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Background:   Wellness implies a balance between the body, mind and the environment that allows optimal functionality, 
stability, continued productivity and quality of life. It is a dynamism process that requires constant vigilance and remediation. 
It includes health promotion, specific protection, disease prevention and health maintenance. It may vary based on age and risk 
factors. This guideline focuses on Adult wellness.
Objective: The general objective is to improve the quality of health care of Filipino adults by providing guidance to family and 
community physicians, and other primary care physicians in advocating for wellness.  
Methods: The PAFP Clinical Practice Guidelines group on Wellness for adults reviewed existing clinical practice guidelines and 
medical literature to operationalize the recommendations for the following domains: clinical assessment, diagnostic screening, 
pharmacologic and nonpharmacologic interventions. ADAPTE method was used. Recommendations from guidelines which 
passed the AGREE II tool were reviewed. The CPG recommendations and summary of evidence were finalized. External review 
was conducted prior to consensus building.

Key Recommendation Statements
Recommendations were given for each domain. Clinical assessment includes history, physical examination and screening for risk 
factors. Diagnostic screening includes evidence-based laboratories and ancillary procedures. Pharmacologic interventions include 
immunization and chemoprophylaxis. Nonpharmacologic intervention include diet, physical activity and lifestyle modification. 
Patient-centered, family-focused and community-oriented care were emphasized considering the biomedical and psychosocial 
factors and interventions. 

Clinical Assessment
Recommendation 1. Asymptomatic healthy adults consulting for wellness should be assessed on their dietary patterns and 
current level of physical activity using validated tools. (Strong recommendation, High quality evidence)
Recommendation 2. Asymptomatic healthy adults 19-59 years old consulting for wellness should be screened for cigarette 
smoking using 5A’s Model WHO Tool Kit and alcohol drinking using the Alcohol Use Disorders Identification Test AUDIT- C. (Strong 
recommendation. (Moderate quality evidence)
Recommendation 3. Asymptomatic healthy adults consulting for wellness should be screened for depression using PHQ-9. 
(Strong recommendation, High quality evidence)
Recommendation 4. Asymptomatic healthy adults 19-59 years old consulting for wellness should be screened for Body mass 
index, waist circumference and office-based blood pressure measurement. (Strong recommendation, High quality evidence)

Diagnostic
Recommendation 5. Asymptomatic healthy adults 19-59 years old consulting for wellness should be screened using lipid profile 
starting at the age of 40 years and above or younger if with risk factors. (Strong recommendation, Moderate quality evidence)
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Recommendation 6. Asymptomatic healthy adults 19-59 years old consulting for wellness should be screened for diabetes 
using fasting blood sugar starting at age the of 40 years and above or younger if with risk factors. (Strong recommendation, 
Moderate quality evidence)
Recommendation 7. Asymptomatic healthy adults 19-59 years old consulting for wellness should be screened annually for 
pulmonary tuberculosis using chest x-ray. (Strong recommendation, Moderate quality evidence)
Recommendation 8. Asymptomatic healthy adults 19-59 years old consulting for wellness should be screened for Hepatitis B 
using HBsAg. (Strong recommendation, Moderate quality evidence).
Recommendation 9. Asymptomatic healthy females 50 years old may be screened for breast cancer using mammography every 
2 years when available. (Weak recommendation, Low quality evidence)
Recommendation 10. Among healthy asymptomatic females 25 years old or older, screening for cervical cancer with visual 
inspection with acetic acid every 3 years should be recommended. (Strong recommendation, Low quality evidence)
Recommendation 11. Among asymptomatic healthy adults 45 years old who are high risk, screening for colonic cancer using 
annual FOBT is recommended. (Strong recommendation, Moderate quality evidence)
Recommendation 12. Among healthy asymptomatic male adults, screening for prostate cancer using prostate specific antigen 
should not be routinely recommended. (Strong recommendation, Low quality evidence)
Recommendation 13. Asymptomatic adults 19-59 years old should not be screened routinely with CBC, urinalysis and creatinine. 
(Strong recommendation, Low quality evidence)

Pharmacologic
Recommendation 14. Among asymptomatic healthy adults 19-59 years old, quadrivalent inactivated influenza vaccine should 
be recommended to prevent influenza and influenza-like illness. (Strong recommendation, Moderate quality evidence)
Recommendation 15. Among asymptomatic healthy adults 19-59 years old, pneumococcal conjugate vaccine (PCV 15) and 
pneumococcal polysaccharide vaccine (PPSV 23) should be recommended to prevent community-acquired pneumonia and 
invasive pneumococcal disease. (Strong recommendation, High quality evidence)
Recommendation 16. Among asymptomatic healthy adults 19-59 years old, who have not received Tdap or has incomplete 
vaccination should receive the primary series including 1 dose of Tdap. A Td or Tdap booster dose should be given every 10 years. 
(Strong recommendation, Moderate quality evidence)
Recommendation 17. Among asymptomatic healthy adults 19-59 years old, COVID vaccine should be recommended. (Strong 
recommendation, High quality evidence)
Recommendation 18. Among asymptomatic healthy adults 19-59 years old, 1 dose of MMR vaccine may be recommended. 
(Weak recommendation, Low quality evidence)
Recommendation 19. Among asymptomatic healthy adults 19-59 years old, Hepatitis B vaccine and varicella vaccine should 
be recommended in preventing Hepatitis B. (Strong recommendation, Moderate quality evidence)
Recommendation 20. Among asymptomatic healthy adults 19-26 years old, nonavalent and quadrivalent HPV vaccine should 
be recommended in preventing cervical cancer and anogenital warts. (Strong recommendation, High quality evidence)
Recommendation 21. Among asymptomatic healthy 50 years and older recombinant zoster vaccine (RZV) 2 doses should be 
recommended for the prevention of herpes zoster and related complications. (Strong recommendation, High quality evidence)
Recommendation 22. Among asymptomatic healthy adults 19-59 years old, typhoid and hepatitis A are not routinely 
recommended (Strong recommendation, Moderate quality evidence)
Recommendation 23. Among adult women in the reproductive age, Folic Acid 400-800 ug should be recommended as a routine 
supplement. (Strong recommendation, Moderate quality evidence)
Recommendation 24. Among asymptomatic healthy adults 19-59 years old, vitamin supplementation with beta carotene or 
vitamin E should not be routinely recommended for the prevention of cardiovascular disease or cancer and respiratory tract 
infections respectively. (Strong recommendation, Moderate quality evidence). Zinc may be given based on shared decision 
making for prevention of respiratory tract infections. (Moderate recommendation, Low quality evidence).
Recommendation 25. Among at-risk postmenopausal women and for those who do not meet Philippine reference standards, 
calcium and vitamin D supplementation should be recommended: Vitamin D at 400-600 IU/day and Calcium at 700-800 mg/
day. (Strong recommendation, Moderate quality evidence)

Non-Pharmacologic
Recommendation 26. Among healthy Filipino adults, counseling for nutritional intake, physical activity, smoking cessation 
and unhealthy alcohol use should be recommended. (Strong recommendation, Moderate – High quality evidence) 
Recommendation 27. Counseling may be recommended for sexually transmitted infections. (Weak recommendation, Low 
quality evidence)
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Recommendation 28. Among healthy adults experiencing stress, mindfulness and breathing techniques to reduce stress may 
be recommended. (Weak recommendation, Very Low quality evidence)
Recommendation 29. A well-balanced diet consisting of vegetables, fruits, legumes, nuts, whole grains, proteins, carbohydrates 
and food sources with calcium and vitamins (macronutrient and micronutrient) should be recommended as a cornerstone of CVD 
and diabetes prevention for all individuals.  (Strong recommendation, Moderate quality evidence)
Recommendation 30. Among healthy adults, a cost-effective intervention for health promotion and prevention of 
non-communicable diseases using Family-focused and Community-oriented strategies should be recommended. (Strong 
recommendation, Low quality evidence)

Expected Patient Outcomes
Recommendation 31. The expected patient outcomes should be monitored; 1) adherence to wellness interventions (Strong 
recommendation, Moderate certainty of evidence), 2) patient reported outcomes like health status and quality of life (Strong 
recommendation, Low certainty of evidence) and 3) health service utilization like hospitalization (Weak recommendation, Low 
certainty of evidence).

Dissemination and Implementation
This clinical practice guidelines will be disseminated to the various training programs and chapters of the PAFP through 
convention, webinar and the journal.

Introduction

	 Wellness entails having a healthy lifestyle to attain quality of 
life. However, it should not only be focusing on the biomedical aspect 
but a holistic approach. Applying preventive measures in these various 
facets is warranted because as they say Prevention is better than cure. 
Wellness includes clinical screening, diagnostic tests, nonpharmacologic 
interventions such as lifestyle modification, diet, exercise, and 
pharmacologic interventions such as vaccines, chemoprophylaxis and 
supplementation. Wellness across the lifespan is important. For this 
guideline, it will focus on adults who are 19-59 years old. 
	 There is evidence that some preventive activities are not effective, 
some are actually harmful. Screening of all asymptomatic patients may 
lead to overdiagnosis, causing needless anxiety, appointments, tests, 
drugs and even operations, and may leave the patient less healthy as a 
consequence. Therefore, it is crucial that evidence clearly demonstrates 
that benefits outweigh those harms for each preventive activity.
	 This guideline focuses to propose a patient-centered, family-
oriented and community-oriented strategies.

Scope and Purpose

	 This clinical guideline and pathway are meant to guide Family and 
Community physicians, and other primary care physicians in wellness 
screening and interventions among immunocompetent adult patients 
(19-59 years old). It covers recommendations for clinical screening, 
diagnostic tests, nonpharmacologic and pharmacologic interventions 
to prevent disease. 

Objective

	 This clinical guideline and pathway are meant to guide Family and 
Community physicians, and other primary care physicians in wellness 

screening and interventions among immunocompetent adult patients 
(19-59 years old). It covers recommendations for clinical screening, 
diagnostic tests, nonpharmacologic and pharmacologic interventions 
to prevent disease. 

Methods of Development

	 The PAFP’s Clinical Practice Guideline Development Group (CPDG) 
consisted of the technical working group (TWG) and the consensus 
panel (CP). The PAFP Knowledge Management Committee served as the 
steering committee. In forming the TWG, invitations were sent to PAFP 
members in active practice and/or academe, and who have a background 
in writing research, critical appraisal and/or developing guidelines. The 
CP comprised of family and community physicians, and other primary 
care physicians representing different areas of practice [government, 
private, health maintenance organization and school]. The TWG was 
the lead clinical practice guideline developer. It was responsible for the 
definition of the scope and the target audience of the Clinical Practice 
Guideline, development of clinical questions, conduct of search and 
appraisal of evidence, synthesis of evidence summaries, and drafting of 
recommendation statements. The CP, on the other hand, was responsible 
for the review, revision, and the decision to adopt the recommendation 
statements. The members of the TWG and CP were requested to provide 
a summary of their conflicts of interest (COIs) related to wellness. These 
COIs, which may either be financial and non-financial (intellectual), and 
participation of the member to the group were in agreement with the 
Manual for CPG Development by the Department of Health (DOH and 
Philippine Health Insurance Corporation (PHIC) developmental Team.

