WHODOG ﬁ%
REPORT

OF
WHO INTER-REGIONAL WORKING GROUP ON
=  HEALTH CARE OF THE ELDERLY
IN DEVELOPING COUNTRIES OF
ASIA AND THE PACIFIC

MELBOURNE
30 NOVEMBER - 5 DECEMBER 1980

WORLD HEALTH ORGANIZATION
ORGANISATION MONDIALE DE LA SANTE
ORGANIZACION MUNDIAL DE LA SALUD




HEALTH CARE OF THE ELDERLY IN DEVELOPING COUNTRIES
OF ASTIA AND THE PACIFIC

Report on a WHO Inter-Regional Working Group

Melbourne, Australis
30 November = 5 December 1980

IRP/ADR 106
49338
ENGLISH ONLY 1951




Note

The isgue of this document does not constitute formal publicationm. IE
has been prepared by the Regional Office for Europe of the World Health
Organization for distribution to all whe participated in the WHO Inter-—
Regional Working Group on Health Care of the Elderly in Developing Gountries
of Asia and the Pacific. A limited number of copies are available
from the WHO Regional Office for Ruyope, Scherfigsvej §, DK-2100 (openhagen .,
Depmark, for persons officially or professionally concorned with this field,

The views expressed are those of participants in the Working Group and do
not necessarily reflect the policy of the World Health Organization.

The desipnations cmployed and the presentation of the material do nat
imply the expression of any opinion whatseever on the part of the
Director—General of the World Health Organizatien concerning the legal status
of afly country or territory or of its authorities, or concerning the
delimitation of its frontiers.
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SUMMARY

A United Mations World Assembly on Aging will take place in 1982. Preparatory activities
planned by the United Nations Secrvetariat include technical expert and intergovernmental meetings
at the regional level, which will be organized jointly with the UN Regional Economic (ommissions.
Two such meetings are scheduled in the Economic and Secial Commission region of Asia and the
Pacific (ESCAP), namely a technical expert meeting on 2ging held inm Bangkok from 26 to
30 January 1981 and an intergovernmental meeting to be held in Manila from 19 to 23 October 198L.

The present Working Croup met in order to report to the WHO Regional Directors for the Eastern
Mediterranean, South-~East Asia and the Western Pacifie on the care and wellbeing of the elderly inm
the countries in their Regions, particularly in relatiom te the goal of health for all by the
year 2000. Since information on the eldexly is sparse, the present report is intepded to provide =
core around which fuller regional documentation can be develeped for the above-wentioned ESCAP
meetings and other regional preparatory activities related £o the 1982 World Assembly on Aging.

The Inter-Regional Working Group comprised 12 participants drawn from 11 countries and areas
in the three WHQ Regions — Eastern Maditerranean, South-East Asia and Western Pacific — which spap
the ESCAP region. Although representation was not fully comprehensive of all ESCAP countries,
major population groups were covered in four ESCAP subregions, namely Middle South Asia (India and
Pakistan), East Asia (China, Hong Kong, Japan, Republic of Korea), Eastern South Asia (Malaysia,
Pnilippines, Singapore and Thailand) and Oceania (Australia). :

The Working Group was held simultanecusly with the inaugurzl congress of the regienal grouping
for Asia and Qceania of the Internatignal Association of Gerontology.

The report describes changes predicted by the year 2000 in populatien =nd mertality, together
with trends envisaged in morbidity and in the provision of ¢are, The impact of development on care
of the aged is alse analysed, particularly the effect of changes in family structure and of
urbanization.

In contrast to the expected 7 million increase of aged persons in the United States by the
year 2000, India will experience, in the same period, an increase in the number of persons over
65 years by 17 million and China by 32 wmillion. Taking only the very old, that is those aged 80 or
over, there would be | million move in Japan by the year 2000, but some 2.2 million mere in India
and some 5.7 million more in China. These increases have considerable implications fer resource
provigsion which must be set against a background of looming resource debts which, in certain
countries of the vegion, are of gigsntic proportions. However, the projected change towards
diminished dependency augurs well for developing economiesg, althpugh the structure of depeandency
will change somewhst, with an increase of elderly dependants whoe are likely to require more
resources than younger dependants.

The continuing trénd in mortality is downward. Expectation of 1ife at birth is inecreasing im
all countries represented in the Working Group and actual mortality decline may be greater than
that predicted from United Nations 1ife tables. Available data from Chipa, Indiz, Pakistan,
Philippines and Singapore indicate that cardiovascular and other degenerative disesses ave
prominent causes of death in the elderly, slthough diseases whiech have their roots in socioeconomic
causes such as respiratory disorders (including tuberculosis}, infective and parasitic diseases are
also yveported. The merbidity pattern appears, however, to be moving away from 2 high level of
prevalence of communicable diseases, With development will come the diseases of development,
namely degenerative diseases, and alsc probably mental disorders because of the expected increase
in the pumber of very old people in the last two decades of the century.

Concerning trends in service provisign, the primary responsibility for the health of the
elderly will remain with the elderly themselves and with the family. The present pattern of health
car¢ provision is expected to change radically by the year 2000, since several countries have
established plans for the provision of primary health care. For instance, in Thailand, the policy
of Health for All by the Year 2000 specifically ineludes the aged.

