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Assessment of Health of Elderly People

Shigeaki Hinohara, M. D.

Until recently, the statistics showed that the elderly population in Japan, that is those who are 65 years
or over, was not as large as it is in some of the developed countries in the West. However, the notable
extension of life expectancy in Japan in the recent years brought rapid increase of elderly population, and in
1985 it reached 10.3% of the nation’s total population. It is now expected that by the year 2000, which is only
12 years ahead, it will reach 15.6%, which is more or less equal to the levels of other developed countries in
the West. This increase is expected to continue and in 2015, 30 years from now, it is expected to reach 22%
and Japan will have the largest portion of elderly population in the whole world.

Today, the average life expectancy of the Japanese is 75.13 years for male and 80.93 years for female
-almost 81 years for average female in Japan. Both of these figures are the highest in the world, and today
Japan is a country with the ‘highest longevity’ in the world.

Until recently Japan had a comparatively small elderly population, and consequently their health was not
necessarily among the major health problems of its government. However as a consequence of above
mentioned rapid growth of the elderly population, there has been a growing concern both by the government
and private sectors over the medical policy for the elderly people.

Since 1961 the whole population of Japan are under some sort of health insurance systems. However,
these systems are basically designed to cover medical requirement, while health check-ups for early detection
or prevention of diseases were left to the individual effort on their own expense with possible exceptions of
screening for tuberculosis, hypertension, cardiac diseases and diabetes mellitus, to which central and local
goverrments as well as private companies made financial arrangement to cover the expense ever since the end
of the World War II.

In 1970 (three years after Kaiser Permamente Medical Group started multiphasic health screening in the
U. S.) automated multiphasic health screening became available all over Japan. Today there are as many as
169 centres that can give multiphasic health screening. The expenses of these screenings are either covered
by individuals themselves or by companies for their employees.

“The Old Age Health Act” of 1983 entitled the elderly people free health screening every year for early
detection of diseases such as cardiovascular diseases, stomach, breast and lung cancers, diabetes mellitus and
liver diseases.

Until 1955 tuberculosis was ranked the highest among the causes of dealth in Japan, but it was gradually
taken over by celebrovascular accident, and cancers and cardaic diseases occupied the second and the third
places. Since 1981, however, the top cause of dealth has been cancers. Since 1985 cardiac diseases rank the
second and the third is celebrovascular accident. Among the deaths from cancers gastric cancer ranks the
highest, which is followed by lung cancer. As a result many people are voluntarily receiving cancer screening



tests every year.

Thus the importance of periodic health screening is widely accepted by the general public in Japan, either
on individual expense or on company subsidies, and by the “Old Age Health Act” the elderly people are also
given multiphasic health screening free of charge. The elderly people are provided with the following
services: (1) early detection of diseases regardless to whether or not they have any clincal symptoms: (2)
identification of those who need hospitalization and those who can lead normal life at home if they are given
proper guidance and consultation by the professionals: (3) physical rehabilitation service if identified
necessary. Also in order to prevent unnecessarily lengthy hospitalization in chronic geriatric wards which
often invites disuse symdrom and deterioration of one’s ability of life, (4) the government will subsidize
establishment of old people’s home,and (5) provides domiciliary care by visiting nurses. These measures are
all intended to ensure the quality of life for the growning number of elderly poulation by encouraging them to
maintain their ability to lead normal social life and to prevent development of disuse syndrom or bed-bound
life, so that they may find their lives meaningful and worth living.

When making health appraisal of the elderly people, it is inappropriate and even dangerous to apply the-
same diagnostic criteria used for the younger people because it often ends up naming too many diseases for
the old people. This is shown in Figure (1). Here the people of all age groups were chosen from apparently
healthy people who are leading normal social life. They were given multiphasic health testing and the findings
were by the same criteria regardless to the age groups. You will notice that nearly all elderly people show
abnormality. I would like to point out that when we discuss the notions of normality in laboratory data and
physical examination findings, we should be fully aware that old people are likely to show larger individual
differences. Therefore, in assessing their findings, we should not apply the ‘normal’ or‘abnormal’ values which
we apply for the younger people. Instead we should develop innocuous values suitable for the old age group,
so that we can encourage them to maintain the life habits which they find comfortable. At the same time we
should try to give them carefully prepared health guidance in order to prevent development of any risk element
of disability and thus enhance their quality of life.

(Fig 1)
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Even if health exaimnation finings of the elderly people show a certain degrees of deviation from the so
-called normal range, if they are simply judged against the ordinary criteria for adults and diagnosed as
‘patients’, it would be a very unhappy situation for the elderly people. It is a known fact that aging causes
certain degrees of organic changes in organic systems of human body-cadiovascular, respiratory, urinary,
endocrine, sensory, and nerves systems-and causes functional depression of organs. For example, as the
process of aging advances the number of cells in an organ is known to decrease and organ atrophy is observed
with obvious depression of functions compared to younger people.

Aging also causes decrease in serum protain and hemoglobin, increase in creatinine, and decrease both in
PSP and sugar tolerance. Gradual appearance of abnormal findings in EKG at excercise test is also observed.
Incomplete right bundle branch block is observed with fairly high frequency.