Formulating the Scope and review Questions

	 After defining the scope, the PICO format, which identified the 
target population, intervention/s or exposure/s, comparison/s, (if 
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appropriate) and outcome/s, was used to define the clinical questions. 
The TWG met online to discuss the key clinical questions, which were 
similar to those identified in the clinical pathways previously developed 
by PAFP. The clinical questions were developed in the context of 
an outpatient setting. Consultation with primary care physicians, 
physicians from other specialties, and patients were conducted to obtain 
their views, perspective and preferences about wellness and prevention 
and were considered in the development of key clinical questions. 
	 Questions asked by family physicians were the following: 1) What 
are the risk factors for certain diseases, and 2) What are the evidence-
based interventions for wellness? Questions asked by other care 
providers include the following: 1) How do we do a wellness screening, 
and 2) What are the components of wellness?
	 Some patients or target population were asked what they expect 
when consulting for wellness and periodic health examination. Their 
common response were; good well-being, prevention of illness, 
avoidance of hospitalization, and cost-minimization of health cost. They 
were also asked what they expect from their family and their response 
was good family relationship, quality of life and helping them to be 
healthy. 

Searching, Selecting and Appraising the Evidence

	 Since ADAPTE was the method used in the development of this 
clinical practice guideline, a systematic search for clinical practice 
guidelines in PubMed, Cochrane and Google Scholar was performed 
in 2022. The guidelines were then evaluated for quality, currency, 
content, consistency and applicability; and appraised using the 
Appraisal of Guidelines Research and Evaluation (AGREE) II instrument, 
which provides a framework for assessing the quality of CPGs. Each 
CPG domain (Clinical assessment, Diagnostic, Pharmacologic and 
Nonpharmacologic) was appraised by two members of the TWG. All 
domains were checked but focus was given to rigor and total scores. 
The 3 CPGs scored above 70 for both rigor and total scores were adopted 
as the main source of recommendations for adoption or adaptation. 
Assessment of strengths and limitations of the evidence using ADAPTE 
and modified GRADEPro was done by each team and presented to the 
TWG. For those questions where not answered by the CPGs, additional 
literature search of high-quality studies preferably meta-analysis of 
randomized controlled trials were performed using PUBMED, SCOPUS, 
and Google Scholar.

Formulating the Recommendation

	 The recommendations for the clinical practice guidelines were 
adapted mainly from the CPGs, which passed AGREE’s set cut-off score. 
If the answers to the key questions cannot be obtained from these 
CPGs, other CPGs were reconsidered and/or de novo search for the 
specific question was conducted. The evidence reviewers drafted the 
initial recommendation statements based on the data provided by the 
literature. Evidence were then extracted and summarized to provide a 
basis for the generated recommendation statements. The generated 
recommendation statements with the supporting summary of key 
evidence were then sent to the members of the Consensus Panel. 

Consensus Panel 

	 The revised recommendation statements and summary of key 
evidence were presented to the members of the CP for consensus 
building. The following outcomes were considered as priorities in 
developing the recommendations: decreased mortality, complications, 
occurrence of illness and efficacy of the interventions. Each CP member 
were given evidence to decision framework to base their vote on 
whether approve, modify, or delete the recommendation. 

Grading of the Recommendations 

	 With the initial recommendation statements are the levels of quality 
of evidence based on the source guidelines and references. The two 
guidelines included utilized the modified Grading of Recommendations, 
Assessment, Development and Evaluation (GRADE) approach in grading 
the quality of evidence and strength of recommendation. GRADE 
defines the quality of evidence for guideline panels as the extent to 
which the confidence in an estimate of the effect is adequate to support 
a particular recommendation. Quality of evidence was ranked as high, 
moderate, low and very low. For decisions on intervention, meta-
analysis of RCTs and RCTs were initially graded as high quality while 
observational studies including metanalysis of observational studies 
were initially graded as low quality. For decisions on clinical assessment, 
observational studies were initially graded as high quality. For decisions 
on diagnostic tests, cross-sectional, cohort studies and meta-analysis 
of such studies were initially graded as high quality while case-control 
studies and meta-analysis of case control studies are initially graded 
as low quality. The quality of the evidence was downgraded if there 
was significant risk of bias, inconsistency, indirectness, imprecision 
and publication bias; while grade was upgraded when there was large 
effect dose, dose response, and methods of addressing confounders. 
The members of the consensus panel must make judgments about 
the quality of evidence relative to the specific context for which they 
are using the evidence. It may involve separate grading of quality of 
evidence for each patient-important outcome followed by determining 
an overall quality of evidence across outcomes. The strength of the 
recommendation was based on the votes of the members of the CP that 
were obtained during the consensus building. Each member votes to 
adopt the recommendation or not based on his/her confidence that the 
desirable effects of an intervention outweigh its undesirable effects or 
that the undesirable effects of an intervention outweigh its desirable 
effects. If all the members of the CP agree to adopt the recommendation 
statement, the recommendation is considered strong. If more than 
70% to less than 80% of the CP agree to adopt the recommendation, 
the recommendation is graded moderate, while if the agreeing panel 
members were 70% or less, the recommendation statement is graded 
weak. 

Updating 

	 This clinical practice guideline will be revisited for updates every 
five years or when new significant evidence that would entail revision 
of recommendations arise. Existing methodology on clinical practice 
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guideline development will be utilized should the guideline need 
updating. 

Recommendations

Recommendations on Clinical Assessment

Clinical Question: Among adults 19-59 years old consulting for wellness 
or periodic health examination in primary care setting, what is the 
recommended screening questionnaire/tool for early detection of 
common illnesses in adults?

Recommendation 1. Asymptomatic healthy adults consulting for 
wellness should be assessed on their dietary patterns and current level 
of physical activity using validated tools. (Strong recommendation, High 
quality evidence)

Recommendation 2. Asymptomatic healthy adults 19-59 years 
old consulting for wellness should be screened for cigarette smoking 
using 5A’s Model WHO Tool Kit and alcohol drinking using the Alcohol 
Use Disorders Identification Test AUDIT- C. (Strong recommendation. 
(Moderate quality evidence)

Recommendation 3. Asymptomatic healthy adults consulting for 
wellness should be screened for depression using PHQ-9. (Strong 
recommendation, High quality evidence)

Recommendation 4. Asymptomatic healthy adults 19-59 years old 
consulting for wellness should be screened for Body mass index, waist 
circumference and office-based blood pressure measurement. (Strong 
recommendation, High quality evidence)

Summary of Evidence 

Dietary Patterns

	 Poor diet quality is now the leading cause of all cardiovascular 
disease worldwide. Implementing practices promoting healthier eating 
habits is necessary if one wants to reduce their chances of developing 
a chronic illness. Evidence has also pointed out how unhealthy dietary 
patterns are associated with increased risk for obesity, type 2 DM, and 
cardiovascular disease, and a change in dietary choice seems to reverse 
the disease burden of some common risk factors related to coronary 
heart disease, diabetes, some cancers, and stroke.1 The Mini-Eat is a 
nine-item validated dietary screening instrument that correlates well 
with a comprehensive food frequency questionnaire.2 Although future 
studies are needed to test the Mini-EAT’s validity in diverse populations 
and for development of clinical decision support systems to capture 
changes over time are needed.

Physical Activity

	 Despite the well-established benefits of physical activity, most 
people are physically inactive. Critical for disease prevention and 

management is inquiring about physical activity during clinic visits, and 
brief vital sign tools could be considered for identifying patients who 
would benefit from exercise counseling. Physical activity assessment 
is required in order for clinicians to make specific recommendations 
for patients who have been identified as being insufficiently active. 
Exercise Vital Sign is a two-item global questionnaire used to determine 
the number of minutes per week that patients engage in moderate- 
or vigorous-intensity activity. The exercise vital sign (EVS) calculates 
the average amount of time spent exercising by multiplying answers 
to two self-reported questions: 1) “How many days per week do you 
engage in moderate to strenuous exercise (like a brisk walk)?” 2) “How 
many minutes per day do you engage in exercise at these levels?” 
The responses are multiplied to calculate the number of minutes of 
moderate or strenuous exercise per day. EVS is administered in less 
than 30 seconds. The use of EVS has been shown to promote weight 
loss among overweight patients (0.20 [0.12-0.28] lbs, P0.001), and 
reduction in HbA1c among patients with diabetes and baseline HbA1c 
higher than 7.0% (0.1% [0.07%-0.13%], p<0.001).3

Cigarette Smoking

	 Inhaling the smoke produced by burning processed, finely 
chopped tobacco—typically contained in a paper cylinder—is the act 
of smoking a cigarette. Electronic cigarettes, often known as vapes or 
e-cigarettes, work by vaporizing a liquid—typically one that contains 
flavorings, nicotine, and other chemicals—into an aerosol that is 
inhaled. The term “vaping” refers to the act of using an e-cigarette, 
even though it does not produce traditional smoke. Both e-cigarettes 
and conventional tobacco smoking have potential health risks despite 
involving distinct methods and ingredients. Health hazards associated 
with smoking include cardiovascular and pulmonary conditions. 
Although there are no systematic reviews or metanalysis validating 
the application of the WHO 5 A’s model, the US Preventive Services Task 
Force recommends asking about adult cigarette use. By implementing 
this recommendation, they further recommend the use of the 5 A’s 
Model (Ask, Advise, Assess, Assist, Arrange follow-up).4 

Alcohol Use

	 The Alcohol Use Disorders Identification Test (AUDIT-C) is an 
alcohol screen that can help identify patients who are hazardous 
drinkers or have active alcohol use disorders (including alcohol abuse 
or dependence). Among adults with high-quality evidence, brief (1-3 
items) screeners have a sensitivity of 0.65-0.92 (95% CI, 0.43-0.98) 
and specificity of 0.66-1.0 (95% CI, 0.59-1.00) of assessing unhealthy 
alcohol use among adults. AUDIT and AUDIT-C have almost similar 
sensitivities and specificities.5 The most accurate AUDIT-C cut-off scores 
for identifying people drinking above weekly limits were ≥4 (female) 
and ≥5 (male), with corresponding sensitivity of 99% (95% CI 98, 99) 
and specificity of 25% (95% CI 19, 33) for females, and sensitivity of 
99% (95% CI 99, 100) and specificity of 25% (95% CI 19, 32) for males. 
These cut-off scores led to a high proportion of participants correctly 
identified as drinking above recommended limits for both females (92%) 
and males (91%). In men, a score of 4 or more is considered positive; 
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in women, a score of 3 or more is considered positive. Generally, the 
higher the AUDIT-C score, the more likely it is that the patient’s drinking 
is affecting his/her health and safety.

