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» SDGs: SDGs, Targets and indicators of SDG-3

» Madrid International Plan of Action on Ageing (MIPAA)

> A few recommendations

> Life and health expectancy
> Extant literature on healthy life expectancy and older adults’ issues in Bangladesh
» Bangladesh National Policy On Older Persons 2013

> Provision of basic necessities in the Constitution of Bangladesh

> 0Old Age Allowance Programme and role of NGOs working in the field of ageing

> Healthy expectancy studies in Singapore using longitudinal data sets

> Necessity



Sustainable Development Goals (SGDs)

* The SDGs build on the success of the Millennium NO ZERO 600D HEALTH QuALITY GENDER GLEAN WATER
Development Goals (MDGS) oni January 2016. The POVERTY HUNGER AND WELL-BEING EDUCATION EQUALITY AND SANITATION
17 SDGs of the 2030 Agenda for Sustainable S oo o
Development — adopted by world leaders in X ¥
September 2015 at an historic UN Summit —
officially came into force.

DECENT WORK AND INDUSTRY. INNOVATION 1 REDUGED SIISTAIHMII.E CITIES

1 2 RESPONSIBLE
EGONOMIC GROWTH AND INFRASTRUCTURE INEQUALITIES MII] COMMUNITIES

GONSUMPTION
«  Until 2030, with these new Goals that universally ANAFROBSEIION
apply to all, countries will mobilize efforts to end all
forms of poverty, fight inequalities and tackle climate
change, while ensuring that no one is left behind.
CLIMATE LIFE BELOW LIFE PEACE AND PARTNERSHIPS
. . . 13 ACTION 14 WATER 15 ON LAND 16 JUSTIGE 17 FOR THE GDALS
« The new Goals are unique in that they call for action 2
by all countries, poor, rich and middle-income to
promote prosperity while protecting the planet. They
recognize that ending poverty must go hand-in-hand
with strategies that build economic growth and
address a wide range of social needs including
education, health, social protection, and job

opportuniéies, wh,ile tackling cIimaté change and : EnSU re healthy IiveS and

environmental protection.

TIIH.UBMEUAI.S

For Sustainable Development

promote well-being for all at all

Source: https.//www.un.org/sustainabledevelopment/development-agenda/ a g e S



https://www.un.org/sustainabledevelopment/development-agenda/

3 GOOD HEALTH
AND WELL BEING

Ensure healthy lives and

https://sustainabledevelopment.un.org/sdg3

_/\,\/\' promote well-being for all at all
ages

TARGETS INDICATORS

3.1 By 2030, reduce the global maternal mortality ratio to less than 70 per 3.11 Maternal martality ratio

100,000 live births
312

3.2 By2030, end preventable deaths of newborns and children under 5 years
of age, with all countries aiming to reduce necnatal mortality to at least
as low as 12 per 1,000 live births and under-5 mertality to at least as low
as 25 per 1,000 live births

321
3.22

3.3 By2030, end the epidemics of AIDS, tuberculosis, malaria and neglected 31
tropical diseases and combat hepatitis, water-borne diseases and other o
communicable diseases

332
333
3.34
3.35

3.4 By2030, reduce by one third premature martality from non-
communicable diseases through prevention and treatment and promaote
mental health and well-being

341
34.2

3.5 Strengthen the prevention and treatment of substance abuse, including
narcotic drug abuse and harmful use of alcohaol

351

352

3.6 By 2020, halve the number of global deaths and injuries from road traffic 6.1
accidents .

Propaortion of births attended by skilled health personnel

Under-five mortality rate

Neonatal mortality rate

Number of new HIV infections per 1,000 uninfected
population, by sex, age and key populations

Tuberculosis incidence per 1,000 population
Malaria incidence per 1,000 population
Hepatitis B incidence per 100,000 population

Number of people requinng interventions against neglected
tropical diseases

Mortality rate attributed to cardiovascular disease, cancer,
diabetes or chronic respiratory disease

Suicide mortality rate

Coverage of treatment interventions [pharmacological,
psychosocial and rehabilitation and aftercare services) for
substance use disorders

Harmful use of alcohol, defined according to the national
context as alcohol per capita consumption (aged 15 years and
older) within a calendar year in litres of pure alcohol

Death rate due to road traffic injuries

i1

3.8

39

A

iB

ic

3D

By 2030, ensure universal access to sexual and reproductive health-care 3?1
services, including for family planning, infermation and education, and

the integration of reproductive health into national strategies and

programimes

312
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Proportion of women of reproductive age (aged 15-43 years)
who have their need for family planning satisfied with
modern methods