Care of the siderly is seen egsentially as a nursing function, although the names attributed
to the perszon performing such functions vary from one country to snother. A WHO position paper
giving a paradigm ol the nursing role might help to improve the quality of care that old peaople
receive. This would highlight the interrelationship of nursing personnel to the physiclan and
other members of the health team. Such a paper might also help to get nursing services into the
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commnity, since the concept of nursing as a hospital-based service tends to prevail in developing
countries. TImportant exceptions ate Malaysia and China where, respectively, public health nurses
and barefoot doctors work in rural sreas where the majority of the elderly live., Community nursing
practice is seldom carried out by fully trained nurses but rather by people selected from the
village or the eemmunity who are given shert ceurses of training. In this case, the scarce
professional nurse has an important role to play as teacher.

Traditignal medical eare iz often more desirable to the elderly than western medical care.
Indeed, weatern health facilities are grossly under-utilized by the elderly, although this might be
overcome if more consideration were given to old people who travel leng distances te wait in lang
queues for care.

The impact of development is shaking the rtoots of social dnstitutions in the developing world,
cspecially the family structure. 1In the next decade, policies of the one-child family in China and
of the two-child family in the Republic of Korea are likely to be realized, and the full rmpact of
this on family life cannot be foreseen. The potential contribution of the elderly to socicty
remaing unrealized. Family life has been completely changed in certsin local situations by
frequent crises that have resulted in large-secale migration and population movements, The
migration of young people to the cities is a feature of Asian countries. In this situation, the
elderly are left to look after the homes and farms, In India, by the year 2000, the urban
population ig expected to increase by 175%. With urbanization, housing conditions change and there
is & particular problem of space for the elderly. Here the experience of Japan has key importance
for the developing world, The sense of respect and regpongihility towards the elderly, a3 well az
the tradition of family support and care of aged parents, are very well maintained degpite the
rapid industrialization and urbanization. Several governments have policies direcrted at
maintaining this family cohesion and traditionmal respect for the elderly,

Finally, a standing regional panel or “brains trust" is proposed, to keep the situation of the
elderly under constant review. The funetions of the panel would include evaluating various
iatervention programmes, promoling research and ensuring international cocperation in programmes
for the aged,
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1. Collaboration with the International Association of Geromtology

The present activity was developed in collaboratien with the International Associatien of
Gerontology (IAG). The IAG is an interdisciplinary, nongovernmental organizatien in official
relationship with the United Nations. It holds bieanial world congresses, the next being the
X1lth Gongress which is te be held in Hamburg frem 12 to 17 July 1931. The Association is in the
process of exteading its regional gxoupings,® and when the World Health Orgenization (WHO) was
informed that the Regiemal Association for Asia and Oceania was te he launched by an inaugural
rongress to be held in Melbourne frem 30 November te 5 December 1980, the opportunity was taken teo
convens 2 WHO Inter—-Regional Working Group during the TAG regiemal congress.

2. Contribution to preparations for the 1982 United Nations World Assembly on Aping

The meeting of the Inter-Regional Working Group on Health Care of the Elderly in Develeping
Countries of Asia and the Pacific was timely, since it preceded the United Nations Regional
Technical Meeting on Aging for Asia and the Pacifie held in Bangkok from 26 to 30 January 1981 and
the Regional Intergovermnmental Preparatety Meeting for the World Assembly on Aging to be held in
Manila frem 19 to 23 October 1981, both meetings being orgamized jeintly by the UN Economic and
Social Commizsion for Asia and the Pacific (ESCAP) and the UN Centre for Social Development and
Humanitsrian Affairs, Vienna, as preparatory activities for the United Nations World Assembly on
Aging which is te take place in Vienna from 26 July te & August 1982,

The IAG Regional Congress was itself part of the Association's prepasrations for the 1982 World
Assembly on Aging, since IAG Regional President, Professor Gary Andrews, will trapnsmif a report on
vepional cencerns to the International Comgress in Hamburg in July 1981, and the Internatiomal
President, Dr Motataka Murakami, had been asked to report to the UN Regional Meeting in Bangkek in
January 1981.

3, Participants

Participation in the Working Group was limited te 12 invited members (Annex III), drawn from
the l4 countries represented at the Regiomal Cengress. Three WHO regions were represented, namely
Eastern Mediterranean (Pakistan)}, Scuth-East Asia {India and Thailand) and Western Pacific
(Australia, China, Hong Kong, Japan, Malaysia, Philippines, Republic of Rorea, Singapore). Dr
Banloo Siripanich {Thailand) served as Chairman of the Grouwp and Dr M.5. Gore (Indiz) and Dr
Ng Yau-Yung (Hong Kong) acted as Repporteurs. The WHO Regional Office For the Western Pacific was
represented by the Nursing Adviser who acts as Focal Person for Care of the Aged in that Office,
and the Secretary of the Group was the Manager of the WHO Global Programme for Care of the Aped,

An unususl feature was that the Group included eight participants whose attendance at the
Congress was supported by noo-WHO funds., These participants nevertheless prepared for the
WHO Working Croup and participated in its sessions, in the same way as the four WHQ-supported
participants. The Working Group sessions were clesed sessions which were not open to other
Congress participants.

4, Outcome

The outcome of the Working Grvoup meeting is the present repovt to the WHO Regional Directors
for Eastern Mediterranean, South-East Asia snd Western Pacific concerning the care and waellbaing of
the elderly, particularly in relation to the Organization's goal of Health for All by the
Year 2000, Although not fully comprehensive of all developing countries in the Regions, the
Working Group provided a perspective on major population groups of the ESCAP subregions of Middle
South Asis {Indiz and Pakistan), East Asia (China, Heng Kemg, Republic of Korea) and Eastern Sputh
Asia (Malaysia, Philippines, Singapore and Thailand), Sinee informetion on the status of the
elderly in these regions is sparse, the present veport will provide a core arsund which fuller
documentation can be daveloped for any WHO contribution to the 1981 ESCAF regional
intergovernmental meeting for the United Naticna World Assembly on Aging referred to in sectiem 2
above.

