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Aims Lifestyle modifications and healthy behavioural regimens are critical in preventing coronary artery disease (CAD)
and other important health conditions. Little is known about the risk for CAD and health behaviour among older
adults (>60 years) living in rural areas in the Philippines. Compare risk profiles and health behaviours of Filipinos at
low- vs. moderate-to-high-risk for CAD and examine the association between demographic variables, risk profiles,
and health behaviours.

...................................................................................................................................................................................................
Methods
and results

A comparative, cross-sectional study was conducted using a convenient sample of 427 Filipinos (>_60 years old).
Data on sociodemographic characteristics, risk profiles, and health behaviours (e.g. diet, physical activity, smoking
status, and alcohol use) were collected. Ten-year CAD risk was estimated using the non-laboratory-based
Framingham algorithm. Of the 427 participants [mean age was 69.2 ± 6.7 years, primarily women (65%), married
(52.8%)], 319 (75%) were at low risk, and 108 (25%) were at moderate-to-high-risk for CAD. Filipinos at moderate
to high risk were more likely to have cardiometabolic diseases (e.g. hypertension, hyperlipidaemia, diabetes, and
obesity, all P’s < 0.001). Health behaviours did not differ between the two groups except for the consumption of
>_5 servings of fruit, higher in the low-risk group.

...................................................................................................................................................................................................
Conclusion Data showed highly consistent and convergent evidence among older Filipinos living in rural areas at high risk for

CAD and other health conditions. These findings underscore the need for culturally sensitive guidance to improve
CAD outcomes for moderate to high-risk older adults living in rural areas, including education and counselling on
risk and risk-reducing strategies.
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Implications for practice
• Implementation of effective and equitable prevention strategies needs to be in place to prevent and reduce coronary artery disease (CAD)

prevalence among older rural dwellers in the Philippines.
• Targeted prevention and disease management strategies for cardiometabolic disease such as hypertension need special attention as more

Filipinos in their native country and abroad appeared to be at very high risk.
• Lifestyle modification and other healthy behaviour programs need to be promoted and implemented to reduce premature deaths

associated with CAD.
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Introduction

Coronary artery disease (CAD) is a chronic disease that globally
affects morbidity and quality of life of all racial and ethnic popula-
tions.1 Globally, 17.9 million people succumbed to CAD, accounting
for 31% of deaths worldwide. More than 75% of these deaths occur
in low- and middle-income countries.2 Moreover, by 2025, 80–90%
of people in low- and middle-income countries are projected to die
from CAD, making it one of the leading causes of death worldwide.3

In the Philippines, CAD, is the third leading cause of cardiovascular
disease.4

Premature deaths associated with CAD in low- and middle-
income countries are associated with abysmal prevention and treat-
ment efforts.3,5,6 Specifically, a study among Chinese and Filipino
Americans reported that the increasing number of premature deaths
in low- and middle-income countries is attributable to the suboptimal
implementation of prevention strategies by healthcare providers to
reduce CAD risk factors such as hypertension, diabetes, elevated
cholesterol, tobacco use, overweight/obesity—also referred to as
cardiometabolic diseases (CMD).7 Likewise, increased risk for CAD
is also associated with poor access to effective and equitable health-
care services (including early detection services) in individuals from
these countries.3,8 Older adults are at greater risk for CAD and
CMD.9 Given the high prevalence of CAD among older adults in
low- and middle-income countries like the Philippines, the projected
increase in this population will be a significant challenge for the coun-
try’s healthcare system.10