Depression

	 Adult depression screening improves health outcomes, including 
lower depression prevalence and higher remission rates. In places 
with sufficient mechanisms ensuring an accurate diagnosis, there are 
advantages to screening adults for depression. In a meta-analysis of 
PHQ-9 screening accuracy to detect major depression was done. Data 
were obtained for 58 of 72 eligible studies (total n=17 357; major 
depression cases n=2312). Combined sensitivity and specificity were 
maximized at a cut-off score of 10 or above among studies using a semi-
structured interview (29 studies, 6725 participants; sensitivity 0.88, 
95% confidence interval 0.83 to 0.92; specificity 0.85, 0.82 to 0.88). 
Across cut-off scores, 5-15, sensitivity with semi-structured interviews 
was 5-22% higher than for fully structured interviews (MINI excluded; 
14 studies, 7680 participants) and 2-15% higher than for the MINI (15 
studies, 2952 participants). Specificity was similar across diagnostic 
interviews. The PHQ-9 seems to be similarly sensitive but may be less 
specific for younger patients than for older patients; a cut-off score of 
10 or above can be used regardless of age.6

Body Mass Index and Waist Circumference

	 An elevated body mass index is a significant risk factor for 
cardiovascular diseases, metabolic disorders, and musculoskeletal 
disorders in adults who are overweight or obese. To assess the patient’s 
health risks, both BMI and waist circumference should be taken into 
account. But BMI alone can be inaccurate, especially for older or more 
muscular people. Waist circumference is a strong indicator of health 
problems such as cardiovascular disease, diabetes, and metabolic 
syndrome. A systematic review and meta-analysis of 32 research to 
evaluate the performance of anthropometric methods for determining 
obesity in the general population. BMI has a Sensitivity:  51.4% (95 
percent CI: 38.5–64.2%) Specificity: 95.4% (95 percent CI: 90.7–
97.8%) in women, while in men, it has a Sensi: 49.6% (95 percent CI: 
34.8–64.5%) Spec: 97.3% (95 percent CI: 92.1–99.1%) for detecting 
obesity with body mass index (BMI).7 The experts recommended that 
Asians should keep their BMIs below the current WHO obesity cut-off 
(> or =25 kg/m2) to reduce their risk of these diseases.3 For T2DM, the 
equivalent BMI for a 30kg/m2 risk in Caucasians is 23.9 kg/m2 (95% 
CI, 23.6-24.0) for South Asians and 26.9 kg/m2 (95% CI 26.-27.2) for 
Chinese. Evidence suggests that these cut-offs are still excessively high 
for South Asian populations, who are more likely to develop metabolic 
and cardiovascular diseases even at lower BMIs. 
	 Waist Circumference is a measure of abdominal or visceral fat, 
which is strongly linked to cardiometabolic disease and early death. It 
is more accurate than BMI in predicting mortality and morbidity. Waist 
Circumference is especially useful for risk assessment in people with 
obesity-related complications, regardless of their BMI level. In Asia, 
waist circumference of 90 cm or more for men and 80 cm or more for 
women was linked to higher cardiometabolic risks.9

Blood Pressure Measurement

	 Office blood pressure measurement should be used for first 
hypertension screening (OBPM). Office blood pressure measurement is 
typically carried out using a manual or automated sphygmomanometer. 
The diagnostic precision of office-based blood pressure measurement 
was assessed across 15 trials (N=11,309) of initial office-based blood 
pressure screening and showed a pooled sensitivity of 0.54 (95% CI, 
0.37-0.70) and specificity of 0.90 (95% CI, 0.84-0.95), with considerable 
clinical and statistical heterogeneity. Eighteen studies (n = 57 128) of 
various confirmatory blood pressure measurement modalities were 
heterogeneous. Meta-analysis of 8 office-based confirmation studies (n 
= 53 183) showed a pooled sensitivity of 0.80 (95% CI, 0.68-0.88) and 
specificity of 0.55 (95% CI, 0.42-0.66). Meta-analysis of 4 home-based 
confirmation studies (n = 1001) showed a pooled sensitivity of 0.84 
(95% CI, 0.76-0.90) and a specificity of 0.60 (95% CI, 0.48-0.71).10

Recommendations on Diagnostic Tests

Clinical Question: Among adults 19-59 years old or more consulting for 
wellness or periodic health examination in primary care setting, what 
is the recommended laboratory/ancillary procedures for early detection 
of common illnesses?

Recommendation 5. Asymptomatic healthy adults 19-59 years old 
consulting for wellness should be screened using lipid profile starting 
at the age of 40 years and above or younger if with risk factors. (Strong 
recommendation, Moderate quality evidence)

Recommendation 6. Asymptomatic healthy adults 19-59 years old 
consulting for wellness should be screened for diabetes using fasting 
blood sugar starting at age the of 40 years and above or younger if with 
risk factors. (Strong recommendation, Moderate quality evidence)

Recommendation 7. Asymptomatic healthy adults 19-59 years old 
consulting for wellness should be screened annually for pulmonary 
tuberculosis using chest x-ray. (Strong recommendation, Moderate 
quality evidence)

Recommendation 8. Asymptomatic healthy adults 19-59 years old 
consulting for wellness should be screened for Hepatitis B using HBsAg. 
(Strong recommendation, Moderate quality evidence).

Recommendation 9. Asymptomatic healthy females 50 years old may 
be screened for breast cancer using mammography every 2 years when 
available. (Weak recommendation, Low quality evidence)

Recommendation 10. Among healthy asymptomatic females 25 
years old or older, screening for cervical cancer with visual inspection 
with acetic acid every 3 years should be recommended. (Strong 
recommendation, Low quality evidence)

Recommendation 11. Among asymptomatic healthy adults 45 
years old who are high risk, screening for colonic cancer using 
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annual FOBT is recommended. (Strong recommendation, Moderate 
quality evidence)

Recommendation 12. Among healthy asymptomatic male adults, 
screening for prostate cancer using prostate specific antigen should 
not be routinely recommended. (Strong recommendation, Low quality 
evidence)

Recommendation 13. Asymptomatic adults 19-59 years old should 
not be screened routinely with CBC, urinalysis and creatinine. (Strong 
recommendation, Low quality evidence)

Summary of Evidence

Lipid Profile

	 Patients with dyslipidemia are often asymptomatic, hence 
screening is essential for early detection and prevention of potential 
target organ damage and cardiovascular events. The Philippine 
Guidelines on Periodic Health Examination (PHEX) in 2021 has a 
conditional recommendation based on a low certainty evidence to 
screen apparently healthy adults aged 40-75 years with one or more 
CV risk factors (i.e., diabetes mellitus, hypertension, or smoking) for 
lipid disorder using a lipid profile test.11 Screening can be selective (to 
identify high-risk patients), universal (absence of risk factors) or based 
on clinical examination. Regardless of screening type, the cost incurred 
during clinic visits, lipid profile tests, analysis of secondary causes of 
dyslipidemia should be considered.12,13 

Fasting Blood Sugar

	 The PHEX has a strong recommendation based on moderate 
certainty evidence to screen apparently healthy adults aged 40 years 
and above, or younger if with risk factors (i.e., overweight or obese, 
maternal history of diabetes or Gestational Diabetes mellitus, family 
history of type 2 diabetes in first-order- or second-degree relative, 
and signs of insulin resistance), for type 2 diabetes mellitus using 
fasting blood sugar and a conditional recommendation for the use of 
hemoglobin A1c (HbA1c) in screening.11  Additionally, the USPSTF has 
grade B recommendation on screening for prediabetes and type 2 
diabetes in adults aged 35-70 years who are overweight or obese and 
have no symptoms of diabetes using fasting plasma glucose or HbA1c 
level or an oral glucose tolerance test. The USPSTF has lowered the 
starting age of screening from age 40 to 35 years.14 Both FBS and HbA1c 
are accurate, equitable, acceptable, and feasible tests to diagnose 
diabetes. Evidence on the optimal screening interval for adults is 
limited but screening every 3 years may be a reasonable approach for 
adults with normal blood glucose levels.

Screening for Tuberculosis: Chest X-ray

	 According to Department of Health, there are about 70 Filipinos 
who die from tuberculosis each day. Presumptive TB can be identified 
through systematic screening in health facilities, or among targeted 

populations in congregate settings, the community or workplaces 
by using either symptom-based screening, chest X-ray, or both.15 
The following are the different screening tools and their diagnostic 
accuracy: 1) Prolonged cough ≥2 weeks (Sensitivity 42%; Specificity 
94%); 2) Any cough (Sensitivity 51%; Specificity 88%); 3) Any TB 
symptom i.e., cough, hemoptysis, fever, night sweats, weight loss 
(Sensitivity 71%; Specificity 64%); 4) Chest radiography  with any 
abnormality (Sensitivity 94%; Specificity 89%); 5) Chest radiograph 
with suggestive abnormality (Sensitivity 85%; Specificity 96%); and 6) 
Molecular WHO-recommended rapid diagnostic test (Sensitivity 69%; 
Specificity 99%). The WHO has a conditional recommendation based 
on very low certainty of evidence that individuals aged 15 years and 
above in which TB screening is recommended, systematic screening 
for TB disease may be conducted using a symptom screen, chest X-ray 
or molecular WHO-recommended rapid diagnostic tests, alone or in 
combination.16 Likewise, PHEX has a conditional recommendation based 
on very low certainty evidence to screen asymptomatic apparently 
healthy adults for pulmonary tuberculosis using a chest X-ray.11 Chest 
X-ray is also currently utilized as a requirement in school enrollment 
and employment to screen for tuberculosis and disease surveillance in 
the workplace.

Hepatitis B

	 An estimated 7.3 million adult Filipinos (16.7% of the adult 
population) are chronically infected with the hepatitis B virus (HBV) 
making the country hyperendemic for hepatitis B. The DOH 2021 
Clinical Practice Guidelines for the management of Hepatitis B in the 
Philippines recommends screening for hepatitis B for all Filipino adults 
and adolescents (strong recommendation based on low certainty 
evidence).17 The USPSTF has grade B recommendation on screening all 
asymptomatic, non-pregnant adolescents and adults at increased risk 
for HBV infection, including those who were vaccinated before being 
screened for HBV infection using hepatitis B surface antigen (HBsAg) 
test. Twelve observational studies provided data on the diagnostic 
accuracy of rapid hepatitis B surface antigen (HbsAg) for detecting HBV 
infection in highly endemic populations. The pooled sensitivity was 
87.1% (95% CI 82.3% to 90.8%) and the pooled specificity was 99.6% 
(95% CI: 99.3% to 99.8%).18 The CDC also recommended screening all 
adults aged ≥18 years at least once during a lifetime. The frequency 
of periodic testing should be a shared decision between the patient 
and provider and based on individual risk factors, including age and 
immune status.19

Breast Cancer Screening

	 Meta-analysis of breast cancer screening using mammography 
reduced breast cancer deaths among women ages 40 to 74 years of age. 
The sensitivity and specificity were noted ranges from 71% to 96%, 94% 
to 97% respectively indicating high detection rate for breast cancer 
but with associated risks and cost.  Among Filipino women, there was 
noted sensitivity of 0.83 (95% CI 0.75 to 0.89) and specificity of 0.932 
(95% CI 0.93 to 0.94) using screening mammography.20  Mammography 
screening is recommended for women aged 50-69 every 2-3 years due 



294	 THE  FILIPINO  FAMILY  PHYSICIAN

to greater reduction in mortality compared to earlier testing. The longer 
interval testing preserves the benefit of annual screening but reduces 
adverse effects, cost and inconvenience to women. Based on the data 
of our local guideline (PHEX), screening for asymptomatic women 
aged 50 to 69 years for breast cancer every one to two years using 
mammography is recommended due to a decrease in breast cancer 
mortality observed among women in this aged group (RR 0.82, 95% 
CI 0.68 to 0.99). Furthermore, the guideline showed that breast cancer 
screening with Mammography is more cost-effective than no screening 
which may possibly lead to unnecessary biopsy, either by Fine Needle 
Aspiration or Core needle. Breast Ultrasonography is a widely available 
diagnostic test for detecting breast lesions, however, according to PHEX, 
no RCTs involving breast ultrasound compared to no screening were 
identified.11 

Cervical Cancer Screening

	 Although there is low prevalence of cervical cancer among women 
less than 24 years of age, cervical screening can be done at age 25 or 
more. Visual acetic acid test has an acceptable sensitivity and specificity 
ranging to 50-88.6%, 66.7-89.7% respectively and has been used in 
remote, resource scarce areas. Likewise in the Philippines with areas 
of limited medical resources, the local health department established 
the cervical cancer screening program advocating the use of VIA in local 
health units due to its easy availability and cost effectiveness.21 

Colon Cancer Screening

	 The diagnostic performance of Fecal Immunochemical Test 
(FIT) showed sensitivity of 0.74 (95% CI 0.64 to 0.83; I2=31.6%) and 
specificity of 0.94 (95% CI 0.93 to 0.96; I2=96.6%) while Fecal Occult 
Blood Test (FOBT) reported sensitivity ranging to 0.50–0.79 (95% CI 
0.01 to 0.99) and specificity of 0.87–0.98 (95% CI 0.86 to 0.99). Both 
tests were compared to colonoscopy as reference standard.11 Based on 
a consensus guideline on the management of Colorectal Carcinoma, 
initial screening can be done among average risk individuals starting 
age 50 and earlier among high-risk individuals due to the local data 
that adenomas are only found in 4-6% among less than 50 years 
of age and colorectal cancer is diagnosed in 4% of all patients who 
undergone lower GI endoscopy. Other guidelines also recommends 
fecal occult blood tests, preferably using fecal immunochemical test, 
flexible sigmoidoscopy and colonoscopy as screening test for colorectal 
carcinoma.22 However, in resource-limited countries like the Philippines, 
colonoscopy may not be feasible due to high cost, limited availability 
and expertise needed for the procedure. It should be reserved for those 
high-risk individuals or those with positive findings on other modalities. 