Adclescent birth rate [aged 10-14 years; aged 15-19 years) per
1,000 women in that age group

Achieve universal health coverage, including financial risk protection, a B 1 Coverage of essential health services (defined as the average

access to quality essential health-care services and access to safe,
effective, quality and affordable essential medicinez and vaccines for all

coverage of essential services based on tracer interventions
that include reproductive, maternal, newborn and child
health, infectious diseases, non-communicable dizeases and
service capacity and access, among the general and the most
disadvantaged population)

Proportion of population with large househcld expenditures
on health as 3 share of total household expenditure or
income

3.8.2

By 2030, substantially reduce the number of deaths and illnesses from 3 9 I
hazardous chemicals and air, water and scil pellution and contaminatior| -

Martality rate attributed to household and ambient air
pollution

3 9 2 Maortality rate attributed to unsafe water, unsafe zanitation

and lack of hygiene {exposure to unsafe Water, Sanitation and
Hygiene for All [WASH] services)

Martality rate attributed to unintentional poisoning

393

Strengthen the implementation of the World Health Organization a n -I
Framewcrk Convention on Tobacce Contrel in all countries, as o
appropriate

Age-standardized prevalence of current tobacce use amaong
persons aged 15 years and older

Froportion of the population with access to affordable
medicines and vaccines on a sustainable basis

Support the research and development of vaccines and medicines for the B-I
communicable and non-communicable diseases that primarily affect
developing countries, provide access to affordable essential medicines
and vaccines, in accordance with the Doha Declaration on the TRIPS
Agrezment and Public Health, which affirms the right of developing
countries to use to the full the provisions in the Agreement on Trade-
Related Aspects of Intellectual Property Rights regarding flexibilities to
protect public health, and, in particular, provide access to medicines for
all

Total net official development assistance to medical research
and basic health sectors

3.B.2

Substantially increase health financing and the recruitment, 38'
development, training and retention of the health workforce in

developing countries, especially in least developed countries and =mall

izsland developing States

Health worker density and distribution

Strengthen the capacity of all countries, in particular developing 3 D 1
countries, for early warning, risk reducticn and management of national e
and global health risks

International Health Regulations (IHR) capacity and health
emergency preparedness

> Reduced mortality, by any means, at all ages are the targets/ indicators; Reduction in mortality will increase life expectancy.
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High-level Meeting on the Regional Review of the Madrid International Plan
of Action on Ageing (MIPAA); 9-11 October 2007, Macao, China

NJAB
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The MIPAA, adopted by the Second World Assembly on Ageing in 2002, marked a milestone in international efforts to
respond to the challenges of population ageing. With three key priority areas, namely (I) older persons and development,
(II) advancing health and well-being into old age, and (III) ensuring enabling and supportive environments, MIPAA was
designed as a resource (with 46 recommendations) to guide policymaking and programme actions.

B Older persons and development

1. Increase the level of integration and mainstreaming of ageing concerns in national
and international development policies and poverty reduction strategies, through a holistic

response to address the full range of potential implications of population ageing.

I Advancing health and well-being into old age

15. Promote healthy lifestyles and active ageing, improve healthy life expectancy,
recognizing that a good quality of life in old age could be attained through a life cycle
approach of promoting health and well-being at all stages of life and even before old age is

reached.

ITII.  Ensuring enabling and supportive environments

24, Strengthen older persons’ associations and NGOs to address the needs of and to

empower older persons.

Iv. Further implementation and follow-up

Guided by the regional strategy for implementing the Madrid and Macao Plans of
Action on Ageing, known as the Shanghai Implementation Strategy?, and in the light of the
common challenges in the region, including financial burdens, income insecurity, poverty
and exclusion in old age, Governments, NGOs and other stakeholders must strengthen
efforts and take action. To further improve the implementation of MIPAA, existing efforts
and activities related to population ageing can be enhanced by the actions described below.
35. Review existing laws and enact legislation, especially non-discriminatory laws,

relating to older persons.

46. Empower the social support system for older persons by enhancing multisector
synergy through cooperation and collaboration within the public sector, and between the

public sector, the private sector and voluntary groups.

* Kk ok kK



Figure: Life expectancy at birth in some selected countries over time
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> Life expectancy is increasing all over the world, this doesn’t mean a healthier population (Crimmins, Hayward,
& Saito, 1994; Jagger et al., 2008).