Poor health behaviours (e.g. poor eating habits, high sedentary
behaviours, smoking and alcohol use, and overweight and obesity)
are positively linked to CAD.10 However, millions of older adults
worldwide do not receive critical evidence-based preventive serv-
ices5 to eat healthier, increase physical activity levels, avoid or stop al-
cohol and/or smoking, weight maintenance, and early detection
services as recommended by the World Health Organization
(WHO) for the prevention of CAD.3 Rural populations are especially
disadvantaged with multiple healthcare disparities, resulting in lower
rates of primary and secondary risk prevention measures.10 Given
the growing prevalence of CAD and a lower level of CAD health
awareness in low- and middle-income countries, it is likely that such
initiatives may have beneficial effects. A robust and appropriate evi-
dence base that would equip low- and middle-income countries to
take informed action, as recommended by the WHO, is crucial in
improving this situation. Components of WHO health promotion
guidelines and practices include (i) dietary advice to encourage
healthier eating habits, (ii) minimizing unhealthy alcohol intake, (iii)
smoking cessation advice, (iv) advice on increasing daily physical activ-
ity, and (v) weight reduction.11

Filipinos living in the USA are at higher risk for both CAD and
CMD. A study conducted among older Filipinos in the USA showed a
high risk of hypertension, diabetes mellitus, coronary heart disease,
and other metabolic problems at mid-life and old age.12 Similarly, re-
search has shown that Filipinos living in California and their
Vietnamese counterparts tended to have poorer physical health and
reported the greatest number of chronic diseases, including asthma,
high blood pressure, heart disease, and the highest level of disability.13

While there have been many studies exploring Filipino Americans’
health characteristics compared across different subcategories of
Asian Americans in the USA,13 there is a lack of research examining
health behaviours among Filipinos in their native country.

Lifestyle modification and a healthy behavioural regimen are critical
in preventing CAD and other necessary health conditions.5,7,14

Observational data suggest a link between healthier lifestyle adher-
ence and lower risk for CAD.15 Likewise, a high-quality diet, regular
exercise, and smoking cessation are associated with lower morbidity
and mortality.16 The literature is replete with studies examining pre-
vention strategies focused on improving diet, physical activity, avoid-
ance of alcohol and tobacco use, and weight management.9,14

However, there is a shortage of studies examining these health
behaviours and their association with CAD risks in low-income coun-
tries like the Philippines. This study was conducted to address the
current gaps in research as clearly depicted in the foregoing sections.
The specific aims of this comparative, cross-sectional study were to
(i) compare health behaviours of older Filipinos at low- vs. high-risk
for CAD; and (ii) examine the relationships between sociodemo-
graphic characteristics, risk profiles, and health behaviours.

Methods

A secondary analysis was conducted using data from a nationally repre-
sentative cohort of Filipinos living in underserved rural communities in
the Philippines who participated in extensive interviews with trained bilin-
gual (English and Tagalog, the official language spoken by 90% of Filipinos
in the Philippines) community health workers. The choice of language for
administering the surveys was based on participants’ preferences.
Community health workers from selected communities were chosen to
administer surveys engaged in a one-to-one training session with an inves-
tigator on administering surveys related to CAD risk reduction. Likewise,
all community health workers attended a 4-h workshop on taking blood
pressure and measuring weight, height, and waist circumference, including
practicing the skills and checking inter-rater reliability by comparing meas-
ures obtained by each worker with the values obtained by the trainer.
One of the investigators shadowed each community health worker to
test their communication skills before performing the surveys independ-
ently. All community health workers had at least 4 years of high school
education.

This comparative, cross-sectional design used a methodological ap-
proach, including interviews and survey guides were developed by the
US Department of Health and Human Services (DHHS). The DHHS
has enhanced its efforts to build partnerships within the Filipino commun-
ities in the USA and focuses local community action on creating heart dis-
ease prevention activities.1 The parent study’s overall goal was to
examine perceptions and knowledge of heart disease and motivation
to change lifestyles among the Filipinos in rural communities in the
Philippines.