5. Bealth for the elderly by the year 2000

The tables constituting Annex I and the Group's werking documents listed in Annex II provide
information on predicted changes in population and mortality tegether with trends envisaged in
morbidity and in the provision of care for the elderly. The documents alse analyse the impact of
davelopment on care of the aged, particularly the effect of urbamization and of changes in family
structure.,

3 Regional Associations exist for Latin America and Novth America.
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3.1 Defipition of the "aged"

The problem of defining the age at which people become "aged” was resolved by accepting a
multi=tier concept, corresponding to the use to which the definition is put. Considering first a
definition for health care purposes, there is a need For a somewhat high level, cert11n]y bayond 65
years in the developed countries, and the level of this is dynamic, moving up with the rise in
expectation of life at birth. This is to say that in defining the aged for the purpose of meeting
special health care needs, there iz a contlnuxng upward trend. Second, there is a need to define
the aged for econemic purpases: this is to say in relation to the age of withdrawal from the
labeour force, and the trend in this direction is downwards. Third, for the purpose of demegraphic
comparison, the UN proposala to accept the age of 60 years seems most apprepriste, given the
present situation in developing countries of Asia and the Pacifie where the expectation of life at
birth is relatively low.

5.2 Dependency raties

Projected changes in dependency ratios between (975 and the year 2000, in all countries except
Japan, are towards diminished dependency, which sugurs well for the economies of the dpveluplng
tountries. However, the structure of dependency will change somewhat, with an increase in clderly
dependants, who are likely to require more resources than younger deppndants. Nevertheless,
resource provision for dependants aged 60 years and over cannct be at the expense of provision for
those under 15 years, in the situstion in the developing countrics.

3.3 FProjected number and proportion of the aged

The improvement in health levels achieved during the last two decades will give rise to the
rroblem of providing resource support for the increasiu& number of ¢lderly over the remaining two
decades of the century. The demographic data in the tabulations (Anoex J) are prosented as
absolute numbers, Whlch is not the normal procedure but is one which calls attention Co the
increaszing need for resources, which is of strategic importance to policy makers. Also the
possibility exists that there may be a more rapid actual decline in aged mortality than projected,
which would give an upexpected inerease in the number of elderly in the future. Present mortality
decline certainly appears to be faster than that predicted frow the UN 1ife~table population
models. However, it is mortality in carly age that appears to be declining faster than predicted.

Although the number of elderly have to be estimated for the purpose of service provisionm, it
ig no less important to look st the proportion of aged, which is mainly determined by fertiliry
transition: for example, in Japan, the proportion of the population aged 65 years and over will
increase from §.8% to 14,0% between 1980 and the year 2000.

5.4 Family consequences of family planning policies

In China the pelicy is for the one-child family and in the Republic of Korea for the twowchild
family. These policies seem likely to he achieved in the next decade, and the policy makers in
thoge countries are considering the implications. Almost certainly such policies will increase the
role of the extended fawily in providiag mutually supportive care which was previously provided
within the large single family.

3.3 Increasing needs, diminishing resources

There iy certainly reason for concern about the inerease in abanlute numbers of elderly
between the years 1980 and 2000. Tt should be noted thar, in contrast teo the expected 7 million
increase Of the aged in the United States of America and the expected 10 million incresgse of aged
citizens in the USSR (not tabulated), India will experience an inerease in the number aged 65 yecars
and over by 17 million, and China by 32 million by the year 2000. Taking only the very old, that
is thase aged B0 or over, there would be over one million more in Japan by the year 2000, but 2ome
2.7 million move in Indis and some 5.7 million more in China (not tabulated). These increases have
considerable implications for resource provision. Needs of the elderly must be sct against Che
background of the looming rescuvce debts which, in certain countries, are of terrible proportions.
Thus any solution to the provision of service resources for the elderly must take account of au
expacted widening of the resource gap and any proposals have to be implementable in Lhias situation.

1 For the PurPDSES of the World Assembly on Aging, the aging arc defined as those who arc
60 years of age and over. (Problems of the elderly and the aged: Report of the
Secretary-General., United Nations, 1980, document A7357130.0
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5.6 Trends in healch and health care

The continuing trend in mortality is dowhwards: expectation of life is incressing in all the
countries represented in the Working Group, This, however, shows wide heteregeneity, the
expectation of life at bieth ranging from 50 te 55 years in India and Pakistan; 60-63 years in
China, the Philippines and Thailand; 653-70 years in Singapore; 70-73 years in Hong Kong; and
over 75 years in Japan. The morbidity pattern is also in transition, away from the high prevalence
of infectious disease in the past and more towards the pattern of chronic degemerative disease.
With development will come the diseases of development, namely degenerative disease, and mental
disease may also be expected to increase as the number of very old people in society increases.

Concerning the trends in service provision, the primary vespensibility for the health of the
elderly will remain with the elderly themselves, and with the family. There iz a2 real dilemma as
to how service provision can be organized if only private provision is aveilable. This would serve
only the yrich and, if there has teo be any provision for the great mass of the elderly whe will be
living in the rural areas, this wust be through existing public service provision. Altheough in
principle services are available and accessible to all, in fact services for the elderly are
provided threugh facilities which at present are under-staffed and under«provided with resources
and medicaments.