> SO, enSUI‘Ing |Onger I|fe by I‘EdUCIng m0rta|lty at a” ageS W|” nOt ensure SDG 3 (Ensure healthy lives and promote wellbeing for all at all ages)

Crimmins, E. M., Hayward, M. D., & Saito, Y. (1994). Changing mortality and morbidity rates and the health status and life expectancy of the older population. Demography, 31(1): 159-175.

Jagger, C., Gillies, C., Moscone, F., Cambois, E., Oyen, H. V., Nusselder, W., Robine, J.-M., & the EHLEIS team (2008). Inequalities in healthy life years in the 25 countries of the European Union in 2005:
A cross-national meta-regression analysis. Lancet, 372(9656): 2124-2131.



Figure: Life expectancy at birth in Bangladesh over time
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Figure: Life expectancy at age 60 in Bangladesh over time
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Life Expectancy and Health Expectancy
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« When people live longer, quality of life becomes a central issue (Liu, Chen, Song et al., 2009).

n

“Increased longevity without quality of life is an empty prize.
— The Director-General of WHO in mid 1990

« Health expectancy research, therefore, has become very important for projecting future levels of

need for care and assistance (Cambois et al., 2011) in the developed regions of the world.

Liu J, Chen G, Song X, et al. (2009). Trends in disability-free life expectancy among Chinese older adults. Journal of Aging and Health, 21(2): 266-285.

Cambois, E., Laborde, C., Romieu, I., & Robine, J.-M. (2011). Occupational inequalities in health expectancies in France in the early 2000s: Unequal chances of reaching and living retirement in good
health. Demographic Research, 25: 407-436.



]
Life Expectancy and Health Expectancy

« Health Expectancy (HE) is the analysis of both healthy and unhealthy years of life where

health can be defined along various dimensions (Saito, Robine & Crimmins, 2014).

% Surviving
Life expectancy =

Area under survival curve

100

Life Expectancy (LE) = Healthy LE + Unhealthy LE
Healthy life expectancy
(dichotomous) =

Area A only

Life Expectancy (LE) = Disability-free LE + Disabled LE

o B B ¥ &8 ¥ 8 3 8 8

For female at age 60: 18 years LE = 10 years disability-free LE + 8 years disabled LE

Note: 8 years of disabled life does not mean the last 8 consecutive years of life

Saito Y, Robine J-M, & Crimmins EM. (2014). The methods and materials of health expectancy. Stat J IAOS, 30:209-223.
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Published in 2013
Impact Factor (Current) 1.098

Md. Ismail Tareque, Nazrul Hoque, Towfiqua Mahfuza Islam, Kazuo Kawahara and Makiko Sugawa

Canadian Journal on Aging / La Revue canadienne du vieillissement / Volume 32 / Issue 04 / December 2013, pp 417 - 432 | k: .
DOI: 10.1017/S0714980813000494, Published online: 12 November 2013 Journal Rank: 27/36 in Gerontology
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How to cite this article:
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between the Active Aging Index and Disability-Free Life Expectancy: A Case Study in the Rajshahi District of Bangladesh.
Canadian Journal on Aging / La Revue canadienne du vieillissement, 32, pp 417-432 doi:10.1017/50714980813000494

ABSTRACT

Life expectancy has increased considerably throughout the world. In Bangladesh, life expectancy has increased from
about 53 yearsin 1975 to 69 years in 2010. However, itis unknown whether the increase in life expectancy is simultaneously
accompanied by an increase in disability-free life expectancy (DFLE). The purpose of the study described in this article
was to explore the relationship between life expectancy and DFLE in the Rajshahi District of Bangladesh by examining the
relationships between the Active Aging Index (AAI) and DFLE. The study findings suggest that urban, more-educated,
elderly males are more active in all aspects of life and have longer DFLE. Females are found to outlive males but are
more likely to live a greater part of their remaining life with disability. Positive correlations between the AAI and DFLE
suggest that[older adults could enjoy more DFLE by involving themselves in active aging activities]
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Expectancy at Old Ages ah sagepub.com
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Md. Ismail Tareque, MSc'+?, Sharifa Begum,
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Abstract