In the parent study, 1203 participants aged between 18 and 83 years
were recruited from the underserved communities identified by the local
governments of the National Capital Region, Cordillera Administrative
Region, Ilocos Region, Central Luzon, and Western and Central Visayas
regions. Data collection occurred at the Barangay Health Centers
through the National Health Sector Reform Agenda by the Philippines
Department of Health in 1999 to provide better health care access to
underserved communities.17 Only data from 427 older participants
(>_60 years of age, which is based on the definition of ‘senior citizen’ in the

566 M.C. Cacciata et al.
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Philippines) were included in this secondary analysis. The study received
Institutional Review Board approval from the University of California,
Irvine, and the University of the Philippines, Manila. Written informed
consent was waived due to the low-risk nature of the study, and data
were de-identified.

Sociodemographic variables and

cardiometabolic risk factors
Sociodemographic characteristics, including age, gender, marital status,
education, and income, were collected using a standardized form created
for this study. Community workers conducting the interviews helped as-
sess each participants’ risk for CAD using the non-lab Framingham algo-
rithm, which substituted body mass index (BMI) for lipids in the
laboratory-based Framingham algorithm. The non-lab algorithm was pre-
viously tested in a cohort of African Americans and Asians and shown to
have higher sensitivity, leading to better detection of at-risk cases and
higher specificity, leading to fewer false-positive cases.18,19 The ten-year
risk for CAD was categorized as low risk (< 5%), borderline risk (5–
7.4%), moderate risk (7.5–19.9%), and high risk (>_20%).11 For the current
study, participants at low- and borderline risk (n = 319), were compared
to those considered at moderate and high risk (n = 108), defined as a
>_10% chance of developing CAD.20

Data on the presence or absence (i.e. yes/no) of cardiometabolic risk
factors were obtained using self-report. They included (i) hypertension,
defined as systolic blood pressure >_ 140 mmHg and/or diastolic blood
pressure >_ 90 mmHg and/or self-reported treatment with antihyperten-
sive medication(s) during the 2 weeks before the interview;(ii) type 2 dia-
betes, defined as the previous diagnosis based on a fasting plasma glucose
level of >_126 mg/dL, random plasma glucose, or 2-h plasma glucose level
of >_200 mg/dL during a 75-g oral glucose tolerance test, or glycosylated
haemoglobin >_6.5%; (iii) hyperlipidaemia, based on lipid profile lab val-
ues—total cholesterol >_ 200, low-density lipoprotein >_ 100 mg/dL, high-
density lipoprotein < 40 for men or <50 for women, and triglycerides
>_ 140 mg/dL; and (iv) overweight and obesity, defined as >_ 23 kg/m2

based on standards for Asian populations.21

Obtaining weight, height, blood pressure,

and waist circumference
Community health workers measured height, weight, waist circumfer-
ence, and vital signs. Participants were weighed in their clothing without
shoes using the Ozeri Rev Digital Bathroom Scale with Electro-
Mechanical Weight Dial provided by the investigator for use at the
Barangay health clinics where participants were seen. The scale was used
by the researchers in a clinical trial and was capable of not only detecting
change as small as a couple of tenths of a pound or kilogram but also con-
sistently giving the same measurements for test objects of known weights
on different days.22 Height was determined using a measuring board
mounted to the wall with an attached measuring tape and moveable right
angle headpiece available in each Barangay Health Center. Waist circum-
ference was obtained by applying the tape across the waist at the level of
the narrowest section of the torso between the ribs and iliac crests, as
recommended in the Anthropometric Standardization Reference
Manual.23 This uniform measurement was taken at the end of the normal
expiration and calibrated to the nearest centimetre using an anthropo-
metric tape measure. The tape was carefully placed across the body to
avoid indenting the skin or compressing the subcutaneous tissue.