The exparience of developed countries of incressing frequency of adverse drug reaction would
probably not apply in the developing countries where the elderly get either no medicaments or
continue to get traditional remedies. The final comment on serviee provisien is that several
countries in the Region have now established plans for the provision of primary health care by the
year 2000 and certainly the present pattern of health care provision is expected to change
radically by the year 2000.

5.7 Impact of develomment on cave of the aged

The impact of development iz shaking the roots of secial institutions in the developing world,
especially the family structure. The trend to urbanization will undoubtedly result in separation
of the generations physically, but not for any other reason than because of the prastical
cavironmental situation and, even with physical separation, filial piety is likely to remain stromg
in the oriental situation.

Development has been interrupted by frequent erises in South-East Asia, which have resulted in
large-scale migration and populatioen movements which have complately rhanged family life in certain
local sitnations. Another feature of development which Asis has been unused to in the past is the
phenomenon of the working mother, which has resulted in the preseat generation of children getting
less time frem their parents than previous generations, The net effect of development to date has
been that the rich/poor dichotomy has become even more emphagized.

In China, singe 1978, there has been a programme of "four modernizations", where the emphasis
is on urbanizing the rural areazs; hence the phenomenon of rural to urban migration is net expected
in China. The relastionship within the family strueture will change with the new policy of the
single ¢hild within the family, although the full impact of this camnnot be foreseen. Concerning
the development of services in China, the policy is to have a continuing process of educatienal
recyeling of health personnel and the expectation is that, within the next decade or twe, the
quality of service provided will increase considerably. Hoewever, the social system in Chinz is
rather unique, and there is no anxiety cencerning the care which the elderly can veceive through
this system. The policies are te maintain the present family structuves,

A feature of other Agien countries is the migration of young people to the cities from the
rural areas and, in this situation, the elderly are left to loock after the houses and the farms.

Parhaps, with development, the developing countries might find themselves in a more favourable
morbidity and mortality situation compared teo the developed countries since the lifestyles of
Asians are "healthy". They do not over—eat or drick, as in western countries, aad the pattern of
exercise through work is likely to continue in the future,

5.8 What is development?

Nevelapment can be described as & process, some of the charaeteristics of which are growth ef
the [ormal employment sector, groewth of urbanizatien, expansion of educarion and the acquisition of
technolegy. One of the consequences of the growth of formal employment ig that, on retirement,
disengagement comes abruptly, both from work and social roles, with the result that the elderly
aften feel superfluous, A eharacteristic of gocieties which move towards individualism is that
tradirional values of selflessness are lost. BSuch new individualistic societies gre pevhaps less
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tolerant of the aged person, and particularly of the practice of the aged person being the focal
peint arcund which home and family life is organized. In the process of development, the pattern
of the elderly represeating cxperience, knowledge and wisdom is replaced by a quite different
pattern where techpical kanow~how is valued. The more recently this techuical know-how has been
arquired, the more valued it is, with the result that the coming cohorts of younger generatious
with more recent techmology ate most greatly valued by socicty. ‘this is a socivlogical explanation
for the youth-oriented culture which has been a phenomengn of the developmental process.

3.9 VPreserving the status of the elderly in developing societies

The fact that devaluatien of the aged need not necessarily be an accompaniment of develapment
is illustrated by the experience of Japan, which has key importance for the developing world. A
recent Japanese sogiological study indicates that the sense of vesponsibility towards aged parents
and knowledge about aging are congiderably higher awong the age group 20-29 years than among the
age group 30-39 years.

This sense of responsibility remains when houses or households are separated, and government
policies have been directed at maintaining this family cohesion and traditional respect for the
elderly, This extends to giving the elderly a meaningful economic rele. For instance, the
Ministry of Agriculture and Fisheries rents young cattle to old people whe raise them and sell
them, returning the loans to the Government. In urbap avess, the Govermment has promoted
cooperative projects in which old people, as a collective, find & job, do the work themselves and
obtain money.

The phenemenon in developed countries of low status being attributed to those working with the
elderly is a manifestation of the low status given to the elderly ip those countries. The
experience in Japan is that, when the elderly have high status, thep there is 2 high status for
working with the elderly. This norm of respect for the elderly Ls also maintained in China through
neighbourhood pressure to maintain respect traditionally accorded to the elderly. Strategies for
maintaining this cultural atritude have included a Senior Citizens' Week in Singapore when the
nation was called to love, understand and respect ils senior ¢citizens. Japan has a Natiomal Old
People's Day. In Hoang Kong a Week for the Elderly is held,

Another manifestation of development is that housing design and structures change with
urbanization and there is » particular problem of space, with limited accommodation being provided
frequently in high-rise buildings. Here, special housing policies need to be directed at
facilitaring the life of the elderly. Howcver, the general experience is that the elderly do not
tike living in urban aress but prefer to stay away from urban development because of the
difficulties of life for old people in the cities. This makes it particularly important that the
social and health services are extended to the rural areas to make sure that the clderly are not
disadvantaged by the development process. Indesd, the potentizl contribution of the elderly to the
development of society remains unrealized.