Objective: We examined gender differences in the prevalence of disability
and Disability-free Life Expectancy (DFLE) for Bangladeshi older adults.
Method: We used data representing 4,189 elderly subjects aged 60 years and
over from a nationally representative survey (Bangladesh’s Household Income
and Expenditure Survey-2010). The Sullivan method was used to compute
DFLE. Results: Eyesight disability is prevalent among 28.94 and 36.47 men
and women, respectively, and is the most prevalent type of disability in
Bangladesh. Women have each disability and at least one disability in significantly

®)SAGE

Published in 2013
Impact Factor (Current) 2.007

Journal Rank: 15/36 in Gerontology;
37/81 in Health Policy & Services

Figure: DFLE and DLE by age in Bangladesh in 2010

higher percentages than men. At all ages, and in both numbers and proportion,
women have longer life expectancy but shorter DFLE than men. Discussion:

)

Attention should be given to the elderly, with special care devoted to elderly
women. The findings of the current study have important implications for risk
of disability and the need for, and use of, long-term care services.
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Can an active aging index (AAI) provide insight into reducing elder ublishedin
abuse? A case study in Rajshahi District, Bangladesh Impact Factor (Current) 2.611

Md. Ismail Tareque **, Md. Munsur Ahmed ", Andrew D. Tiedt€, Nazrul Hoque ¢

ABSTRACT

We use data from respondents aged 60 years and above, collected during April 2009 in the Rajshahi
district of Bangladesh, to examine whether high activeness, as captured by an AAl or in sub-domains, can
help reduce the risk of elder abuse. The findings suggest that more than half of rural elderly and 14
percent of urban elderly were at some point abused. High activeness in health and security dimensions
lowers the risk of being abused while those who are low active in community participation have the
lowest risk of being abused in both rural and urban areas. Being literate (elderly with primary/secondary
education)is revealed to be a significant factor thatlowers the risk of abuse in both rural and urban areas.
These results imply a need for educational programs that bolster positive and proper community
interaction, in turn promoting a secure later life for elders, and reducing burden for families and society.
[High activeness in health and security dimensions should also be promoted to keep the elderly healthﬂ

and protect from abusive behavior.




Can an active aging index (AAI) provide insight into reducing elder
abuse? A case study in Rajshahi District, Bangladesh

Self-Assessed Health Status
Psychological Well-Being = | Health and Wellness

Disabilities \

Activities of Daily Living //,9 Health Index
Functional Limitation — | Physical Activities
Exercise Behavior
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Security Index
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Financial Security

Sufficiency of Income
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Fig. 1. Framework of AAL
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0
Sexual |
. | 2 0 B Rich
Md. Ismail Tareque', Towfiqua Mahfuza Islam?, = 16
Atsushi Koshio?, and Kazuo Kawahara? Exploitaiton 0, ., Middle
" 0.67
" 08 ® Poor
Physical 1.22
Abstract -_ 1?’906 m Total
This article examines the distribution of wealth and then tests associations 0
: ; L diepp Abandonment 1.22
between elder abuse and wealth in Rajshahi district of Bangladesh. Data from — .67
896 respondents (60 years old and over) were collected in April 2009. rl %‘24
Principal component analysis was used to construct a wealth index, and e = 5,35
TG —
logistic regressions were performed to test the associations between wealth — S 13
and elder abuse. Results reveal that about 62% of individuals from poor — 32
households face abuse of some kind, whereas only 6% of individuals from rich Neglect 17?6— 59.72
households do. The test of the relationship between elder abuse and wealth '56_' 32.59
also suggests that individuals from rich households were more likely not to ) 19.22
T . Any abuse e — , ) D D
be abused than individuals from poor households. Results of this study may —— 3, G :
be useful to policy makers developing policies and programs aimed at pre- ‘
venting elder abuse and reducing inequalities in elder abuse in Rajshahi dis- 0 5 10 15 20 25 30 35 40 45 50 55 60 65

trict as well as in the whole of Bangladesh.
Figure |. Types of elder abuse by wealth categories in Rajshahi District, Bangladesh.
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APPLICATION OF HEALTH EXPECTANCY Published in 2015
RESEARCH ON WORKING MALE Impact Factor (Current) 1.000
POPULATION IN BANGLADESH