Lung Cancer Screening

	 Data from the United States Preventive Services Task Force 2021 
review on the accuracy of low dose CT scan (LDCT) in detecting lung 
carcinoma showed a sensitivity range of 0.80 (0.59–0.95) and specificity 
of 0.76 (0.26–0.99). LDCT recommend screening with low dose CT scan 
only among those individuals with smoking history, a current smoker or 

quit smoking within 15 years.23 The moderate net benefit of screening 
depends on limiting screening to persons at high risk, the accuracy 
of image interpretation and the resolution of most false-positive 
results with serial imaging rather than invasive procedure. The local 
CPG guideline (PHEX), recommends screening among those high-risk 
individuals with age more than 50 years old with smoking history and 
familial predilection to lung cancer.11 

Prostate Cancer Screening

	 The sensitivity of PSA in detecting prostate cancer ranges from 
0.83-0.93 and specificity of 0.48-0.92 and it increases with abnormal 
findings in DRE. But the three adapted guidelines do not recommend 
the use of PSA as screening for prostate cancer.

Others: CBC, Urinalysis, BUN and Creatinine

	 At present, there are no established guidelines or evidence-based 
recommendations to screen for anemia in non-pregnant, asymptomatic 
adults. The PHEX suggests against routine screening for anemia using 
hemoglobin and/or hematocrit among asymptomatic apparently 
healthy non-pregnant adults. It is a conditional recommendation 
based on very low certainty evidence which suggests that a CBC can 
be done mainly in situations wherein there is a risk for developing 
certain conditions. For CKD screening, the PHEX has conditional 
recommendation based on low certainty evidence against the use of 
urinalysis, and a strong recommendation with no evidence against the 
use of serum creatinine for the screening of asymptomatic apparently 
healthy adults for chronic kidney disease. It stated that routine 
screening of CKD among the general population is not recommended 
in major guidelines unless patients have high risk or with the presence 
of comorbidities or risk factors that include diabetes, hypertension, and 
other cardiovascular diseases.11 

Recommendations on Pharmacologic Interventions

Clinical Question: Among adults 19-59 years old consulting for wellness 
or periodic health examination in primary care setting, what are the 
recommended vaccines and chemoprophylaxis?

Recommendation 14. Among asymptomatic healthy adults 19-
59 years old, quadrivalent inactivated influenza vaccine should be 
recommended to prevent influenza and influenza-like illness. (Strong 
recommendation, Moderate quality evidence)

Recommendation 15. Among asymptomatic healthy adults 19-59 
years old, pneumococcal conjugate vaccine (PCV 15) and pneumococcal 
polysaccharide vaccine (PPSV 23) should be recommended to prevent 
community-acquired pneumonia and invasive pneumococcal disease. 
(Strong recommendation, High quality evidence)

Recommendation 16. Among asymptomatic healthy adults 19-59 
years old, who have not received Tdap or has incomplete vaccination 
should receive the primary series including 1 dose of Tdap. A Td or Tdap 
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booster dose should be given every 10 years. (Strong recommendation, 
Moderate quality evidence)

Recommendation 17. Among asymptomatic healthy adults 19-
59 years old, COVID vaccine should be recommended. (Strong 
recommendation, High quality evidence)

Recommendation 18. Among asymptomatic healthy adults 19-
59 years old, 1 dose of MMR vaccine may be recommended. (Weak 
recommendation, Low quality evidence)

Recommendation 19. Among asymptomatic healthy adults 19-59 
years old, Hepatitis B and varicella vaccine should be recommended 
in preventing Hepatitis B. (Strong recommendation, Moderate quality 
evidence)

Recommendation 20. Among asymptomatic healthy adults 19-
26 years old, nonavalent and quadrivalent HPV vaccine should be 
recommended in preventing cervical cancer and anogenital warts. 
(Strong recommendation, High quality evidence)

Recommendation 21. Among asymptomatic healthy 50 years and 
older recombinant zoster vaccine (RZV) 2 doses should be recommended 
for the prevention of herpes zoster and related complications. (Strong 
recommendation, High quality evidence)

Recommendation 22. Among asymptomatic healthy adults 19-59 
years old, typhoid and hepatitis A  are not routinely recommended 
(Strong recommendation, Moderate quality evidence)

Recommendation 23. Among adult women in the reproductive age, 
Folic Acid 400-800 ug should be recommended as a routine supplement. 
(Strong recommendation, Moderate quality evidence)

Recommendation 24. Among asymptomatic healthy adults 19-59 years 
old, vitamin supplementation with beta carotene or vitamin E should 
not be routinely recommended for the prevention of cardiovascular 
disease or cancer and respiratory tract infections respectively. (Strong 
recommendation, Moderate quality evidence). Zinc may be given based 
on shared decision making for prevention of respiratory tract infections. 
(Moderate recommendation, Low quality evidence).

Recommendation 25. Among at-risk postmenopausal women and 
for those who do not meet Philippine reference standards, calcium and 
vitamin D supplementation should be recommended: Vitamin D at 400-
600 IU/day and Calcium at 700-800 mg/day. (Strong recommendation, 
Moderate quality evidence)

Summary of Evidence

Influenza Vaccine

	 Inactivated influenza vaccine is routinely recommended in 
preventing influenza and influenza like illness in immunocompetent 

adults Efficacy of inactivated vaccines in preventing confirmed influenza 
is 60% (95% Cl: 53% to 66% with a number needed to vaccinate of 71 
(95% Cl: 64 to 80). When the vaccine content matches the circulating 
strain, the efficacy is 62% (95% CI: 52% to 69%) and the number 
needed to vaccinate is 58 (95% CI: 52 to 69).24 Maternal vaccination 
also offers secondary protection to both mother and infants during the 
first months of life.25 In a cohort included 150,518 and 168,296 after 
adjusting for several covariates (gender, age, socioeconomic status, 
chronic morbidity, timing of vaccination), a quadrivalent influenza 
vaccine may be more effective than a tetravalent influenza vaccine with 
lower odds for hospitalization (OR = 0.92, 95% CI 0.87-0.98 and OR = 
0.89, 95% CI 0.85-0.93) or emergency department visit (OR = 0.91, 
95% CI 0.87-0.95 and OR = 0.84, 95% CI 0.81-0.87).26

Pneumococcal Vaccine

	 A randomized controlled trial showed that pneumococcal vaccine 
13 and pneumococcaly vaccine 15 are equally effective and safe in 
preventing influenza. The most frequently reported adverse reactions 
were injection site pain, fatigue, and myalgia. The rates of serious 
adverse events (SAEs) within 6 months of vaccination were 2.5% among 
PCV15 recipients and 2.4% among PCV13 recipients. No SAEs or deaths 
were considered to be related to the study vaccines.27

Tetanus, Diphtheria and Pertussis

	 A retrospective study identified 68,915 adolescents and adults 
who had received an initial dose of Tdap and then received another Td-
containing vaccine, either a second Tdap (61,394, 89%) or Td (7,521, 
11%). There was no statistically significant increase in medical visits for 
cellulitis, limb swelling, pain in limb, seizure, cranial nerve disorders, 
paralytic syndromes, encephalopathy, encephalitis, or meningitis 
among those who received a subsequent dose of Tdap compared with 
those who received Td. The CDC had 34,804 reports to the Vaccine 
Adverse Event Reporting System (VAERS) only a small group 21 (24%) 
were associated with adverse events, the most frequent of which was 
injection site reactions (8, 38%).28 
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COVID-19

         The estimated efficacy of the COVID-19 vaccine in the Phase III 
clinical trial based on outcomes that occurred ≥14 days after receipt 
of the second dose in preventing symptomatic, laboratory-confirmed 
COVID-19 was 92.7%, and 95.9% against COVID-19–associated 
hospitalization. Observational data were also available for all beneficial 
outcomes assessed: the pooled vaccine effectiveness estimates were 
89.2% for prevention of symptomatic, laboratory-confirmed COVID-19 
(11 studies); 94.8% against COVID-19–associated hospitalizations (15 
studies), 93.8% against COVID-19–associated death (five studies), and 
69.8% against asymptomatic SARS-CoV-2 infection (three studies).29

Measles, Mumps and Rubella

	 One dose of MMR vaccine is routinely recommended for 
immunocompetent adults. Both serologic and epidemiologic evidence 
indicate that measles-containing vaccine induce long lasting immunity 
in most persons. Approximately 95% of vaccinated persons examined 
11 years after initial vaccination and 15 years after the second dose of 
MMR vaccine had detectable antibodies to measles. Studies indicate 
that 1 dose of MMR vaccine can provide persistent antibodies to mumps. 
Most persons (70%-99%) examined approximately 10 years after initial 
vaccination had detectable mumps antibodies. Few studies assessing 
the effectiveness of 2 doses of mumps-containing vaccine showed 80%-
92% effectiveness in outbreak populations.30
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Hepatitis B Vaccine

	 Hepatitis B vaccination coverage among adults with risk factors 
has been suboptimal. A universal recommendation for HepB vaccination 
could increase the number of persons who receive vaccination before 
the onset of chronic liver disease and other comorbidities (e.g., obesity 
or diabetes) that might make vaccination less effective. Safety profiles 
among 9,871 subjects receiving 2 or 3 doses of Hep B-CpG were 
compared with those among 4,385 subjects receiving 3 or 4 doses of 
Hepatitis B vaccine. Among subjects receiving Hep B-CpG, 45.6%, 5.4%, 
and 0.27% experienced a mild adverse event, serious adverse event, or 
cardiovascular event, respectively. Among subjects receiving Hepatitis 
B vaccine, 45.7%, 6.3%, and 0.14% experienced a mild adverse event, 
serious adverse event, or cardiovascular event, respectively.31

Varicella

	 In a randomized clinical trial of single-antigen varicella vaccine 
that compared the efficacy of 1 dose with that of 2 doses administered 
3 months apart, the estimated vaccine efficacy of 2 doses for a 10-
year observation period was 98.3% (CI = 97.3%--99.0%), which was 
significantly higher than efficacy after 1 dose (p<0.001). The 2-dose 
regimen also was 100% efficacious against severe varicella. In the same 
study, the efficacy of 2 doses of single-antigen varicella vaccine in 
preventing disease after household exposure over 10 years was 96.4% 
(CI = 92.4%--100%).36 