6. Caring for the eldetrly

Care of the elderly is seen essentially as a nursing functiom, the key roles being those of
health prometion and disability prevenmtion. Firsily, however, the nurse has to get out from the
hospital and into the community, However, the problem in developing countries is that there is a
dearth of nurses, and even to weet existing hospital staffing raties there ave insufficient
nurses. The concept of nursing as a hospital-based service prevails in most developing countries
and there is an evident need to have a new type of nurae, who could function effectively both in a
community as well as in a hospital setting. For example, it may be appropriate and necessary in
some cultures to have male community nurzes. Also the emphasis should be on nursing functions,
since the name attributed to the persen performing these functions wmay vary according tp the
sitwation; for instance, in China, nursing (and other) functions are carried out by barefoot
doctors. The principle was supported, however, that a WHO position paper giving a paradigm of the
fursing role would be a great help in improving the quality of care that old pevple receive, The
preblem is that, in developing countries, the number of professionally trained nurses is ingdequate
and community nurses hardly exist. Indeed, even in developed countries there is auch a shortage of
nurses thalt essential hospital nursing care cannot #lways be provided on a day=to=day 24-hour
basis, In most developing countries, cssential nuraing functions are carried out by auxiliary
nursing personnel.

What iz nceded is a generalist approach rather than # specialist approach. Thig is to BaY
basic nursing education should prodoce o profesaional nurse with a general orientation who can
adape to ¢ither a hoapital oy a community setting.,  The lock of prefessional nurasing ond community
health services in develuping countries has led to the practice of nursing by people taken from the
community and given short hasic training courses. These people ¢ian be taught to perform the tasks
of disability prevention and health promotion among the elderly, with supervisien by trained
nursing staff.
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The principle of community nurses keeping track of vulnerable growps is feasible in cerxtain
countries, such as Hong Kong, where the recommendations of the WHO Hxpert Committee are implemented
in this respect.®

In practice the main health workers caring for the elderly are nursing personnel, since they
are continually in contact with the elderly. However, the interrelationship of the nurse with the
physician ang¢ other members of the health team needs te be strengthened., The issue of specialized
nursing training had heen well investigated in reiation to family planning in the developing
countries and the experience of this should be kept in mind when further specislized persennel are
proposed. A fow nurses with specialized skills in health care of the eldexly are needed. These
would be people breadly trained ss nurses but with additional specialized skills. They would be
knowledge givers to the bread mags of nurses during geveral training. However, with young people
working in the community there is a risk of irritating elderly people instead of helping them,
especially if the socialization patterns of the elderly in rural areas are not understood. The
public health nurse who is already working in rural districts in some countries, such as Malaysia,
could undertake the function of community care of the aged. The cxperience in China indicates,
without doubt, that for China the best way of having nursing functicns performed is through
barefoot doctors, since there still is a shortage of professional nurses and, even in China, the
development of specialized persomnel iz & leng way off.

A key consideration in defining the role of nursing is the rescurce allocation for health
manpower. Lf cadres are developed with highly differentiated roles, then there is a risk that such
specialized categories will be lost to the country and certainly to local communities, with the
result that the considerable capital invested in the training will be lost. Thus the person
aveilable in the community is the person who has to be employed in nursing the elderly, Whoever is
identified in the community to perform the nursing functions must have skills in health maintenance
and in organizing family support., It was agreed that it was the function rather than the
profesaion which mattered, and not the name attributed to the person performing the nursing
function.

One particular need that older people express is for traditional mediczl care, which is often
more desirable te them than western wedical care. Studies of the utilization of western health
facilities in develeping countries show groass under-utilization by the elderly. This could be
overcome, however, by the adaptation of practices in heazlth institutions which give more
consideration to the needs of old people who travel lomg distances to¢ wait im long queues for
care. In developing countries, such as India, Pakistau and Thailsnd, the main bulk of care would
be given through a primary health care network that depends oa villape or veluntary health workers
or barefoot doctors. The functions thst such persennel perform have, of course, to be taught and
the required skills need to be made explicit. Inm this respect, the nurse has a vole as teacher, a
role which 2 WHO position paper on nursing could help ro achieve. In summary, what is required as
an objective is better nursing care for everyone.

7. Care of the elderly in ESCAP subregions

Full documentation is provided in country specific reports preparved by Werking Group
participants om present patterns of care, and in general reports prepared by non~participating
experts from the region (see Annex II).

The reports below concerning three ESCAP subregions are derived from these country reports.
Literature published concecning the care of the elderly from the three subregions is scanty, but
re ference =ources quoted during the meeting are also presented in Anmnex Il in relation to the
subregions described below.

7.1 Middle South Asia

This is the subregion with the lowest levels of expectation of life at birth, the level for
India and Pakistan in the period 1975-1980 being in the range 30-55 years. In India, in the next
200 years, the number of persons aged 65 years and over will inerease by 17 million and, by the
year 2000, the pumber aged 80 and over will total 4.7 million, This populatien aging will rake
place against a baekground of rapid urbamization, for the urban pepulatien in India is expected to
increase by 175% between 1980 and 2000, Large sections of the aged population suffer from health
problems which have their origins in socioeconeomic causes., Famine and landlessness have already
had & serious impact on the elderly population. WNevertheless, diseases of development such as
hypeptension, heart disease and diabetes are appearing as leadiag causes of reported death among
the older populatisn. A special health hazavd of aging is cataract,

A WHO Technical Report Serieas, No. 548, 1974 (Planning and organization of geriatric
services: report of a2 WHO Expert Committee).
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The elderly do not comprise a homogeneous group; in India there is wide variation among the
scheduled castes and therve is a certain class/caste characteristic in apging lifestyles, However,
even im poor families, the aping do carty responsibility for the so¢ialization of the children of
the family. There are specific problemsz among this pour majority with regard to their care amd
living expenses when they ceasc to work. Studies that are available indicate differences in
survival rates in differcnt econemic groups in che popelation.