Health behaviours
Health behaviours were collected using a general health survey. To sim-
plify choices for participants, we used binary variables similar to data

collection for cardiometabolic risk factors. For example, physical activity
was defined as engaging in >_150 min/week of accumulated moderate-
intensity or 75 min/week of vigorous-intensity aerobic physical activity,
based on the American Heart Association Guidelines.9 Healthy dietary
patterns were defined as consuming five or more servings of fruits
(at least 200 g/day) and five or more servings of vegetables (at least
200 g/day); fewer than five servings of fruits and vegetables were catego-
rized as insufficient.24 Tobacco use was classified as never, previous
smoker, or current smoker, while alcohol consumption was based on the
presence or absence of moderate drinking defined as up to one drink per
day for women and up to two drinks per day for men.24

Data analysis
Comparisons of demographics, risk profiles, and health behaviours by
low vs. moderate to high-risk groups were assessed with v2 or Fisher’s
exact tests for categorical data and t-tests or Wilcoxon Rank Sum tests
for continuous data, as appropriate. Correlations between risk profiles
and health behaviours were obtained by using Spearman Rho correlation
coefficients. The significance level was set a priori at P <_ 0.05. All data
were analysed using Statistical Package for the Social Sciences 25 (SPSS,
Chicago, IL, USA).25

Results

Of the 427 participants (mean age was 69.2± 6.7 years, primarily
women [65%], married [52.8%]), 319 (75%) were low-risk, and 108
(25%) were moderate to high-risk for CAD. Demographic character-
istics were comparable between the two groups (Table 1).
Differences in risk profiles between those at low- and moderate-to-
high risk are also illustrated in Table 1. Those at moderate to high-risk
were more likely to have cardiometabolic diseases [e.g. hypertension,
hyperlipidaemia, diabetes, and obesity (i.e. measured by BMI and
waist circumference)] (all P’s < 0.001). Health behaviours did not dif-
fer between the two groups except for the consumption of >_5 serv-
ings of fruit, higher in the low-risk group (Table 2).

Moderate to high-risk status was associated with adiposity (e.g.
BMI, waist circumference), elevated systolic blood pressure, and a
history of hypertension, hyperlipidaemia, and diabetes (Table 3).
Female gender was associated with higher waist circumference and
BMI but lower systolic blood pressure; being female was also associ-
ated with having a higher risk for diabetes. Low fruit consumption,
below the recommended intake of >_5 servings per day, was associ-
ated with female gender, higher BMI, and a lower likelihood of having
a history of hypertension.

Discussion

In 2010, the World Health Organization (WHO) reported that older
people, >_ 60 years of age, made up 13% of the Western Pacific
Region’s (WPR) population, with 78% living in low- and middle-
income countries.26 The Philippines, belonging to this region,
reported 5.7% older persons in its general population in the same
year. Non-communicable diseases account for 90% of the overall dis-
ease burden of men and women >_70 years of age in the WPR in
2012. Of the non-communicable diseases, CAD was the leading
cause of morbidity in WPR including the Philippines, with more men
inflicted by this condition than women.26,27 As the number of older

Health determinants and risk factors 567



....................................................................................................................................................................................................................

Table 1 Demographic and risk profile of low- vs. moderate to high-risk older adults

All participants

(N 5 427)

Low-risk group

(n 5 319)

High-risk group

(n 5 108)

P-value

Age, years (Mean ± SD) 69.2 ± 6.7 69.1 ± 7.0 69.5 ± 6.4 0.588

Female, N (%) 277 (64.9) 201 (63.0) 76 (70.4) 0.166

Married, N (%) 230 (52.8) 176 (55.2) 54 (50.0) 0.278

<_High school education, N (%) 324 (75.9) 243 (76.2) 81 (75.0) 0.919

Waist circumference, inches (mean ± SD) 34.2 ± 3.7 33.2 ± 3.5 35.2 ± 4.0 <0.001

Body mass index (mean ± SD) 24.5 ± 4.9 22.3 ± 4.5 26.8 ± 5.3 <0.001

Body mass index categories, N (%) <0.001

Underweight 45 (11.0) 44 (13.2) 1 (0.9)

Normal weight 258 (60.4) 220 (69.0) 38 (35.2)