Human Papilloma Virus

	 Quadrivalent vaccines are effective in preventing cervical cancer 
and anogenital warts among immunocompetent adult females and 
can be given until 26 years old. Both vaccines protect against HPV 16 

and 18 that causes the majority (around 66%) of cervical cancers and 
other HPV-associated malignancies. In a randomized, international, 
double-blind, phase Ilb-phase III study comparing quadrivalent and 
nonavalent among 14,000 females aged 16-26 years old, there were a 
few cases of >CIN2 caused by HPV 6, 11, 16, or 18 in both vaccines with 
no statistical difference. Both the quadrivalent and nonavalent vaccines 
also protected against HPV 6 and 11 types that cause anogenital warts, 
with no statistical significance between two groups.32 

Herpes Zoster

         Efficacy of RZV was evaluated in a two-part, phase III multicenter 
clinical trial which enrolled >30,000 participants, who were randomized 
1:1 to receive vaccine or saline placebo (14,15). The median follow-up 
time was 3.2 years for Zoster Efficacy Study in Adults 50 Years of Age or 
Older. The efficacy for prevention of postherpetic neuralgia was 91.2% 
(95% CI = 75.9–97.7) in adults aged ≥50 years and 88.8% (95% CI 
= 68.7–97.1) in those aged ≥70 years. Serious adverse events (an 
undesirable experience associated with the vaccine that results in death, 
hospitalization, disability or requires medical or surgical intervention 
to prevent a serious outcome) were examined in eight studies, which 
included 29,965 subjects (15,264 RZV recipients). Overall, the most 
common solicited adverse reactions (grade 1–3) were pain (78%), 
myalgia (45%), and fatigue (45%).33

Typhoid and Hepatitis A

         The two currently available vaccines have moderate efficacy in 
populations where typhoid is endemic provide small non-significant 
benefit and more side effects. In a systematic review and meta-
analysis, the estimated 2.5–3.0 year cumulative efficacy was 55% 
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(95% confidence interval [CI] = 30%–70%) for the parenteral Vi 
polysaccharide vaccine and 48% (CI = 34%–58%) for the oral Ty21a 
vaccine, each based on a single trial. In a meta-analysis of Ty21a vaccine 
placebo-controlled trials, fever was more common among vaccinees 
(RR = 1.8; CI = 1.0–3.1), but other adverse events occurred with equal 
frequency among groups receiving vaccine and placebo; risk for any mild 
adverse event was higher among vaccinees (RR = 1.7; CI = 1.0–2.7). 
Among the 345 reports of events occurring after Ty21a vaccination, the 
most commonly reported symptoms included diarrhea, nausea, fever, 
abdominal pain, headache, rash, vomiting, and urticaria.34 Studies 
on hepatitis A were mostly serologic measurements and mathematical 
modelling instead of clinical outcomes.35 

Folic Acid

	 Folic acid deficiency is associated with peripheral neuropathy, 
chronic diseases such as cardiovascular disease, cancer, and cognitive 
dysfunction, as well as pregnancy-related complications and fetal 
abnormalities. Daily supplementation of folic acid during the pregnancy 
can prevent neural tube defects.37 The USPSTF recommends that all 
women planning or capable of pregnancy take a daily supplement 
containing 0.4 to 0.8 mg (400 µg to 800 µg).38 Similarly, American 
College of Obstetrics and Gynecology, has recommended a daily dose 
of at least 400 µg among women who are planning a pregnancy or 
capable of becoming pregnant and that supplementation should 
commence at least a month prior to pregnancy and should be continued 
through the first 12 weeks of pregnancy.39 A randomized controlled 
trial, which was conducted in Hungary revealed that participants who 
received a daily supplement of vitamin containing 0.8 mg of folic acid 
during periconceptional period reported no cases of neural tube defects 
compared to 6 cases in the control group. Similar result was found in a 
retrospective cohort study in United states which showed an odds ratio 
of 0.27 [95% CI, 0.11-0.63] in 10,713 women who took multivitamins 
containing folic acid in the first 6 weeks of pregnancy compared with 
3157 women who did not.40

Other Dietary Supplements 

	 There has been an increasing use of dietary supplements in recent 
years. Reasons for supplement use include overall health and wellness, 
immune system boost, and prevention of certain diseases. A systematic 
review which included 84 studies (n=739,803) to assess the benefits 
and harms of vitamin and mineral supplementation in healthy adults 
in preventing cardiovascular disease and cancer showed little or no 
benefit of vitamin and mineral supplementation in the prevention 
of cancer, cardiovascular disease, and death. In the same systematic 
review conducted by USPSTF, the use of Vitamins D and E did not 
show a significant association with all-cause mortality, cardiovascular 
disease, or cancer outcomes. Evidence concerning the benefits of other 
supplements was either equivocal, minimal, or absent. In terms of 
adverse events, there was little to no evidence of significant harms for 
most supplements. Limited evidence suggested that some supplements 
might be associated with a higher risk of serious harms, including hip 
fracture (vitamin A), hemorrhagic stroke (Vitamin E) and kidney stones 

(Vitamin C, Calcium).41 The current evidence is insufficient to assess the 
balance of benefits and harms of the use of multivitamin supplements 
for the prevention of cardiovascular disease. Moreover, evidence is 
insufficient to balance the benefits and harms of the use of single or 
paired supplements other than beta carotene and vitamin E for the 
prevention of cardiovascular disease or cancer.
	 The mechanisms of how zinc might work include antiviral 
properties in vitro against respiratory viruses such as coronavirus, 
rhinovirus and respiratory syncytial virus, among others. Zinc has 
anti-inflammatory and antioxidant functions, regulates immune cells,  
and has been deemed to exert protective effects. A systematic review 
of 28 trials involving 5,446 participants investigated the benefits and 
risks of zinc formulation compared with controls for prevention or 
treatment of acute viral respiratory tract infections in adults.  Data from 
the meta-analysis showed that when compared to a placebo, oral or 
intranasal zinc reduced the occurrence of 5 respiratory tract infections. 
The most significant reduction in risk was observed for moderately 
severely symptoms resembling influenza-like illness. No serious 
adverse events were reported in the 25 trials that monitored them, 
although the certainty of this data is considered to be low.42 While some 
evidence suggested that zinc might play a role in preventing symptoms 
of respiratory tract infections and shortening their duration, the 
comparative efficacy of various zinc formulations and doses remained 
unclear. 

Calcium and Vitamin D

	 Calcium and Vitamin D supplementation may be given for the 
prevention of osteoporosis and fractures to adult men and women 50 
years and older who are at risk of fragility fractures and those with 
identified or risk factors for calcium or vitamin D insufficiency. Vitamin 
D plays a role in calcium absorption in the intestines and maintenance 
of serum calcium and phosphate concentration to enable normal 
bone mineralization. The National Osteoporosis Guideline Group 
(NOGG) (accredited by the UK National Institute for Health and Care 
Excellence [NICE]) recommends that for postmenopausal women and 
men age 50 years and older, with osteoporosis or who are at risk of 
fragility fracture, an adequate intake of calcium (minimum 700 mg 
daily) is preferably achieved through dietary intake or otherwise by 
supplementation (strong recommendation).43 Similarly, the Royal 
Australian College of General Practitioners recommend the provision 
of Calcium and Vitamin D supplements in adults 50 years and above 
at risk of deficiency, particularly institutionalized individuals.44 
However, a review of 8 RCTs conducted by USPSTF involving 
10,606 participants for Vitamin D, 339 for calcium, and 36,727 for 
combined Vitamin D and calcium found adequate evidence that daily 
supplementation with 400 IU or less of vitamin D and 1000 mg or less 
of calcium has no benefit for the primary prevention of fractures in 
community dwelling, postmenopausal women. In terms of harmful 
effects, Vitamin D or calcium supplementation did not significantly 
affect all-cause mortality or cardiovascular disease incidence.  
Calcium supplementation showed no increased risk of kidney stones, 
but combined vitamin D and calcium supplementation increased the 
incidence of kidney stones.45
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Recommendations on Nonpharmacologic Interventions

Clinical Question: Among adults 19-59 years old consulting for wellness 
or periodic health examination in primary care setting, what is the 
recommended non-pharmacologic interventions (patient-centered 
health education, advice, counseling, physical activity, nutritional 
strategy and family-focused and community-oriented strategies among 
adults?

Recommendation 26. Among healthy Filipino adults, counseling for 
nutritional intake, physical activity, smoking cessation and unhealthy 
alcohol use should be recommended. (Strong recommendation, 
Moderate – High quality evidence) 

Recommendation 27. Counseling may be recommended for sexually 
transmitted infections. (Weak recommendation, Low quality evidence)

Recommendation 28. Among healthy adults experiencing stress, 
mindfulness and breathing techniques to reduce stress may be 
recommended. (Weak recommendation, Very Low quality evidence)

Recommendation 29. A well-balanced diet consisting of vegetables, 
fruits, legumes, nuts, whole grains, proteins, carbohydrates and food 
sources with calcium and vitamins (macronutrient and micronutrient) 
should be recommended as a cornerstone of CVD and diabetes 
prevention for all individuals.  (Strong recommendation, Moderate 
quality evidence)

Recommendation 30. Among healthy adults, a cost-effective 
intervention for health promotion and prevention of non-
communicable diseases using Family-focused and Community-
oriented strategies should be recommended. (Strong recommendation, 
Low quality evidence)

Summary of Evidence 

Patient-centered Interventions

	 Counseling is a known intervention that provide effective 
management to treat mental health conditions, behavioral 
correction, and improving and optimizing wellness.  The importance 
of counselling in preventing disease and treating chronic medical 
conditions are now widely recognized and accepted by the medical 
community. Counselling to promote low carbohydrate, low fat, 
and moderate macronutrient patterns were associated with larger 
reductions in body weight and blood pressure compared to a usual 
diet; however, reductions in diets with moderate macronutrient were 
slightly smaller than with the other two macronutrient patterns. The 
Filipino Plate Method showed better knowledge scores and lower 
postprandial glucose values.46 
	 The reviewed guidelines such as USPSTF and Philippine 
Guidelines on periodic health examination: lifestyle advice, both 
recommends behavioral counseling to promote a  healthy diet 
and physical activity for obesity and prevention of cardiovascular 

diseases and diabetes, AHA/ACC Guideline on the Primary Prevention 
of Cardiovascular Disease (2019) recommend the following: 1) a 
diet emphasizing intake of vegetables, fruits, legumes, nuts, whole 
grains, and fish is recommended to decrease ASCVD risk factors;  
2) replacement of saturated fat with dietary monounsaturated 
and polyunsaturated fats can be beneficial to reduce ASCVD risk;  
3) a diet containing reduced amounts of cholesterol and sodium can 
be beneficial to decrease ASCVD risk; and 4) as a part of a healthy diet, 
it is reasonable to minimize the intake of processed meats, refined 
carbohydrates, and sweetened beverages to reduce ASCVD risk. The 
consumption of fruits and vegetables was linked to reduced risks of 
cardiovascular disease, cancer, and overall mortality.47 At least 200 
grams of fruits and vegetables per day were associated with relative 
risks of 0.92 [95% confidence interval [CI], 0.90-0.94] for coronary 
heart disease, 0.84 [95% CI: 0.76-0.92] for stroke, 0.93 [95% CI: 0.90-
0.95] for cardiovascular disease, 0.97 [95% CI: 0.95-0.99] for total 
cancer, and 0.90 [95% CI: 0.87-0.93] for all-cause mortality.48