There iz a belief, which is unfortunately pecpeotuated in the western world, Lhat the extended
or joint family system provides the aged with the resources, facilitics and transfers which social
security systems provide in industrialized countries. This is a mych; the aged in the Third World
share with the rest of the family group the problems of inadequate nutrition, drinking-water,
houging, health care and economic gFcurity,

Medical services are being reoriented to provide a network of primary health care facilities
that utilize indigenous traditions Lo supporl preventive and promotive health care and which pul
the family at the centre of care, both for the sped and the non—aged.

The few reported studics from the subregion highlight certain health problems as being
characteristie of the aged. "Senility", respiratory disorders, undifferentiated fevers, disorders
of the circulatory system, and disorders of the nervous system are recorded cauvses of death in an
Indian census document, A study in Nagpur mentions cardiovasculay disegses, intactive and
parasitic diseases, cancer, digestive system ailments, and respiratory ailments as making up the
majer "causes" of death ameng Ghe e¢lderly. Other studieg give other data, but they are based on
interviews with elderly respondents and not on clivical diagnosis. Apart from the “causes" of
death, these studies mention more commen complaints, namely: sensory handicaps, hypertension,
gastrointestinal diseases, diabetes, artheitis, ete. Medical problems commonly encountered in the
elderly in Pakistan are hypertension, heart disease, strokes and diaberes.

No specialized health services exist for the aged. Publicly financed and private general
hospitals and private practitioners attend to the health problems of the aged along with the rest
of the population., Urban industrial workers are covered by a system of health insursnce, but the
poor generally depend upon government—supporbed frae services made available through hospitals and
clinics.

A limited programme of old aye pensions has been adopted by some Indian State governments.
Assistance is available only to those who have no relatives to suppoert them.

A number of private charitable "homes" exist in many urban centres to provide care for the
. y
indigent old. HNo listing or count of such institutions is available for the country,

A comprehensive health care system is now being developed in Pakistan and there ig progressive
grewth in the number of health persomnel in that country. Free medical servige iz potentially
available to 211, including the poor and infirm. Major support has Lo be provided by the family -
an institution which is still intact. Loving care of the elderly Is also a religious injunction.
Health care of the elderly will receive increasing attention in the hezlth plans of the country.

7.2 FEast Asia

In Beijing, China, the expectation of life has increased from 52 years in 1950 to 69.5 years
in 1979. Survival is higher among women and is increasing at every higher age-level among the
¢lderly. Diseases and diserders provalent among the elderly are hypertension, chronic bronchitis,
coronary heart diseases and eievated blood glucose. Sensory loss (of vigion and hearing) iz alao
common. Deaths at age 65 years and vver were found ta have resulted mostly From:z

respiratory disgases - 247
nervous system diseases ¥ 4
cardiovascular diseases - 2%
digestive aystem digeases - 20%
urpgenital system discases - 5%

Hong Kong has witnessed rapid industrialization, accompanied by an increase in the number and
proportion of the elderly, who constitute 10% of the population {elderly being defined as aged
60 years and over).

With regard to health services, there is one geriatric unit and it is plamuwed to provide ot
least 3 heds per 1000 elderly persons. Day hospital services are availablae. An eldarly person
requires on average i4 consultations per year. A community nursing service is being organized and
4 central health education unit has been established.




IRP/ADR 106
page 7

The increase of the aged in the population ipcreases the number of consumers of secial
services, which poses a problem in health financimg policies. A 1976 study of 808 elderly persons
revealed that;

- 4% of the eldarly live in collective households;
- k2% live alome;

- 16% live with another parson;

- the rest live with their family.

Those between 6(} and &4 years coptinue to work, though mest of them are engaged in low-paying
jobs. The approach is to keep the aged as long as possible in the community. However, the
1976 study found that:

~ 18% of the elderly are unable to look after themselves;
- 20 have insufficient help when ill.

Three types of residential services for the aged are therefore provided: (a) hestels,
{b) homes for the semi-ambulatory and {¢) care and attentign homes for the physically dependent.
Additionzl services available include community supporbtive services such as howme help,
meals~on=wheels, recreation, multimservice centres and home visiting.

Though demcgraphic changes have taken place in the Republie of Korca since 960, the
family=-centred grientation of Korean society has not yet changed. Age is still a major status
determinant, theugh probably less so than in the past. The proportion of the widowed ameong the old
has decreased. To be "elderly” is 2 sociopsychological eoncept, not merely a biochronological
one. At one time, persons of 50 yvears of age were considered elderly. Today, even at 60, the
person may net consider himself old.

Health proklems of the aged have not been discussed specifically as an issue in Kores - partly
becauge of improving health standards and partly due to lack of awareness - and ne special
governmental programmes have been develsped for the health of the elderly,

The ¥orean family has not changed appreciably, seither in size novr in the norms by which it is
governed. In urhan aveas, the old parents may have a separate houschold, but thesze are often
temporary phases in a family cycle. The problems of the gged, if any, arise primarily from
individualism. If this increases, the old may be censidered 3 burden rather than an asset. The
elderly also experieace a problem in the occupational gphere. An increasing proportion have to go
through an put-of-work phase, especially where in some Sections retirement may be obligatory at
45 years of age. The fact that the elderly may not have had much education also comes in the way
of their continuous employment.

There are important sex variatigns im respect of survival rates of the elderly. Women survive
lenger, and they tend to have a lower social/familial status. The problems of elderly mepn are
likely to be very different from the problems of elderly women.