Overweight or obese 124 (29.0) 55 (17.2) 69 (63.9)

Systolic blood pressure (mean ± SD) 131.2 ± 15.3 127.6 ± 15.2 134.8 ± 15.4 <0.001

Diastolic blood pressure (mean ± SD) 84.5 ± 12.8 84.6 ± 15.7 84.4 ± 10.0 0.958

Hypertension, N (%) 313 (73.3) 207 (64.9) 106 (98.1) <0.001

Hyperlipidaemia, N (%) 145 (33.9) 66 (20.7) 79 (73.1) <0.001

Diabetes mellitus, Type 2 N (%) 130 (30.4) 52 (16.3) 78 (72.2) <0.001

Depression, N (%) 91 (23.1) 65 (21.4) 26 (24.1) 0.567

....................................................................................................................................................................................................................

Table 2 Health behaviours of low- vs. moderate to high-risk older adults

Affirmative response to the following (yes) All participants

(N 5 427)

Low-risk group

(n 5 319)

High-risk group

(n 5 108)

P-value

>_150 min physical activity/week, N (%) 280 (65.6) 214 (67.1) 66 (61.1) 0.259

<4 h of sedentary activity/day, N (%) 74 (37.5) 51 (16.0) 23 (21.5) 0.110

>_5 servings of vegetables/day, N (%) 48 (22.7) 34 (10.7) 14 (12.0) 0.431

>_5 servings of fruits/day, N (%) 39 (17.3) 31 (9.8) 8 (7.5) 0.001

1 drink/day—women/2 drinks/day—men, N (%) 34.2 ± 3.7 73 (23.0) 20 (18.5) 0.812

Current smoker, N (%) 100 (23.4) 77 (24.1) 23 (21.1) 0.240

....................................................................................................................................................................................................................

Table 3 Correlation matrix for key variables (N 5 427)

Variables 1 2 3 4 5 6 7 8 9

1 Risk status (" risk) 1.000

2 Gender 0.067 1.000

3 Waist Circ. 0.231** 0.096* 1.000

4 Body mass index 0.387** 0.129** 0.383** 1.000

5 Systolic BP 0.201** -0.095* 0.262** 0.160** 1.000

6 Hx., hypertension 0.327** 0.044 0.144** 0.107* 0.290** 1.000

7 Hx., hyperlipidaemia 0.482** -0.032 0.166** 0.170** 0.200** 0.232** 1.000

8 Hx., diabetes 0.528** 103* 0.094 0.093 -0.012 0.250** 0.095* 1.000

9 <_5 servings of fruit 0.019 0.098* 0.031 0.181** -0.003 -0.127** 0.044 -0.038 1.000

*Correlation is significant at the 0.05 level (2-tailed).
**Correlation is significant at the 0.01 level (2-tailed).
Circ., circumference, Hx., history.

568 M.C. Cacciata et al.
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adults worldwide is projected to increase from 1 billion in 2019 to
1.4 billion by 2030, strategic measures are needed to prepare for this
aging population’s challenges.28 The WHO’s recommendations for
improving cardiovascular health and reducing the rates of premature
deaths associated with CAD is through prevention, early recognition,
and treatment of CMD.6

In 2013, the prevalence rates of the significant CMD risk factors
among adults >_ 20 years old in the Philippines included: diabetes
(5.4%), hypertension (22.3%), dyslipidaemia, low high-density lipo-
protein (71.3%), obesity, BMI >25 kg/m2 (31.1%), and smoking
(25.4%).29 An unpublished report in 2016 revealed a 27% prevalence
of metabolic syndrome.30 In 2008, Sy et al. conducted the National
Nutrition and Health Survey II (NNHeS II), a survey assessing the
prevalence of non-communicable or lifestyle-related conditions and
corresponding risk factors among Filipino adults >_20 years old.31 This
succeeds two other national surveys done in 1998 and 2003. The
2008 survey showed a 4.2% increase in the prevalence of hyperten-
sion in the general adult population compared to 2003 of 16.4%;
older adults (>_65 years) were three times more likely to be diag-
nosed with hypertension,31 which is consistent with studies con-
ducted in the USA.32

