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The St. Luke's Medical Center is the only
hospital in the Philippines with a Geriatric Centre. In
June 1994, the Memory (Dementia) Clinic was
established. A total of eight elderly patients were seen
at the Memory Clinic of St. L~ke's Medical Center
from June 1994 to June 1995. Their mean age was 78
years, with half (50%) in the 75-84 years age group.
More than half (62.5%) were females. Other patient
characteristics were marital status, living
arrangements, caregivers, occupation and functional
status. Clinical assessment was done by a geriatrician
using the augmented medical history, physical and
neurologic examination, the KATZ index of ADL,
Geriatric Depression Scale, and the Folstein Mini-
Mental State Examination. All patients were referred
to a psychogeriatrician. Diagnosis of dementia was
based on the DSM-IV criteria. All except one (1) had a
brain CT Scan.

The primary diagnoses were: senile dementia
of the Alzheimer's type (37.5%1, SDAT with reactive
depression (12.5%), vascular dementia with reactive
depression (25%), bilateral subdural hematoma
(12.5%), and pseudodementia of depression (12.5%).

INTRODUCTION

Since the 1960's, demographic issues that
have drawn worldwide attention have been changing
by decades I. Then, population growth peaked ·due to
rapid mortality decline from improvements in medical

technology and public health, coupled with high
fertility level. By instituting population programs, the
change was a decline in .he population growth rate in
the 1970's; and in the 1980's, the demographic
outcome was population ageing. Based on the World
Health Organization Situationer on the Western
Pacific Region, of which the Philippines is a member,
the number of elderly people aged 60 years or over in
the region is expected to rise from 140 million people
in 1990 to 320 million in 2020. Therefore, the need for
health services for the elderly will consequently be a
growing concern in this region.

Presently, the Philippines is still considered as
a youthful country. However, the most recent
population census of 1980 confirms the trend that the
Philippine population is also ageing. From 15.8 years in
1970, median age has risen to 17.6 years in 1980 and
will continue to increase until 2030, when it is
projected to be a mature population with a median age
of 32.9 years 2. Likewise, the proportion of the elderly
in the Philippines is expected to increase from 4.5% in
1980 to 5.6% in 20003

. By the year 2020, it is expected
to rise to 9.5%.

The elderly years have often been described as
the stage of increasingphysical and mental incapacity,
making the older person isolated, dependent, and
lonely-a social burden. The dependence and disability
of old age may relate to many factors, and one of them
is cognitive decline, manifesting as memory loss 4 At
least 15 percent of those over the age of 65 have

4 ST. LUKE'S MEDICAL JOURNAL VOL 3 NO. 2 JULY-DECEMBER 1996



moderate to severe dementia with projections to reach
45% by the age of 90 5. Alzheimer's disease, once
considered to be rare, is now recognized as the most
common dementing disorder 6. And because of earlier
diagnosis and improved medical care, life expectancy
of demented individuals is likely to be longer.

In Western countries in the early eighties, the
growing concern over the increasing incidence of
dementia in the world's ageing population has resulted
in the establishment of memory clinics which were
reported to·have improved life expectancy of old age'.

St Lukes i\kdl,-";d Center boasts to be the only
hospital in the Philippines with a Geriatric Centre.
Established in line with the continuing efforts of the
hospital to provide good quality medical care to all
categories of patients, specifically to ageing individuals
who need care different from mainstream medicine, it
has a Zl-bed capacity wing for acutely ill persons who
are aged 65 and above. The center was inaugurated in
1991. In 1994, the concept of continuing care to
patients and their families prompted the launching of a
Geriatric Day Care Program in March, and in the latter
half of the year, the Memory Clinic.

This paper is a preliminary report of the
Memory Clinic of the St. Luke's Medical Center's
Geriatric Centre.

REVIEWS OF LITERATURE

It has been suggested that memory evaluation
should readily be available for· all elderly 8. In the
absence of disease, subtle decline in performance on
many cognitive tests occurs with advancing age. Once
the cognitive decline is determined to be abnormal, the
physician's next responsibility is to seek those causes
that can be reversed, arrested, or slowed down. Not all
causes of memory loss is dementia 9.

The Diagnostic and Statistical Manual of
Mental Disorders, 4th edition defines dementia as "the
development of multiple cognitive deficits that iOnclude
memory impairment and at least one of the following
cognitive disturbances: aphasia, apraxia, agnosia or a
disturbance in executive functioning severe enough to
cause impairment in social or occupational
c. . . 10 M .
Iunction lI1g. emory IS usually the first to be
affected, but is differentiated from benign memory

impairment which is characterized by simple
occasional lapses like forgetting dates, missing some
appointments or even recalling names. All of these tell
us that dementia is not a part of the ageing process, but
benign forgetfulness is.