Even in the year 2000, the Korean familial goals may not undergo change. Whether or not
problems arise will depend upoun whether or not these old vailues are lost, rather than on mere .
demographic factors. As individualism increases there will be greater risk of social isclation of
the elderly. It is important to identify what aspects of traditional c¢ulture can and should be
retained.

7.3 East South Asis

Malaysian society is characterizaed by strong bonds of filial duty which helps in providing
care to the elderly. If these bonds weaken in the future many problems will arise in respect of
the elderly.

The Philippine population is still young, those aged 65 years and over constituting only 3Z of
the population. However, the absolute number of elderly people is increasing.

A goverament-funded health delivery propramme {Medicare) exists for all age groups and every
hospital is required to have "Medicars" beds,

The five leading causes of mortality =re: pneumenis, tuberculesis, heart disease, diseases of
the cerebrovascular systew and malignant neoplasms. With a rising life span, ¢hronic diseases are
expected.

Retired zervants are entitled to 8 pension on completion of 25-30 years of service, both in
the government aad in the private sector. Other old people do not vegceive pensiona.
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The elderiy poor may be cared for in state aod private "homes", where the emphasis is mainly
on provisien of food, clothing and shelter. There are no specizl health care units For the aged in
the community. The aged go to the same hospitals as the rest of the population, although in a few
hospitals there are facilities for rehabilitation of physically dizabled old persons. All the
needy zged cannot be accomadated in residential institutions due to limited funds being available.
The prehlews of the aged are now gradually receiving recognition from government and from social
workars. Oné noted home for the aped and infirm is "Golden Acres". This iz & national institution
for depressed, needy or unattached citizens of the country and i an integraied social welfars
project of the Department of Social Services and Development.

Tn the city state of Singapore, the elderly, namely those aged 60 years and over, constitute
7% of the population, although in some localities the proportion of the aged appears highar. Major
causes of death among the eslderly are heart dizease, malignant neoplasms and cerebrovascnlar
diseases.

A atudy undertaken in 1954-55 showed that every third or fourth household had a person over
35 years, Most of the persons living with the family appeared happy. Hypertensiem, glycosuria and
tuberculosis were among the diseases moat prevalent among the aged. Those whe lived in vagrants'
homes were often eccentric and some were opium addicts. The custom of undertskers being licenaed
to receive sick individuals in the terminal stages of their illness has been abolished sinee 1963,

In 1973 there were more than 10 "homes" for the aped. Currently available serviees for the
aged in Singapeore include:

- home nursipng ~ a special foundation;

- monetary assistance, home help, and vecreation provided by the Red Cross;
- a hospital open to all races — Kwong Wal Shiug

- c¢ate for the semi-ambulant or dizabled provided by Villa Francis;

= & home for the aged - Little Sisters of the Poor;

~ 5t John's Home For the Aged.

Additionally, the Government runs two "homes™ - one for women and one for men. A recent
development is the initiation of a home help service by medical social workers. The Traimed Nurses
Association provides a paying nursing service for the elderly.

In Thai eulture old age is respected and the older generaticn is well integrated inte the
family and into society. Persous aged over 60 years have doubled in the last 20 years and at a
rate faster than for the population as a whole. This is partly a result of the decline ip
fertility rate. Thai policy 15 one of health for 21l — including the aged. Informakion on
mortality and morbidity amomg the aged is lacking.

In Thailand 99% of the elderly live in their own families and in commumity setbings. WHealth
care and other welfare services will be developed in an integrated form with a wide range of care
alternatives. These services have just begun to be developed and the following are planned:

= free medical care For the aged;
- homes for the aged;
- geriatric units in gemeral hospitals.

However, no systematbic study of health needs of the elderly has been undertaken seo far. Hence
a series of linked activities are sought to be developed in collaberation with WHO, namely:

- an spidemiological study of health of the elderly;

- integration of health care for the elderly as a part of the basic health services;

= developing wechanisms for coordinating governmental and veluntary efforts;

- strengthening of trainipg of health and related personnel;

-  selting up demonstration centres in communily services;

- technical suppert to medical institutions for developing special geriatric programmes.

8. Conelusion

A regional mechanism for constant review of the situatien of the elderly was proposed. This
could take the Form of & regional panel or “"brains trust” with the following functions:

= evaluating varicus intervention programmes for the elderly;
- prometing research om aging;

- \meting as% an information centre;

- exchanging ideaa:
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- ensuring international cooperation in programmes for the aged in developed and developing
countries,

Since the problems of the aged within the countries of the region will change markedly over
time, any regicnal panel or committee would have to be established on a long—term bagia,

[ T T P o e P T P R T o B Ry e o
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Annex [

DEMOCRAFHLC DATA

Table 1
POPULATION BY URBAN/RURAL RESIDENCE CIN THOUSANDS)
1975 AND 2000

URB AN RURAL

Country — .
o Increase Increase Fercentage

1975 2000 Nes . 4 1975 2000 No. % 1975 2000
Bangladesh 7 101 34 092 26 991 380 6% 481 119 239 49 758 72 91 78
Burma” 7 462 13 200 5 738 77 22 384 39 599 17 215 77 75 59
China 208 572 45% 268 250 746 120 686 817 730 305 43 488 6 17 ai
Hong Kong 3 928 5 936 Z 003 51 439 473 34 8 10 7
India 128 341 353 122 234 781 175 490 490 684 083 193 593 44 79 66
Todonesia 24 929 71 489 48 360 187 110 301 150 137 39 836 36 az 68
Japan 83 727 110 670 26 943 32 27 797 18 231 -9 566 -34 25 14