	 Physical inactivity is an established risk factor for the 
development of non-communicable diseases such as cardiovascular 
disease and diabetes mellitus. In the meta-analysis study of 18 RCTS, 
adults who were healthy and with cardiovascular risk were given the 
same dietary and physical activity interventions. The results showed 
that there was a significant weight reduction in the adult with 
cardiovascular risk.47 The AHA guideline recommends that offering or 
referring to behavioral counselling intervention for adults with or a 
risk for cardiovascular disease to promote healthy diet and physical 
activity. Counseling to increase physical activity showed that there is 
a significant increase in activity levels after a 6-month interventional 
modification program.49 A systematic review and meta-analysis on 
association between physical activity and cardiovascular disease and 
diabetes mellitus was conducted and showed that physical activity 
decreases the following: CVD incidence (RR 0.83 CI 0.77-0.89), CVD 
mortality (RR 0.77 CI  0.71-0.84), Stroke incidence (RR 0.82 CI 0.77-
0.87), CHD incidence (RR 0.80 (0.75-0.86), Heart failure incidence (RR 
0.81 CI 0.76-0.86), and T2DM incidence (RR 0.74 CI 0.72-0.77).50 
	 In the WHO 2020 guidelines on physical activity and sedentary 
lifestyle, physical activity in adults confers benefits for the following 
health outcomes: all-cause mortality, cardiovascular disease mortality, 
incident hypertension, incident type 2 diabetes, incident site-specific 
cancers, mental health (reduced symptoms of anxiety and depression), 
cognitive health and sleep, and measures of adiposity may also improve. 
They recommended the following: All adults should undertake regular 
physical activity; Adults should do at least 150–300 min of moderate-
intensity aerobic physical activity, or at least 75–150min of vigorous-
intensity aerobic physical activity, or an equivalent combination of 
moderate-intensity and vigorous-intensity activity throughout the 
week for substantial health benefits; and Adults should also do muscle-
strengthening activities at moderate or greater intensity that involve 
all major muscle groups on 2 or more days a week, as these provide 
additional health benefits.51 The evidence reaffirm that all adults should 
regularly undertake physical activity and that some physical activity is 
better than none. The adult guidelines include strong recommendations 
based on overall moderate-certainty evidence on weekly volumes of 
aerobic and muscle-strengthening physical activity.
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Smoking and Vaping

	 Smoking as a risk factor has contributed to the development 
of cardiovascular and pulmonary diseases and this is already 
well established. A systematic review cited by USPSTF 2021 
Recommendations with pooled effect of 26 trials (n = 22,239) found 
that smokers who were offered cessation advice by a physician compared 
to those who were given usual care or did not receive advice were 76% 
more likely to quit after 6 months or longer (RR 1.76 [95% CI 1.58 to 
1.96], I2 = 40%). In the network meta-analysis with pooled effects 
of the 194 trials (n = 72,273) showed that employed counseling for 
smoking cessation directed at average risk, non-pregnant adults, had 
44% higher odds of quitting compared to those who received standard 
care.52 Another meta-analysis that compared quitting among smokers 
who were provided e-cigarettes to smokers with conventional therapy 
found e-cigarette use was associated with more quitting (relative risk 
= 1.555; 95% CI = 1.173, 2.061). E-cigarette use as a consumer product 
is not significantly associated with cigarette smoking cessation in the 
general adult population.53 

Sexually Transmitted Infections

	 Multiple studies were conducted regarding behavioral 
counseling interventions to reduced Risk for sexually transmitted 
infections (STI) in persons at risk for STI. Behavioral counseling 
for persons at increased risk for STIs can reduced the likelihood of 
acquiring STIs (OR 0.66 [95% CI 0.54-0.81) and also increase condom 
use and decrease the occurrence of unprotected sex. Interventions 
with largest effects involve more than 120 minutes of total contact 
time and group counseling, delivered over multiple session in a year. 
Most successful approaches provide information on common STIs 
and STI transmission; assess the person’s risk for acquiring STIs; aim 
to increase motivation or commitment to safer sex practices; and 
provide training in condom use, communication about safer sex, 
problem solving, and other pertinent skills. Interventions that include 
group counseling and involve high total contact times of more than 
120 minutes, often delivered over multiple sessions, are associated 
with larger STI prevention effects.54 

Alcohol Drinking

	 It is recommended to advice cessation of daily alcohol intake or 
advice non-daily intake of low-level alcohol (1 drink for female and 
1-2 drinks for male). The often used approached in the primary care 
settings is the Screening, Brief Intervention, and Referral to Treatment 
(SBIRT) approach. A meta-analysis showed that adults in intervention 
groups reduced the number of drinks per week more than adults in 
control groups. The proportion exceeding recommended drinking limits 
was reduced, as well as the proportion reporting a heavy-use episode. 
Interventions among adults resulted in an absolute increase of 14% 
more participants drinking within recommended limits, meaning 7 
adults would need to be treated to achieve 1 adult drinking within 
recommended limits.55

Stress Management

	 A systematic review and meta-analysis in determining the effect 
of mindfulness on anxiety disorder included 23 studies. The results 
showed that Acceptance and Commitment Therapy (ACT), Mindfulness-
based Cognitive therapy (MBCT) and Mindfulness-based Stress 
Reduction (MBSR) led to short-term effects on clinician- and patient-
rated anxiety. In comparison to Cognitive Behavioral Therapy (CBT), ACT 
and MBCT showed comparable effects on both anxiety outcomes, while 
MBSR showed significantly lower effects.56 However, another meta-
analysis of 8 studies showed that mindfulness intervention compared to 
treatment as usual has no significant difference in stress improvement 
in 0-2 months (SMD -0.21 CI -0.51-0.9), 3-5 months (SMD -0.26 CI 
-0.74-0.22), and 6-11 months (SMD 0.02 CI -0.46-0.50). Various non-
pharmacologic interventions are available can be done to reduce stress 
but with conflicting evidence.57 

Family-focused Interventions

	 Family provides a psychosocial support and can be tapped as a 
therapeutic ally in preventing and managing illnesses. Working with 
families involves education, counseling, and developing coping skills 
as an illness in one member affects the other members. A systematic 
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review was conducted in 2019 which focused on the family-based 
prevention program for alcohol use in young people. Forty -six 
randomized controlled trials that included 39,822 participants showed 
small effect on alcohol misuse, and alcohol dependence.58

Community-oriented Interventions

	 There is evidence that community interventions for improving 
mental health and some social outcomes across social-ecological levels 
is effective. Studies indicate the importance of ongoing resources and 
training to maintain long-term outcomes, explicit attention to ethics 
and processes to foster equitable partnerships, and policy reform to 
support sustainable healthcare-community collaborations.59 Another 
systematic review on the effectiveness of community intervention 
and health promotion found that community intervention and health 
promotion programs for the control of NCDs are a cost-effective means 
of reducing the incidence of cardiovascular events and mortality in Japan 
and other East Asian countries.60 Community-oriented interventions 
such as formation of support groups might provide a cost-effective 
intervention for health promotion and prevention, especially for non-
communicable diseases. 

Recommendations on Expected Patient Outcomes

Clinical Question: Among adults 19-59 years old consulting for wellness 
or periodic health examination in primary care setting, what are the 
expected patient outcomes?

Recommendation 31. The expected patient outcomes should 
be monitored; 1) adherence to wellness interventions (Strong 
recommendation, moderate certainty of evidence), 2) patient reported 
outcomes like health status and quality of life (Strong recommendation, 
low certainty of evidence) and 3) health service utilization like 
hospitalization (Weak recommendation, low certainty of evidence).

Summary of Evidence

	 Outcomes are the impact of a healthcare service or intervention 
and can include events or results in a) patient health status or quality of 
life b) patient, provider, and population attitudes and behavior, c) new 
evidence, research, prevention strategies, treatments, and care models. 
Patient-reported outcomes (PROs) are one type of outcome that offers 
a complementary perspective to that of clinician assessments and 
may provide greater insights into health status, function, symptom 
burden, adherence, health behaviors, and quality of life. Systematic 
reviews have shown that general health checks were associated 
with increased detection of chronic diseases, such as depression and 

hypertension; moderate improvements in controlling risk factors, 
such as blood pressure and cholesterol; increased clinical preventive 
service uptake, such as colorectal and cervical cancer screening; and 
improvements in patient-reported outcomes, such as quality of life 
and self-rated health.61 In another review Annual Wellness Visit (AWV) 
was associated with significantly reduced spending on hospital acute 
care and outpatient services.62 Another study also showed that periodic 
health check-up delayed the onset of inpatient care for hypertension 
among men, but had no impact on any other health outcomes in men or 
women.63

Discussion

	 With the creation of this Clinical Practice Guidelines on Wellness 
for Adult patients, a standard evidence-based guide may be made 
available for all family and community physicians as well as primary 
care physicians. Having a CPDG who are mostly in primary care practice 
is an identified facilitator of this guideline. The recommendation 
statements that the group were able to come up with were a product 
of integration of the evidences and the availability of the resources 
in an outpatient setting in our country. The specific barrier identified 
in the implementation of this guideline was secondary to limitation 
of services that can be provided due to uncontrollable circumstances 
(i.e., the budget in LGU, Philhealth and DOH). This clinical pathway 
will be published in the “The Filipino Family Physician” journal, 
which is accessible in the PAFP journal website. PAFP’s Committee on 
Research will disseminate the guideline through distribution to its 
subspecialty and affiliate societies, chapters, training programs, and 
primary care practitioners; and continuing development sessions of the 
PAFP.  Monitoring of the uptake of the clinical practice guideline will 
be through the number of downloads at the website and requests for 
copies. Monitoring of implementation will be via continuous quality 
improvements activities, which can be a self-initiated activity of the 
member as recommended in the Universal Healthcare, or as a chapter or 
group activity. 
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Visit History and Physical 
Examination 

Screening Immunizations and 
Medications 

Lifestyle Modifications 
and Interventions 

Patient Outcomes 

First 
Visit 

For all adults 19-59 
years old 
Obtain the following: 
Personal data 
Demographic and 
socioeconomic data 
(Highest educational 
attainment; 
occupational history; 
financial resources; 
health insurance; 
 living arrangement) 

Do a history and 
physical examination 
and include the 
following: 
● Assess dietary 

patterns
● Obtain current 

physical activity 
utilizing Exercise 
Vital Signs (EVS 

● Ask for smoking
history (5A’S
Model WHO 
Toolkit and
Alcohol use 
(AUDIT-C) 

● Screen with PHQ9
● Get office based

BP, BMI and waist 
circumference

Routine screening for 
the following: 

FBS and Lipid profile  
>40 years old  

HBsAg 

Chest x-ray annually  

Women: 
Pap Smear with or 
without HPV test or 
Visual Inspection with 
Acetic Acid as an 
alternative every 3 years 
starting at age 25 years 

Mammography, every 2 
years starting age 50 
years old when available 

Vitamins and minerals 
Folic acid 400-800 ug 
planning to 
conceive/childbearing 
age 

Calcium and vitamin D 
supplements should be 
offered if their dietary 
calcium intake is less 
than 1300 mg per day. 