If compared with the normal standards of younger people, it is obvious that the elderly people’s organs
show certain degrees of functional depression and atrophy, but it will not be appropriate to immediately
diagnose these phenomena as abnormal and try to impose some restrictions on their usual behaviors, in diet,
excercises or alcohol intake. Aging may develop various physical changes that are natural to the elderly
people, and as a result their test findings may fall outside of the normal ranges of the younger people. But
in many cases these old people have already retired from the active and strenuous life at the front line of the
social life to comparatively easy and comfort life. They are able to continue their daily life maintaining a
certain level of social activeness without much difficulty.

If so, then, we must question what are the normal values. When you examine the elderly people of similar
age group, you will notice that they show much greater individual differences than in other younger age groups.
In younger age groups the mean value in usually interpreted as their normal value, but in case of the elderly
people it is often difficult to apply the same method because of large individual differences in their findings.

For example, if you are asked what the normal value of serum cholesterol is, there could be following
seven different answers.

1) A bell shaped probability distribution of values (Gaussian).

2) The most representative values as defined by a mean (average, median, model).

3) The most commonly encountered values as defined by a range,-the usual “laboratory normal range”

(habitual).

4) A level suited for human reproduction and survival (optimal).

5) A value unlikely to cause harm (harmless or tolerable).

6) A committee’s consensus, i. €., an “approved” level (conventional).

7) The ideal level (ideal).

When classifying the findings of function tests of the elderly people, if they do not fall into either of the
categories (1) or (2), it will be acceptable to judge them as ‘innocuous or harmless or tolerable’ values. If
elderly people are given tolerable values rather than normal values, it will not place too much restrictions on
their life and will not discourage them and at the same time it will prevent deterioration of whatever symptoms
they may have. If the records of their past test findings are available, we should try to figure out their
individual mean values (tolerable values).

Next, I would like to discuss the exercise test for cardiac assessment and sugar tolerance test for the
elderly people. When interpreting electrocardiography of the elderly people, notching of QRS in V, precordial
lead in fairly common in old age and findings of incomplete right bundle branch block should not be judged as
abnormal, even if they may not be normal EKG. If this emergence of right bundle branch block is not the
result of specific cardiac symptoms, there will be no effective care and it is often unnecessary to restrict



exercises because of this finding. Minor changes in EKG such as this can be recorded as findings but there is
no need to have this known to the elderly patients as abnormality. Slight depresslon in T or ST close to the
marginal level should not be interpreted as abnormal EKG changes.

In Master’s exercise test, the load is adjusted according to the subject’s body weight and age. This is very
appropriate for testing the elderly people. However in case of glucose load test or many other load tests the
amount of load is fixed (e. g. glucose load of 100g) regardless to age, and it is often the case that sugar tolerance
of the elderly people fall above the standard value (so-called normal value) of adults, both for 1 hr value and
2 hr values. This is fairly commonly observed among the elderly people who are leading normal life but
withont much exercise. We must realize that it is not an usual habit for them to take such a large amount
of sugar or starch at one time. Therefore it is not appropriate to try to measure their health conditions in this
manner simply comparing their marginal value with that of the younger people. I would suggest that, in
testing the elderly people, we interpret their tolerable value as their normal value.

As I have just discussed, it is unreasonable to apply the single criteria to both the elderly and the young
people alike. In this connection the following factors will have some relevance in determining appropriate
normal values for the elderly people.

First, collect records of various test findings of an individual elderly person over the years, and if he lives
beyond the average years of life, then these values could be considered to show not normal but tolerable values.

In laboratory testing of the materials taken from the elderly people, it is not seldom that we get seemingly
wrong results, no matter how well the quality control of the laboratory is maintained. This is due to the
situations under which these materials are obtained.

For instance, to check creatinine clearance or PSP testing (15 minutes) of the elderly people who have
difficulty in voiding urine or tend to retain urine, it will be difficult to make the exact measurement of their
total urine quantity, no matter how hard they try to void it, unless their urine is collected by catheters. When
a physician is informed that the patient’s creatinie clearance or PSP values are below the normal value range,
the physician must check the conditions under which the urine was collected either checking it by himself or
through the nurse or asking the patient himself.

When testing respiratory function by measuring vital capacity or the forced expiratory volume at 1'second
(FEV,), technicians must check and report to the physician how well the elderly people followed instructions
and performed the processes. If at one of the annual check-ups the respiratory function test produces a
notable depression, without any particular respiratory diseases, the physician should check the testing
conditions before making any judgement. He should by no measns simply compare the values against the
values of the younger people. Assessment of test results and their application to actual guidances will
naturally vary according to the various factors such as age, testing conditions or the purpose of these tests.

Conclusion

Doctors must realize that what the elderly people really need are useful assessment and guidance which
will help them to establish self-reliance in the society. I would, therefore, like to stress that we should try to
make the assessment and give guidance that will help the individual and should not hamper our judgement by
so-called normal values or normal patters. If we judge the health of the elderly people by their tolerable
values and give them minimal restrictions on their behaviors, unless there appear any adverse physical effects,
it will encourage the elderly people and enable them to pursue a satisfactory and enjoyable life, preventing
unnecessary development of disuse syndromes.
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{This paper was paesnted at the, Symposium of International Health Evaluation Association held in May,
1988 in Kona, Hawaii.)
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