In 1990, the Department of Neurology and
Psychiatry of the University of Sto. Tomas embarked
on a study of normal elderly Filipinos in selected
communities on different domains and the following
were their conclusions: that the level of intellectual
functioning in the elderly subjects did not differ
significantly with their younger counterparts: that
except for some minor hesitation for longer distances
time of travel between older and younger age groups
were comparable; there was an expected reduction in
the need for sleep and delayed sensory conduction: and
finally, that the brain autopsy findings of elderly
patients who died of causes not affecting the brain
revealed weight reduction particularly in the age group
75 and above II

The first hospital-based memory clinic was
established in England 111 1972 12 It has a
multidisciplinary approach addressing medical,
functional, and psychosocial perspectives, providing a
comprehensive foundation on which effective
management can be based. Other memory clinics in
other parts of the world followed=the Lidcombe
Memory Clinic in Australia and the Felix Platte in
Switzerland, to name a few.

In the pursuit of "total caring of the elderly,"
the first memory clinic in the Philippines was
conceptual ized as a service offered by the Geriatric
Centre of St. Luke's Medical Center. It has the
following aims:

I. To efficiently and fully assess patie.its stricken
with dementia in their social setting.

2. To outline short and long term treatment plan
specifically tailored for each individual sufferer
and their respective fam iIy/carers.

3. To establish networking and referral system
with other health professionals in the care of
dementia sufferers.

4. To provide education, support and counseling
for the carers of dementia sufferers.

5. To accumulate the necessary experience in the
assessment and management of dementia
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among health professionals and paramedical
professionals.

6. To educate other medical professionals and the
community about dementia.

7. To provide a cohort of dementia-screened
14 •

. patients for the purpose of research

PURPOSE AND SIGNIFICANCE OF THE
STUDY

The main objective of this study is to describe
all the patients seen at the Memory CI in ic of the
Geriatric Centre from June 1994 to June 1995 in terms
of:

1. demographic characteristics--age, sex, marital
status, educational attainment, previous
occupations and 1iving arrangements

2. their identified caregivers

3. their functional abilities 111 mobility, self-care
and medication use

4. medical problems 111 terms of cornorbid
illnesses present

5. psych iatric man ifestations

6. CT scan findings

7. primary diagnoses and concommittant depression

Because of the limited number of subjects, no
statistical correlation was gathered. However, in
anticipation of the ageing of the Philippine population,
the gathered data can be the basis for future projects
and/or researches on this kind of endeavor, to address
the complex needs of this age group.

PATIENTS AND METHODS

This descriptive study was conducted at the St.
Luke's Medical Center Geriatric Centre among all the
patients who consulted for memory loss from June
1994 to June 1995. Clinical assessment was done by a
geriatrician who evaluated the patients along the
following domains: augmented medical history,
physical and neurologic examination, the KATZ index

of activities of daily living, the Geriatric' Depression
Scale, and the Folstein Mini-Mental State
Examination. Laboratory examinations were ordered
on the first visit. They were subsequently referred to a
psychogeriatrician who either saw them on the first or
second visits .

In all of these cases, the concept of multi-
disciplinary assessment was emphasized. A final
consultation with the patient's family and/or
caregivers was also the backbone of its supportive
services.

Clinical Assessment

The augmented medical history' is the
traditional medical history plus a detailed review of
past illnesses, drug use, and social supports including
the caregiver. The traditional physical and neurologic
examinations were used to complete the clinical data.

To assess functional capacity, the KATZ index
of activities of daily living was used for measurement
of ability to perform self-care tasks, ambulate and take
medications. Three levels of dependency were used: I)
ability to perform the task without human assistance;
2) with some assistance; and 3) total inability to

.(.' . I' 15perrorrn even Wit 1 assistance

To assess depression, the Geriatric Depression
Scale of Yesavage was used. This is a screening
instrument consisting of 30 questions answerable bv
yes or no. Scores greater than I I indicate depression.

The Folstein Mini-Mental State Examination
was utilized to assess for cognitive impairment. Scores
equal to or greater than 24 means intact mental status.
17 -23 means mild to moderate dementia and 16 or
below, severe dementia.

The gold standard for the diagnosis of
Dementia was the DSM IV criteria, based on the
structured psychiatric interview by a
psychogeriatrician.
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RESULT AND DISCUSSION

The medical records of the eight (8) patients
seen in the Memory Clinic of St. Luke's Geriatric
Centre from June 1994 to June 1995 were reviewed.

