

5.5

27.8

57.2

43.3

8.9

12.3

10.7

98.7

99.3

99.0

Married children
Married children & grandchildren
Other relatives
At least 1 family member/relative

Total

Source: Survey on the Aged Living in the Community, 1986, Singapore
In Singapore, the family is the main source of emotional and economic support for the
elderly. The 1986 survey showed that 68 % of the elderly were receiving financial support from
their children/grandchildren.
The elderly were also active participants in their family's activities. For example, the
1986 survey revealed that over 70% of the elderly indicated that they were consulted about
important family matters and 36% were looking after their grandchildren and great
grandchildren.
Majority of the elderly in Singapore enjoy reasonably good health and lead independent
lives. As for support in times of illness, the 1986 survey showed that the most commonly
mentioned caregivers were family members (fable 8). Elderly males, who were mostly
married, were mainly cared for by their spouses, while elderly females, who were mostly
widowed, were cared for by their married children.
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Table 8: Care Provider for the Elderly When Ill/Need Care
By Sex and Marital Status
(Percent)
Sex

Self
Spouse
Sonldaughter-in-law
Daughterlson-in-Iaw
Grandchildren
Others
No need

Male

Female

11.0
47.9
16.9
8.3
0.5
2.3
13.1

15.1
9.2
38.8
19.6
3.4
3.2
10.7

Marital Status
Widowed Married
15.7
0.2
43.9
21.6
4.4.
2.7
11.5

10.1
47.9
18.6
9.0
0.5
1.7
12.1

Total
13.2
27.3
28.6
14.3
2.1
2.7
11.8

Source: Survey on the Aged Living in the Community, 1986, Singapore
Trends in Care
Although no evidence has yet emerged to suggest that the family in the future will be less
willing to shoulder the caregiving responsibilities of the elderly, there are a number of trends
that will affect the ability of the family to cope with the strains of caring for the aged. Firstly,
Singapore's economic prosperity has created many employment opportunities for married
women, thereby reducing their ability as caregivers. Secondly, with the demographic changes
and rapid decline in family size in Singapore, there would be fewer persons to share out the
responsibility of care for the elderly dependents. Thirdly, with an increasing number of elderly
living to very old ages and eventually becoming more frail and dependent, the burden of care of
the aged sick may fail beyond the coping capability of the family.
The potential for emotional, physical and financial stress to the family and caregivers is
clearly present. All these indications point to the important supplementary role that the
government will need to play to ensure an adequate level of health care and welfare services for
the elderly.
In the future, "caring for carers for the elderly" will also become just as important an
issue as improving the health and well-being of the elderly.

Health Care ror the Elderly
Provision and Use of Medical Services
Hospital and outpatient medical services are provided to serve the population in general,
although a disproportionately larger share of these services was utilized by the elderly. The
Speciality of Geriatric Medicine was introduced in 1987 with the setting up of the first
Department of Geriatric Medicine with 68 inpatient beds. By 1994, two more departments will
be set up to provide an additional 86 geriatric beds. Inpatient psychogeriatric service will also
be provided at a psychiatric hospital for the elderly with dementia and other psychogeriatric
disorders.
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Community-based health care for the elderly is provided by 15 Horne Nursing Centres
and 5 Senior Citizen Health Care Centres (SCHCCs). Through these Centres, horne nursing
and rehabilitative care are made available to the frail, semi- and non-ambulant elderly. The
SCHCCs also provide a transport service, health screening and training of family members on
the care of the elderly. Healthy lifestyles for the elderly are also promoted.
Institution-based health care services comprise rehabilitative and convalescent care in two
community hospitals and residential care for the elderly sick available at 40 nursing homes
which provide about 3000 beds.
For the majority of the elderly living in the community, the private practitioner is the
main source of medical care sought by the elderly when they were ill. The 1986 survey on the
elderly living in the community showed that 54% of the elderly depended upon the private
practitioner (Table 9). This was followed by government clinics with 36%.

Table 9: Medical Services Sought by the Elderly When III
Percent
Total
Private Clinic
Government clinic
Traditional practitioner
Self medication/others
No need

100.0
53.6
35.7
1.5
6.0
3.2

Source: Survey on the Aged Living in the Community, 1986, Singapore

National Policy on Aging
In the 1970s, planning for the aged centered mainly on the welfare of the immigrant aged
who arrived in Singapore in the pre-war years. While a number of services were provided for
this group of elderly persons, such services constituted an extension of the existing social
welfare schemes.
In the 1980, concern for the aged focused on the implications of the rapid aging of the
population in general. A systematic review of the challenges posed by population aging was
initiated. In 1982, the Government appointed a committee chaired by the Minister for Health to
study the problems of the aged. The report of the committee was published in 1984 and
introduced a series of policy initiatives for the elderly. These included changes in the Central
Provident Fund (CPF) contribution rates for persons over age 55, regulations to ensure a
minimum standard of care in the homes for the aged, and other schemes to foster family and
inter-generational cohesion.
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In 1988, an Advisory Council for the Aged, chaired by the Minister for Home Affairs
was formed to look into the problems and needs of the aged and to recommend policies and
programmes to meet the needs. The findings and recommendations of the Advisory Council
were published in January 1989 and have been accepted for implementation by the Singapore
Government. The National Advisory Council on the Family and the Aged (NACFA) was
subsequently formed in August 1989 to monitor the implementation of the Council's
recommendations. NACFA also serves to identify gaps and overlaps in services and, where
necessary, makes recommendations on the directions to be pursued for programmes and
services.
The Review Committee on National Health Policies chaired by the Minister of State for
Health was appointed by the Singapore Government in 1991 to review the health care services
for the country and make recommendations for the future. The Committee's report "Towards
Better Health care" was published in February 1992 and identifies the health of the elderly as
one of the priority health programmes for the next decade. The report provides the policies and
programme directions for the strengthening of health care for the elderly. Specific areas which
were highlighted as requiring immediate attention to improve the health care of the elderly
were:
- more geriatric beds in general hospitals and more beds for convalescence and respite
care;
- nursing homes for the chronically sick elderly;
- day care and respite facilities;
- expansion of the home support programme to provide domiciliary medical care, home
nursing and home help services; and
- health education and health screening facilities.
The Ministry of Health is responsible for the health care of the elderly while the Ministry
of Community Development oversees the policies for the aged well. Both ministries work
closely together to ensure the provision of a comprehensive programme for the elderly. The
National Advisory Council on the Aged and the Family coordinates policy development and
service provision between governmental and nongovernmental agencies.
Conclusion

This paper briefly describes the demographic situation in Singapore and Singapore's
experience in planning for an aging society. It is hoped that the steps that have been taken in
the last decade will allow to anticipate and meet the challenges arising from the projected
phenomenal increase in elderly population in the years ahead.
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ACTION PLAN

Gov't.

National WHO Time
NGO Private

frame

I.

Need assessment

x

x

x

x

0-2 yrs.

2.

Policy development

x

x

x

x

0-3 yrs.

3.

Programme plan
- development of facilities
- education and training
- development of guidelines
and assessment tools
- legislations and regulation
of standards and quality
of care, accreditation

x
x
x

x
x

x

x

x

x

3-10 yrs.
2-5 yrs.
2-3 yrs.

x

x

4.

Monitoring and evaluation

x

x

5.

Intercountry collaboration

x

x

x

2-5 yrs.

x

x

3-lOyrs.

x

0

,-