As with hypertension, type 2 diabetes places a person at greater
risk for CAD.33 The prevalence of type 2 diabetes is associated with
increased morbidity and mortality, increased risk for CAD and other
complications, increased risk of hospitalization or institutionalization,
decreased functional status, and increased economic losses.34

Globally, the incidence of diabetes increased four-fold from
108 million in 1980 to 422 million in 2014.30 More than 25% of adults,
>_65 years old in the USA, have type 2 diabetes.35 Astoundingly, the
rates of type 2 diabetes among older Filipinos in this study was 5%
higher than older adults in the USA and almost six-fold higher than
the latest 2013 Philippine NNHeS of the general adult population.
This poses a significant problem in our already limited resources. A
recent study in Manila showed that adults diagnosed with type 2 dia-
betes also had more significant diabetic complications and CMD risk
factors.36

Unlike studies with Caucasian cohorts, where obesity is positively
associated with type 2 diabetes, type 2 diabetes among Filipinos is
not commonly associated with obesity. The prevalence of obesity in
the Philippine NNHeS of 2008 was less than 10%. Still, visceral adi-
posity was observed in 65.5% of women, suggesting that visceral adi-
posity and not obesity per se was a more influential risk factor for
type 2 diabetes.31 In this study, diabetes was associated with hyper-
tension, gender, and dyslipidaemia. However, there was no significant
association between diabetes, BMI, and waist circumference. This
may be attributed to the varied topography and cultural milieu of the
Philippines’ different regions, shaping Filipinos’ various lifestyles, activ-
ities, and food preferences. These variations have to be considered in
developing strategies for preventing disease.34,37

The WHO has the following estimates in 2016: (i) there are
1.9 billion adults, >_18 years old, who are overweight, 650 million of
whom are obese; (ii) the adult prevalence of obesity is 13%, with the
women at 4% higher prevalence than men; and, (iii) the prevalence of
obesity has increased by almost three-fold from 1975 to 2016.38 The
prevalence of obesity in this study is five-fold more than the general
adult population. Our findings are consistent with the increasing

prevalence of obesity worldwide, as demonstrated by numerous
studies.39 Data from the Philippines NNHeS showed an upward
trend in overweight and obesity in their surveys from 1987 to 2008.
General Filipino adult prevalence of obesity almost doubled from
11.8% in 1987 to 21.4% in 2008, while overweight prevalence tripled
from 1.7% in 1987 to 5.2% in 2008.40 Hyperlipidaemia was reported
in approximately one-third of the sample for the current study and is
consistent with a global prevalence of hyperlipidaemia of 39%, as
reported by the WHO.41 However, data from the NNHeS from
2008 showed that 72% of the sample had hyperlipidaemia.31 This in-
consistency may be related to the age, where younger adults may
have had higher levels of hyperlipidaemia, which increased the overall
prevalence. Our findings corroborate that hyperlipidaemia is associ-
ated with higher risks of CAD, overweight or obesity, and
hypertension.7

Lifestyle changes such as a healthy diet, physical activity or exer-
cise, and smoking cessation are needed to reduce CMD risk factors.
Estimates indicate that 44% of the decrease in CAD death rates were
due to changes in CAD-related lifestyle and behavioural factors,
including improved smoking rates, physical inactivity, and regulation
of systolic blood pressure and total cholesterol. However, the de-
crease in the prevalence of these risk factors is offset by the growing
prevalence of obesity and diabetes mellitus as previously described
and smoking behaviours.42 Smoking prevalence among older adults in
this study was lower (7.6%) than the NNHeS study of the Philippines’
general adult population (31%).31 The WHO reported a declining
trend in smoking rates worldwide, except for data from the Eastern
Mediterranean and African regions.43 The prevalence of smoking
among Filipino adults also decreased by 4.9% in 2008 compared to
the 2003 NNHeS.31 Given that poor lifestyle behaviours are
vital contributors to the risk of death, it is crucial to continue to
investigate the association of CAD risk factors with individuals’
lifestyle-related risk factors. Moreover, it is necessary to perform gen-
der-specific and geographical-specific analyses to assess whether the
higher baseline CAD risk in Filipinos’ specific subgroups varies with
healthy lifestyle behaviours in other subgroups.