Republic of Korea le 632 36 237 19 353 117 17 981 14 553 -3 428 19 52 79

Lao Peopla's

Dem. Rep. 376 1 439 1 063 283 2927 4 187 1 360 47 89 75
Malavsia 3 341 2 393 5 032 151 & 642 11 788 3 146 36 72 58
Mongol ia 686 1 7006 1 014 148 758 987 2249 30 52 37
Nepal 537 2 200 1 643 239 12 177 20 233 B 056 66 96 90
Phitippines 15 041 40 w12 25 871 172 23 803 45 521 16 718 8 66 93
Singapore 1 667 2 428 761 4t 583 667 a4 14 26 22
Sri Lanka 3267 5 142 4 875 149 10 336 11 921 1 583 19 76 %9
Thailand 5 618 17 635 12 017 214 35 74 58 426 12 685 |, 6h A6 71
Vietnam 9 468 28 B67 19 399 205 17 078 50 489 13 41] ’.'56 80 [

@ Revised figures provided by the office of Lhe WHQ Programme (oordinater, Burma

Source: World Population and its Age—Sex Composition by Cpuntry 1950-2000 {(United Natioms,
ESA/P/WP6S, New York, 1930}, quoted from WHO/DSI/ESCAP/B0, 20
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LIST OF WORKING DOGUMENTS, BACKGROUND PAPERS AND BIBLIOGRAPHIC SOQURCES

WORKING DOCUMENTS AND BACKGROUND PAFERS

Asia and the Pacific

The triumph of survivorship, by Dr 5.A. Meegama

The contribution of the elderly to seciety, by Dr M.A. Adiseshiah

Middle South Asia

Health services foxr the elderiy in India, by Dr M.5. Gore

Health services for the celderly in Pakistan, by Dr N.I.A. Khan

East Asla

Some problems in geriatrics, by Professor Cai Ruishemg, Department of Geriatric Medicine,
Beijing Hozpital, China

Health care of the elderly in Hong Keong, by Dr Ng Yau=Yung

The elderly in the Republic of Korea, today and in the year 2000, by Dr Kwon Tai Hwan

East South Asia

The elderly in Malaysia: = brief overview, by Dr Ezanee Merican

Philippines. A brief analysis on health care of the elderly in the Philippines, by Dr R.I.
Talag

Singapoxre. A brief note on making the environment safe for our senior citizens, by Professor
Leong Hon~=Koon

Health services for the elderly in Thailand, by Dr Banloo Siripanich

General
AGE 80.1 Health care of the elderly, the role for nursing

UN Document A/353/130 United Nations World Assembly on the Elderly, Report of the
Secretary—General

RTBLIOGRAPHIC SQURCES

Asia and the Pacific

Maada, Daisaku. Aging in eastern gociety, In: Hobman, D., ed. The sociasl challenge of
aging, London, Croom Helm, 1978.

United Nations. Inkterregional Seminar on Aging, Kiev, 14-25 May 1979: short country reports
from Bangladesh, India, Indonesia, Philippines, Thailand, 1980 (in press).
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Association for the Care of the Aged., First convention for the care of the aged in Andhre
Pradesh, Ashaknagar, Hydrabad - 500 020, 1979,

Census of India 1971, Series I, laper 3, 1972, Economic characteristics of the population
{Data borrowed from the article "Ou some aspects of aging in India"™ by N.R. Parthasarathy,
Indian journal of socisl work, vol.Xl, No. 4, January 1980).
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Sociology and social research, 551 297-304 (1971).

Desai, K.G. & Naik, R.D. FProblems of retired people in Creater Bomhay. Hombay, Tata
Institute of Social Sciences, 197Z.

Desai, K.0. & Hekha Bhalia. Social situation of the aged. Bambay, Tata Institube of Social
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India; Pocket book of population statistics. New Delhi, Registrar—General and Census
Commissioner, 1977,

Marulasiddaish, H.M. 0ld people of Makunti. Dharwar, Karnatak University, 1969,

Pathak, J.D. OQur elderly. Hombay, Medical Hescarch Centre, Bombay Hospital Trust.

Pathak, J.D. TIn: Scientific Contributions. Hombay, Medical Kescarch Centee, Bombay Hospital

Trust, 1974-75%, val, 2, p. 85

Raj, D. & Prasad, B.G. A study of rural aped persons in gocial profile. JIndian journal of
social work, vol. XXXII, No. 2 {(July 1971).

Ramanatha, HKaec G. & Anwikar, A.K. Causes of death among the aped (5% years amd over) in
Nagpur City, 1957-72. Indian tournal of public health, 2002): 72-77 {1976},

Kirpal B8ingh Scodan. Aging in India. Caleutta, Minerva Associates, 1975.

Teicher, M.Y. et al. Reaching the aged: social services in 44 countries. Sage Publications,
1979,

Desal, M.M. & Khetani, M.D. Intervention strategies for the aged in India, pp. 99-112.
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in India", Department of Social Welfare, Covernment of India, New Delhi, 1979

Billimoria, H.M. Welfare services for the aged. Social welfare, 16(3): 13 (1269),

Gupta, R.R. ¢t al. Secio—medical stndy of aged people. Indian medical gpazetie, 22(2):
406408 (1973).
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13010 44=48 (1973).
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Sathyavathi, K. & Murthy, H.N. The aged and mental health problems. $Hocial welfare, 23(7):
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Shahani, R.T. Must you rvetire. Soeial welfare, 19(7): 10 (1972).
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