Demographic Characteristics:

Age range was 73 to 86, with a mean age of
78. Three (37.5%) belonged to the 65-74 years age
group, four (50%) were in the 75-84 years and one was
(12.5%) 85 and above (Fig.1). Although the results of
this study did not establish any trend, these findings
can be compared to the general observation that at the
age of 75, independence is threatened because
disability sets in for multiple reasons 16

Figure 1. Sex Distribution

Female 62.5%

[] Male 37.5%

More than half (5 or 62.5%) were females,
who were either single or widowed (Fig. 2, Fig. 3). All
the males were married. Female predominance,
whether single or widowed, is again comparable to
several observations: 1) a local study by Domingoet al
in 1988 and 2) a foreign author, Levy, in 1991. The
sex and status differences can be attributed to several
factors and one reason is women outlive men or that
men who live until these ages are married, or are more
free to remarry.

Figure 2. Age and Sex distribution

85 up

10Female I
o Male

75-84

65-74

o 0.5 21.5

Figure 3. Sex and Marital Status Distribution

Widow

Married

Single,liI ••
o 0.5 1.5 2 2.5 3

Table 1 shows the previous occupations of the
memory clinic patients. Again, no trend was
established, but it is interesting to note that even
physicians are not exempt from a dementing illness.
Educational attainment was also studied, and 6(75%)
patients were college graduates, which is contrary to
the study of Mayuex in 1991 that: "the odds of having
Alzheimer's disease with less than 12 years of formal
education were increased at least two-fold."

Table 1. Previous Occupations of the Memory Clinic
Patients (SLMCGC, 1995).

Professionals (physician, 4 (50%)
teacher, translator,
government employee
Used to be in business 3 (37%)
Housewife 1 (12.5%)
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Living Arrangements

As to living arrangements, those married lived
with their spouses (Table 2). The female subjects who
are single lived with their unmarried siblings, while
the widows lived with their married daughter's family,
an arrangement that is not new in a Filipino society or
in any developing country where it is the family that
takes care and provides the needs of the elderly 17. A
peculiar living arrangement was of one patient
belonging to the Jehovah's society where all members
lived in flat units in a high-rise building where food,
clothing and shelter were provided in exchange for
breaking-up her close family ties. This is a form of
shared living, but in this religious organization, the
patient was living with those ofvarios age groups.

Table 2. Living Arrangements of the Memory Clinic
Patients (SLMCGC, 1995).

With their wives 3 (37.5%)
With unmarried siblings 2 (25%)
With married daughter 2 (25%)
Shared Living 1 (12.5%)

Table 3. Caregivers of the Memory Clinic Patients
(SLMCGC, 1995).

Wives 2 (25%)
Female siblings 2 (25%)
Daughter I (12.5%)
Hired (nurses/midwives) 2 (25%)

Caregivers

The caregivers were either: the wives in two
(25%) subjects, female siblings in another two (2,
(25%), and a daughter in one (12.5%) (Table 4). A
particular characteristic of the Filipino affluent elderly
is affordability of "hired" midwives or nurses on 2-3
shifts per day, which were present in two (25%)
patients. It is to be noted that all these caregivers were
women, an observation that can be attributed to the
greater number of Filipino females aged 50 years old
and above 17.

Table 4. Abnormal Physical and Neurologic
Examination Findings (SLMCGC 1995).

impaired hearing
impaired vision
gait problems.
physical disability
scoliosis
arthritis
Dowager's hump

4 (50%)
4 (50%)
2 (25%)
1 (12.5%)
1 (12.5%) .
1 (12.5%)
1 (12.5%)

glabellar tap
hemiparesis
syncopal attacks
masked facies

1 (12.5%)
1 (12.5%)
1(12.5%)
1 (12.5%)

Activity of Daily Living

Six (75%) patients were independent in
ambulation while two (25%) were assisted using canes
(Fig. 4). Self-care deficits were present in at least half
(4 or 50%) of the patients beginning with bathing and
dressing. Two (25%) of these had further deficits in
toileting and transferring; and one (12.5%) was bladder
incontinent. All patients were independent in feeding,
but all of them needed another person's help for the
medications. These findings·conform with the general
observation that self-care deficits are generally lost in
a constant manner from bathing to feeding 15. For
these deficits in hygiene and toilet prompted them to
hire nurses or midwives, when the financial aspect is
not a hindrance. In our country, we can say that
dependency on Instrumental Activities of Daily Living
(IADL) is the reason for acquiring outside help; in
Western countries, institutionalization is the answer to
this problem.