The prevalence of CMD risk factors increases with age and can
partially explain CAD’s high prevalence rates in this study. National
and global trends are also showing an increase in prevalence among
the general adult population. These CMD risk factors, either on their
own or in conjunction with others, all have significant physical, psy-
chological, social, and economic implications for individuals, families,
society, and the world. Additional strategies are needed that target
unhealthy lifestyle behaviours (e.g. poor eating habits, high sedentary
behaviours, smoking and alcohol use, and overweight and obesity) of
older Filipinos living in underserved areas in the Philippines.10

Programs that support primary and secondary risk prevention meas-
ures for CAD (e.g. eating healthier, increasing physical activity levels,
avoidance of alcohol use and/or smoking or its cessation, and weight
maintenance)5 should be recognized as a healthcare priority in the
Philippines, especially in older adults living in rural areas where health-
care access is problematic.10

It is essential to recognize that although we had a reasonably large
sample, we were limited in terms of the geographic areas where par-
ticipants were recruited. We could not recruit from any of the
Mindanao regions because of the current political and social disarray
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..on the island. The results should, therefore, not be generalized to the
broader Filipino community in the Philippines. Likewise, our results
must be interpreted with caution since we do not have any details
about whether subjects have been explicitly advised of their CAD
risk using available risk scores, and there is limited research to sup-
port the validity of the non-laboratory Framingham risk assessment
score. Any history of CAD risk factors was defined by subjects who
have been advised to do so by a doctor or other health professional.
The use of the specified risk assessment score may have overesti-
mated the risk for CAD.44 Thus, epidemiological studies and qualita-
tive research to assess the Framingham CAD prediction functions
are warranted. Likewise, there is a need to evaluate the performance
of the non-laboratory Framingham risk assessment score and the use
of BMI in Filipinos with smaller statures than Caucasians. Additional
research is needed to test the validity and transportability of the risk
score in Filipinos. Mixed-methods research, in particular studies con-
ducted in partnership with health clinics and the Department of
Health, would enhance the capacity to develop more informed and
effective prevention programs for CAD. This is especially justified in
low-and middle-income countries such as the Philippines, where
some of the WHO’s suggested recommendations on healthy lifestyle
actions11 cannot be seen as significant to the healthcare climate and
system.

Conclusion

Our findings confirm the Health Department’s reports that CAD
risks are highly prevalent in older Filipinos living in rural areas.
Coronary artery disease is the leading cause of death for Filipinos,
accounting for about 32% of all Filipino deaths.45 Hypertension is
one of the significant risk factors that are quite prevalent among
Filipinos in both the USA and in the Philippines and increases their
risk of CAD.13 Seventy-three percent of older Filipinos who par-
ticipated in the current study suffer from hypertension.
Approximately one-third suffer from hyperlipidaemia and dia-
betes. Also, one-fourth of the sample was current or previous
smokers. Thus, community-based programs to promote healthy
eating patterns and improve screening, referral, and follow-up for
hypertension as well as smoking cessation programs may help re-
verse the increasing prevalence of CAD in this population. By con-
ducting risk behaviour studies among a subgroup of older Filipinos
living in low-income communities in the Philippines, we were able
to gain a better understanding of the heart health problems that
afflict this population and how to prevent them from enhancing
the overall well-being of older Filipinos nationwide.
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