Immunizations 
Influenza vaccine (Table 
1) 

Pneumococcal vaccine 
for 50 years old and 
above (Table 2) 

Tdap (Table 3)  

COVID 19 (Table 4) 

MMR (Table 5) 

Hepatitis B vaccine 
(Table 6) 

Varicella vaccine (Table 
7) 

HPV vaccine for 16-26 
years old (Table 8) 

Herpes zoster for 50 
years and above (Table 
9) 

Dietary advice 
Healthy and balanced 
diet (Pinggang Pinoy 
and AHA) 

Physical activity (Table 
10) 
Aerobic activity + 
additional 
muscle-strengthening 
activities at moderate or 
greater intensity 2 or 
more days a week 

Social and behavioral 
interventions 

Patient-centered 
interventions on 
prevention on smoking, 
STI, alcohol drinking 

Mindfulness and 
breathing techniques to 
deal with stress 

Provide family-focused 
intervention 

Community-oriented 
interventions 

Lower incidence of CVD, 
Stroke, Heart failure, 
and diabetes 

Benefits: all-cause 
mortality, 
incident hypertension, 
incident site-specific 
cancers, mental health 

Screening for physical 
activity using EVS result 
to  weight reduction and 
HBA1C reduction among 
patients with baseline 
7% or higher 

Immunization 
Outcomes: 
Disease prevention and 
prevention of 
complications 

Higher odds of quitting 
smoking 
Reduced likelihood of 
acquiring STI 
Reduced proportion of 
individuals exceeding 
allowable limit of 
alcohol intake and 
heavy alcohol use 
episode  

Minimal effect on stress 
reduction 

Reduction of risky 
behavior among young 
adults 

With the potential to 
provide cost-effective 
health promotion 
against NCDs 

FBS and lipid profile for 
younger than 40 years 
old if with risk factors 

Fecal Immunochemical 
Test (FIT) starting at 50 
years old 
Colonoscopy or Flexible 
sigmoidoscopy for high-
risk  50 years old 
individuals  

FOBT, an option in 
limited resource areas 
for screening Colorectal 
cancer 

Prostate Specific 
Antigen (PSA) with 
shared decision-making 
or with DRE findings 
starting age of 55 years 
old 

Low-dose CT scan to 
screen for lung cancer 
for > 50 years old 
among high risk 
individuals 

Typhoid Vi 
polysaccharide vaccine 
may be given to 
immunocompetent 
adults in endemic area 

Quadrivalent and 
nonavalent HPV 
vaccines may be given 
to immunocompetent 
males 16-26 years old  

Recombinant zoster 
vaccine (RZV) is 
recommended also for 
immunocompetent 
adults with previous ZVL 

Second  
visit 

Review and update 
history and physical 
examination and 
document 

Identify the wellness 
needs of other family 
members 

Interpret results of 
laboratory tests and 
ancillary procedures to 
the patient 

Assess for patient’s 
compliance to 
tests/procedures 
requested not done, 
remind if needed 

Prescribe appropriate 
medication based on 
identified disease/s 

Review and update 
medications and 
vaccination 

Advice adherence to 
health promotion 
/wellness interventions 
(nutrition, physical 
activity, immunization, 
and screening 

Do motivational 
counseling if non-
adherent 

Patient outcome: 
continuous adherence 
to wellness regimen 

Family outcomes: 
willingness to 
participate in wellness 
activities 

Variations - - 

Continuing
visit 

Review and update 
history and physical 
examination 

Age specific and risk 
appropriates tests 

Age specific 
immunization and 
chemoprophylaxis 

Monitor continuous 
compliance of patients 
and family members 

Refer as needed to 
appropriate specialists, 
agencies or community 
resources 

Entire family utilizing 
health promotion, 
disease prevention and 
specific protection 
strategies 

Satisfaction of patients 
and family members 

Variations
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Visit History and Physical 
Examination 

Screening Immunizations and 
Medications 

Lifestyle Modifications 
and Interventions 

Patient Outcomes 

First 
Visit 

For all adults 19-59 
years old 
Obtain the following: 
Personal data 
Demographic and 
socioeconomic data 
(Highest educational 
attainment; 
occupational history; 
financial resources; 
health insurance; 
 living arrangement) 

Do a history and 
physical examination 
and include the 
following: 
● Assess dietary 

patterns
● Obtain current 

physical activity 
utilizing Exercise 
Vital Signs (EVS 

● Ask for smoking
history (5A’S
Model WHO 
Toolkit and
Alcohol use 
(AUDIT-C) 

● Screen with PHQ9
● Get office based

BP, BMI and waist 
circumference

Routine screening for 
the following: 

FBS and Lipid profile  
>40 years old  

HBsAg 

Chest x-ray annually  

Women: 
Pap Smear with or 
without HPV test or 
Visual Inspection with 
Acetic Acid as an 
alternative every 3 years 
starting at age 25 years 

Mammography, every 2 
years starting age 50 
years old when available 

Vitamins and minerals 
Folic acid 400-800 ug 
planning to 
conceive/childbearing 
age 

Calcium and vitamin D 
supplements should be 
offered if their dietary 
calcium intake is less 
than 1300 mg per day. 

Immunizations 
Influenza vaccine (Table 
1) 

Pneumococcal vaccine 
for 50 years old and 
above (Table 2) 

Tdap (Table 3)  

COVID 19 (Table 4) 

MMR (Table 5) 

Hepatitis B vaccine 
(Table 6) 

Varicella vaccine (Table 
7) 

HPV vaccine for 16-26 
years old (Table 8) 

Herpes zoster for 50 
years and above (Table 
9) 

Dietary advice 
Healthy and balanced 
diet (Pinggang Pinoy 
and AHA) 

Physical activity (Table 
10) 
Aerobic activity + 
additional 
muscle-strengthening 
activities at moderate or 
greater intensity 2 or 
more days a week 

Social and behavioral 
interventions 

Patient-centered 
interventions on 
prevention on smoking, 
STI, alcohol drinking 

Mindfulness and 
breathing techniques to 
deal with stress 

Provide family-focused 
intervention 

Community-oriented 
interventions 

Lower incidence of CVD, 
Stroke, Heart failure, 
and diabetes 

Benefits: all-cause 
mortality, 
incident hypertension, 
incident site-specific 
cancers, mental health 

Screening for physical 
activity using EVS result 
to  weight reduction and 
HBA1C reduction among 
patients with baseline 
7% or higher 

Immunization 
Outcomes: 
Disease prevention and 
prevention of 
complications 

Higher odds of quitting 
smoking 
Reduced likelihood of 
acquiring STI 
Reduced proportion of 
individuals exceeding 
allowable limit of 
alcohol intake and 
heavy alcohol use 
episode  

Minimal effect on stress 
reduction 

Reduction of risky 
behavior among young 
adults 

With the potential to 
provide cost-effective 
health promotion 
against NCDs 

FBS and lipid profile for 
younger than 40 years 
old if with risk factors 

Fecal Immunochemical 
Test (FIT) starting at 50 
years old 
Colonoscopy or Flexible 
sigmoidoscopy for high-
risk  50 years old 
individuals  

FOBT, an option in 
limited resource areas 
for screening Colorectal 
cancer 

Prostate Specific 
Antigen (PSA) with 
shared decision-making 
or with DRE findings 
starting age of 55 years 
old 

Low-dose CT scan to 
screen for lung cancer 
for > 50 years old 
among high risk 
individuals 

Typhoid Vi 
polysaccharide vaccine 
may be given to 
immunocompetent 
adults in endemic area 

Quadrivalent and 
nonavalent HPV 
vaccines may be given 
to immunocompetent 
males 16-26 years old  

Recombinant zoster 
vaccine (RZV) is 
recommended also for 
immunocompetent 
adults with previous ZVL 

Second  
visit 

Review and update 
history and physical 
examination and 
document 

Identify the wellness 
needs of other family 
members 

Interpret results of 
laboratory tests and 
ancillary procedures to 
the patient 

Assess for patient’s 
compliance to 
tests/procedures 
requested not done, 
remind if needed 

Prescribe appropriate 
medication based on 
identified disease/s 

Review and update 
medications and 
vaccination 

Advice adherence to 
health promotion 
/wellness interventions 
(nutrition, physical 
activity, immunization, 
and screening 

Do motivational 
counseling if non-
adherent 

Patient outcome: 
continuous adherence 
to wellness regimen 

Family outcomes: 
willingness to 
participate in wellness 
activities 

Variations - - 

Continuing
visit 

Review and update 
history and physical 
examination 

Age specific and risk 
appropriates tests 

Age specific 
immunization and 
chemoprophylaxis 

Monitor continuous 
compliance of patients 
and family members 

Refer as needed to 
appropriate specialists, 
agencies or community 
resources 

Entire family utilizing 
health promotion, 
disease prevention and 
specific protection 
strategies 

Satisfaction of patients 
and family members 

Variations

References

  1.	 The Royal Australian College of General Practitioners. Guidelines for 
preventive activities in general practice. 9th ed, updated. East Melbourne, 
Vic: RACGP, 2018.

  2.	 Lara-Breitinger KM, et al. Validation of a brief dietary questionnaire for 
use in clinical practice: Mini-EAT (Eating Assessment Tool). J Am Heart 
Assoc 2023 Jan 3;12(1):e025064. 

  3.	 Golightly YM, et al. Physical Activity as a Vital Sign: A Systematic Review. 
Prev Chronic Dis 2017;14:170030. 

  4.	 US Preventive Services Task Force, 2021. Recommendation: Tobacco 
Smoking Cessation in Adults, Including Pregnant Persons: United States 
Preventive Services Taskforce (uspreventiveservicestaskforce.org)

  5.	 Khadjesari, Z., et al. Validation of the AUDIT-C in adults seeking help 
with their drinking online. Addict Sci Clin Pract 12, 2 (2017). https://doi.
org/10.1186/s13722-016-0066-5.

  6.	 Kroenke K and Beck S. The patient health questionnaire-9 (PHQ-9): 
Validation of a brief depression measure in a primary care setting. J Gen 
internal Med 2009; 24(2): 168-76.

  7.	 Sommer I, et al. The performance of anthropometric tools to determine 
obesity: A systematic review and meta-analysis. Scientific Reports, 10. 
2020.

  8.	 Tham KW, et al. Obesity in South and Southeast Asia-A new consensus on 
care and management. Obes Rev 2023 Feb;24(2):e13520. 

  9.	 Ross R, et al. Waist circumference as a vital sign in clinical practice: A 
consensus statement from the IAS and ICCR Working Group on Visceral 
Obesity. Nature Reviews. Endocrinology 2020; 16(3): 177-89. 

10.	 Guirguis-Blake J, et al. Screening for hypertension in adults: a systematic 
evidence review for the U.S. Preventive Services Task Force. 2020.

11.	 Periodic Health examination Task force. Philippine Guidelines on Periodic 
Health Examination. Immunization for adults 2021. National Institutes for 
Health- Institute of Clinical Epidemiology (NIH-ICE).

12.	 Thongtang N, et al. Dyslipidemia management for primary prevention of 
cardiovascular events: Best in-clinic practices. Prev Med Rep 2022 May 
5;27:101819. 

13.	 Mach F, et al. ESC Scientific Document Group. 2019 ESC/EAS Guidelines 
for the management of dyslipidemias: lipid modification to reduce 
cardiovascular risk. Eur Heart J 2020 Jan 1;41(1):111-88. 

14.	 US Preventive Services Task Force Screening for Diabetes and Type 2 
Diabetes. JAMA Aug 2021.

15.	 Van’t Hoog A, et al. Symptom- and chest-radiography screening for active 
pulmonary tuberculosis in HIV-negative adults and adults with unknown 
HIV status. Cochrane Database Syst Rev.2022 Mar 23;3(3):CD010890. 