3 4
Aba'" I"aIieru

Fig.4 Dependence on M~. Se!f-<:areand MedI:ation
use of M<rno<y Clime Peteots SL"ICGC 1995
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Comorbid Illnesses

Hypertension was the most frequent comorbid
illness followed by cardiovascular diseases including
coronary, cerebrovascular and peripheral vascular
diseases. These diseases are the most common risk
factors for vascular-related dementias, therefore their
prevalence as a comorbid illness is expected. Two
(25%) were told that they had osteoporosis, which is
another age-related disease, and is therefore expected.
The rest had diabetes mellitus, pulmonary
tuberculosis, breast cancer, Parkinsonism, and a
previous psychiatric illness.

History, Physical and Neurologic Examinations

The abnormal physical examination findings
could also be related to age: decreased hearing ability
in four (50%), blurred vision due to cataracts also in
four (50%), gait problems due to muscle weakness in
two (25%), and the rest seen in one (12.5%) each for
physical disability, scoliosis, arthritis, and Dowager's
hump.

Some abnormal. neurologic findings which
were not present in all were: glabellar tap, syncopal
attacks, hemiparesis and masked facies.

Psychiatric Manifestations

Based on the structured psychiatric interview,
the most common symptoms presented were:
SUSPICIousness, hallucinations, anxiety, sleeping
problems, loss of memory for recent events,
depression, paranoid delusions, insomnia, irritability,
wandering, easy distractibility, incoordination and
dyspraxia. All of these psychiatric symptoms and
behavioral disturbances have been cited by BLIrllS in
1992 for the purpose of developing assessment
instruments in monitoring dementias. While further
information regarding this aspect was not explored in
this study, a significant follow-up research may be
based on this.

CT Scan Findings

As to the CT Scan findings, three (37.5%) were
primarily cerebral and/or had cerebellar atrophy,
another three (37.5%) had atrophy with a vascular

event, and one (12.5%) had bilateral' subdural
hematoma. One (12.5%) did not have a CT scan. There
was no pure vascular lesion (Fig. 5).

Figure 5. CT Scan Findings

D Bilal. Sub.
Hematoma

12.5%

o None

IJ None 12.5%

CAtrophy

oAtrophy & Vascular
Component

OBilat. Sub. Hemltoma

o Atrophy 37.5%

[] Atrophy&
Vascular

Component
31.5%

Although definitive diagnosis of dementia can
only be ascertained by autopsy, the CT Scan or the
MRI is still an important diagnostic procedure to
distinguish between primary degenerative, multi-
infarct and other vascular-related dementias. The
results may be nonconclusive because dementia is
primarily a clinical diagnosis based on the physical
and social functioning of the patient. Reversible
dementias can be treated, such as normal pressure
hydrocephalus; or worsening prevented, as in multi-
infarct dementi as.

Primary Diagnosis

The primary diagnoses were three (37.5%) had
senile dementia of the Alzheimer's Type (SDAT),
SDAT with reactive depression in one (12.5%),
vascular dementia with reactive depression in two
(25%), bilateral subdural hematoma in one (12.5%) and
pseudodementia of depression in one (12.5%). Of the
eight patients,four (50%) had depression (Fig. 6).

Figure 6. Primary Diagnosis

o Bilat. Sub. 0 Pseudodementi
Hematoma a 12.5%

12.5%

o Vascular ~ •
Dementia wi ~ • SOAT 31.51lo

RD 25% D SOAT wi RD
12.5%

CSOAT
OSOATwiRD
aVascular Dementia WIRD
WSW. Sub. HematiMna
qPseudodemnlia
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Depression as a common problem of the
elderly is also reflected in this study. The patient who
did not have a CT scan was the one with
pseudodementia, a clinical entity which is reversible.
It behooves every physician, because of the social
implications of the illness, to be aware of the
reversible causes of dementia. Robert L. Kane, MD, in
his book Essentials of Clinical Geriatrics, suggests that
it should be a diagnosis of exclusion.

a Have Figure 7. Prevalence of Depression
Depression wi

fKw/o
o-nt!a5O'J(,

~"'.:.)"':'~~JP'
. - .. --

• No De~ssIon

C Have DepressIon
wI or wlo o-.tIa

CONCLUSION

The results represent only the patients who
consulted at the memory clinic of the St. Luke's
Medical Center's Geriatric Centre. It is to be noted that
St Luke's is a tertiary private hospital that only those of
higher economic status can afford. This accounts for the
dearth of the subjects studied. Statistical trends and
correlations cannot be established. This study therefore,
can be,considered as a preliminary report of the clinical,
profile of Filipino patients presenting with memory loss.
Because of these limitations, therefore, the author
recommendsthe following:

1. follow-up studies on a wider and more varied
population groups enough to establish
statistical trends and more meaningful results

2. other issues be explored and addressed such
as caregiver burden and the role of counseling

3. further studies on various management strategies-
pharmacologic and nonpharmacologic-for the
treatment of dementia.
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