VOL. 61   NO. 2  DECEMBER, 2023 		  305

16.	 WHO Consolidated Guidelines on Tuberculosis 2021: Module 2.
17.	 Clinical Practice Guidelines for the Management of Hepatitis B in the 

Philippines 2021; 51-4.
18.	 US Preventive Services Task Force Screening for Hepatitis B Virus Infection 

in Adolescents and Adults. JAMA December 2020.
19.	 Conners EE, et al, Contributors. Screening and Testing for Hepatitis B Virus 

Infection: CDC Recommendations - United States, 2023. MMWR Recomm 
Rep. 2023 Mar 10;72(1):1-25. 

20.	 Kerlikowske K, et al. Differences in screening mammography outcomes 
among white, Chinese, and Filipino women, Arch int Med. Available at: 
https://pubmed.ncbi.nlm.nih.gov/16157830/

21.	 Poli U, et al. Visual inspection with acetic acid (VIA) screening program: 7 
years’ experience in early detection of cervical cancer and pre-cancers in 
rural South India’. Indian J Comm Med , 2015; 40(3): 203. 

22.	 Wolf AM, et al. Colorectal cancer screening for average-risk adults: 2018 
guideline update from the American Cancer Society. CA Cancer J Clin 2018; 
68: 250–81. 

23.	 Jonas  DE et al. Screening for lung cancer with low-dose computed 
tomography.  JAMA 2021; 325(10):  971. doi:10.1001/jama.2021.0377. 

24.	 Philippine Society of Microbiology and Infectious Diseases Clinical Practice 
Guidelines for Adult Immunization (2018)

25.	 Kwong JA, et al.  Influena vaccine effectiveness in preventing influenza-
associated hospitalizations during pregnancy: A multi-country 
retrospective test negative design study, 2010–2016. Clin Infect Dis 2018.

26.	 Shasha D, et al. Quadrivalent versus trivalent influenza vaccine: clinical 
outcomes in two influenza seasons, historical cohort study. Clin Microbiol 
Infect 2020 Jan;26(1):101-6. 

27.	 Messonnier SL. Safety of 15-valent pneumococcal conjugate vaccine 
among U.S. adults: updated recommendations of the Advisory Committee 
on Immunization Practices — United States, 2022. MMWR Morbidity and 
Mortality Weekly Report in January 2022.

28.	 Havers FP, et al. Use of tetanus toxoid, reduced diphtheria toxoid, and 
acellular pertussis vaccines: Updated recommendations of the Advisory 
Committee on Practices — United States, MMWR Weekly / January 24, 
2020 / 69(3);77–83

29.	 Oliver SE, Gargano JW, Marin M, et al. The Advisory Committee on 
Immunization Practices’ interim recommendation for use of Moderna 
COVID-19 vaccine—United States, December 2020. MMWR Morb Mortal 
Wkly Rep 2021;69:1653–6. 

30.	 Prevention of Measles, Rubella, Congenital Rubella Syndrome, and 
Mumps, 2013: Summary Recommendations of the Advisory Committee 
on Immunization Practices (ACIP), June 14, 2013.https://www.cdc.gov/
mmwr/preview/mmwrhtml/rr6204a1.htm

31.	 Weng MK, Doshani M, Khan MA, et al. Universal Hepatitis B Vaccination 
in Adults Aged 19–59 Years: Updated Recommendations of the Advisory 
Committee on Immunization Practices — United States, 2022. MMWR 
Morb Mortal Wkly Rep 2022;71:477–83. 

32.	 Giuliano, AR et al. Nonavalent human papillomavirus vaccine efficacy 
against cervical intraepithelial neoplasia grade 2 or worse caused by HPV 
31, 33, 45, 52, and 58: A randomized, international, double-blind, phase 
IIb-phase III Study. Cancer Epidemiol Prev 2015.

33.	 Advisory Committee on Immunization Practices. Grading of 
recommendations, assessment, development, and evaluation (GRADE): 
recombinant zoster vaccine (RZV) and herpes zoster live-attenuated 
vaccine (ZVL). Atlanta, GA: US Department of Health and Human Services, 
CDC, Advisory Committee on Immunization Practices; 2017. https://www.
cdc.gov/vaccines/acip/recs/grade/herpes-zoster.html

34.	 Jackson BR, et al. Updated Recommendations for the Use of Typhoid 
Vaccine — Advisory Committee on Immunization Practices, United 
States, MMWR Morb Mortal Wkly Rep 2015 Mar 27; 64(11): 305–8.

35.	 Theeten H, Van Herck K, Van Der Meeren O, Crasta P, Van Damme P, Hens 
N. Long-term antibody persistence after vaccination with a 2-dose Havrix 
(inactivated hepatitis A vaccine): 20 years of observed data, and long-
term model-based predictions. Vaccine 2015;33:5723–7.

36.	 Marin M, et al. Prevention of Varicella: Recommendations of the Advisory 
Committee on Immunization Practices (ACIP). June 2007. MMWR Morb 
Mortal Wkly Rep 2007; 56(RR04);1-40

37.	 Khan KM, Jialal I. Folic acid deficiency. In: StatPearls [Internet]. Treasure 
Island (FL): StatPearls Publishing; 2023 [cited 2023 Aug 28]. Available 
from: http://www.ncbi.nlm.nih.gov/books/NBK535377/

38.	 US Preventive Services Task Force, Bibbins-Domingo K, Grossman DC, 
Curry SJ, Davidson KW, Epling JW, et al. Folic acid supplementation for 
the prevention of neural tube defects: US Preventive Services Task Force 
Recommendation Statement. JAMA 2017 Jan 10;317(2):183.

39.	 Practice Bulletin No. 187: Neural Tube Defects. Obstetrics & Gynecology. 
2017 Dec;130(6):e279.

40.	 De la Fournière B, Dhombres F, Maurice P, de Foucaud S, Lallemant P, Zérah 
M, et al. Prevention of neural tube defects by folic acid supplementation: 
A national population-based study. Nutrients 2020 Oct 16;12(10):3170.

41.	 US Preventive Services Task Force, Mangione CM, Barry MJ, Nicholson 
WK, Cabana M, Chelmow D, et al. Vitamin, mineral, and multivitamin 
supplementation to prevent cardiovascular disease and cancer: US 
Preventive Services Task Force Recommendation Statement. JAMA 2022 
Jun 21;327(23):2326.

42.	 Leung TWT, et al. Zinc for the prevention or treatment of acute viral 
respiratory tract infections in adults: a rapid systematic review and meta-
analysis of randomized controlled trials. BMJ Open in November 2021.

43.	 Gregson CL, Armstrong DJ, Bowden J, Cooper C, Edwards J, Gittoes NJL, et 
al. UK clinical guideline for the prevention and treatment of osteoporosis. 
Arch Osteoporos 2022 Apr 5;17(1):58.

44.	 RACGP - Osteoporosis prevention, diagnosis and management in 
postmenopausal women and men over 50 years of age [Internet]. [cited 
2023 Oct 6]. Available from: https://www.racgp.org.au/clinical-resources/
clinical-guidelines/key-racgp-guidelines/view-all-racgp-guidelines/
osteoporosis

45.	 US Preventive Services Task Force, Grossman DC, Curry SJ, Owens DK, Barry 
MJ, Caughey AB, et al. Vitamin D, calcium, or combined supplementation 
for the primary prevention of fractures in community-dwelling adults: US 
Preventive Services Task Force Recommendation Statement. JAMA 2018 
Apr 17;319(15):1592.

46.	 Gonzales-Santos, et al. Executive summary of the 2020 Clinical Practice 
Guidelines for the management of dyslipidemia in the Philippines. J ASEAN 
Fed Endocr Soc 2021; 36 (1) . doi: 927-Article-Text-12687-1-10-20210310.
pdf (psn.org.ph)

47.	 Aune D, et al. Fruit and vegetable intake and the risk of cardiovascular 
disease, total cancer and all-cause mortality-a systematic review and 
dose-response meta-analysis of prospective studies. Int J Epidemiol 2017. 

48.	 Nitschke, et al. Impact of nutrition and physical activity interventions 
provided by butrition and exercise practitioners for the adult general 
population: A systematic review and meta-analysis. Nutrients 2022; 
14(9): 1729. Published online 2022 Apr 21. 

49.	 2019 ACC/AHA Guideline on the primary prevention of cardiovascular 
disease: A report of the American College of Cardiology/American Heart 
Association Task Force on Clinical Practice Guidelines. Circulation. 2019 
Sep 10;140(11):e596-e646.

50.	 Wahid, et al. Quantifying the association between physical activity and 
cardiovascular disease and diabetes: A systematic review and meta-
analysis. J Am Heart Assoc 2016. 

51.	 Bull, et al. World Health Organization 2020 guidelines on physical activity 
and sedentary behavior. Br J Sports Med 2020;54: 1451–62. 



306	 THE  FILIPINO  FAMILY  PHYSICIAN

52.	 Hartmann-Boyce J, Livingstone-Banks J, Ordóñez-Mena JM, Fanshawe 
TR, Lindson N, Freeman SC, et al. Behavioural interventions for smoking 
cessation: an overview and network meta-analysis. Cochrane Database of 
Systematic Reviews 2021;1:CD013229. 

53.	 Wang RJ, Bhadriraju S and Glantz SA. E-cigarette use and adult 
cigarette smoking cessation: A meta-analysis. Am J Public Health 2021 
Feb;111(2):230-46.doi: 10.2105/AJPH.2020.305999. Epub 2020 Dec 22.

54.	 Wingood, et al.  Efficacy of SISTA South Africa on sexual behavior and 
relationship control among isiXhosa women in South Africa: results of a 
randomized-controlled trial. J Acquir Immune Defic Syndr 2013 Jun 1;63 
Suppl 1(0 1):S59-65. 

55.	 O’connor EA, et al. Screening and behavioral counseling interventions to 
reduce unhealthy alcohol use in adolescents and adults updated evidence 
report and systematic review for the US Preventive Services Task Force. 
JAMA 2018; 320 (13).

56.	 Haller, et al. A systematic review and meta-analysis of acceptance- and 
mindfulness-based interventions for DSM-5 anxiety disorders. Scientific 
Reports: Nature Res 2021; 11: 20385. Published online 2021 Oct 14.  

57.	 Fincham, et al. Effect of breathwork on stress and mental health: A meta-
analysis of randomised-controlled trials. Sci Rep 2023; 13: 432. Published 
online 2023 Jan 9. doi: 10.1038/s41598-022-27247-y

58.	 Gilligan C, Wolfenden L, Foxcro DR, Williams AJ, Kingsland M, Hodder RK, 
Stockings E, McFadyen TR, Tindall J, Sherker S, Rae J, Wiggers J.   Family-
based prevention programmes for alcohol use in young people. Cochrane 
Database of Systematic Reviews 2019; (3). Art. No.: CD012287. 

59.	 Castillo EG, et al. Community Interventions to Promote Mental Health and 
Social Equity. Curr Psychiatr Rep 2019; 21: 35 https://doi.org/10.1007/
s11920-019-1017-0.

60.	 Hirashiki A, et al.  Systematic review of the effectiveness of community 
intervention and health promotion programs for the prevention of non-
communicable diseases in Japan and other East and Southeast Asian 
Countries. Circ Rep 2022; 4: 149–57.

61.	 David TL, et al. General health checks in adult primary care: A review. 
JAMA 2021 Jun 8;325(22):2294-306.

62.	 Oshio T, et al. Determining whether periodic health checkups have any 
preventive effect on deterioration in health among middle-aged adults: A 
hazards model analysis in Japan. J Occup Health 2021.