Md. Ismail Tareque, Yasuhiko Saito and Kazuo Kawahara
Year 2004 BLEWWL OWLFLE Year 2007 BLEWWL OWLFLE

| . - | | \
905 1 932
13.58 14.05

o
o
o
o

Lower quality of life and more work-loss days for the workforce are barriers for economic
development in Bangladesh. Using nationally representative data—the Bangladesh Demographic
and Health Surveys for the 2004-2007 period, we examined the prevalence of diseases (asthma,

o
L=J
o
o

=
o
S
o

181 1869
diabetes, heart problems, high blood pressure, jaundice/hepatitis, malaria/fever, tuberculosis, and

other) that prevented ever-married male workers from doing their regular activities in Bangladesh,
and we examined changes in partial work-loss free life expectancy (WLFLE). The study found
improvements in the mean number of work-loss days as well as in WLFLE; male workers at age 30
in 2007 expected 212 days more WLFLE than male workers of the same age in 2004. Other ‘ ‘ , i ‘ , , . ‘
diseases prevented 17.8 per cent of male workers in 2004 and 9.1 per cent of male workers in 2007 ok o0 6 X A

from doing their normal work. Malaria/fever prevented 14.4 per cent and 11.5 per cent of male Aoy Age years)

workers in 2004 and 2007, respectively, from doing their normal work. In both years, of all the FIGURE 1

diseases, the other diseases category and malaria/fever were found to be the major causes pyfrences between WLFLE and LEWWL during 2004-2007"

preventing Bangladeshi male workers from doing their normal work. This study recommends\ Notes: WLFLE indicates work-loss free life expectancy; LEWWL indicates life expectancy with work-loss; “It shows partial WLFLE (the expected number of

taking action against malaria/fever so that people can continue working without health problems |life years without work-loss remaining to a man between his current age and a fixed teminal age of 54) and partial LEWWL (the expected number of lfe
years with work-loss remaining to a man between his current age and a fixed terminal age of 54).
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or illness, and it recommends identifying other diseases which cause work-loss days. It suggests
collecting data for both the males and females in a consistent manner by keeping the same
questions with the same wording, order, and age groups consistent over time.
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Md Ismail Tareque”, Yasuhiko Saito>** and Kazuo Kawahara® Albstract

Background: Life expectancy (LE) at birth has increased steadily in Bangladesh since its independence. When

people live longer, quality of life becomes a central issue. This study examines whether healthy life expectancy
(HLE) at ages 15, 25, 35, and 45 is keeping pace with LE at those ages between 1996 and 2002. It also seeks to
investigate the correlates of self-rated health (SRH) in 1996 and 2002.

Methods: We used data from the World Values Survey conducted in 1996 and 2002 among individuals 15 years
and older. The Sullivan method was used to compute HLE. Socio-demographic differences and their association
with different states of health were examined by chi-square and Pearson’s correlation tests. Multiple linear regression
models were fitted to examine the correlates of SRH.

Results: The results show that perceived health improved between 1996 and 2002. For males, statistically significant
increases in the expected number of years lived in good SRH were found. Proportionally, in 2002, both males and
females at ages 15, 25, 35 and 45 expected more life years in good health and fewer life years in fair and poor health
than did their counterparts in 1996. Comparatively, males expected fewer life years spent in good health but a much
larger proportion of expected life in good health than did females. Finally, in multivariate analyses, life satisfaction was
the only factor found to be significantly and positively associated with SRH for males and females in both years,
although in both years the association was much more pronounced for females than for males.

Conclusion: This study documented changes in HLE during 1996-2002. Women outlive men, but they have a lower
quality of life and are more likely to live a greater part of their remaining life in poor SRH. Life satisfaction as well as
other significant factors associated with SRH should be promoted, with special attention given to women, to improve
healthy life expectancy and the quality of life of the Bangladeshi people.
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ABSTRACT

Ageing is going to be a major problem in Bangladesh given its population size, scarce
resources, existing poverty, insufficient health facilities and lack of a social security
system. This paper examines how many years older people expect to be in good

health, and what are the correlates of self-rated health (SRH). The data used in this | Life expectancy | . > Healthy life expectancy

study come from 896 older people aged 60 years and above from Rajshahi district in
Bangladesh and from United Nations’ projected population figures. Results show
that individuals at age 60 expected about 41 per cent of their remaining life to be in
good health, while individuals at age 8o expected only 21 per cent of their remaining
life to be in good health. Having exercised during the six months prior to the survey
was the single mostimportant correlate of SRH (odds ratio=r5.49; confidence interval
(4.08-7.47; without any adjustment). While rural-urban differentials and some) Factors affecting SRH
health decline in old age are inevitable, four factors (exercise behaviour, sufficiency

SRH

Figure 1. Indirect correlates of healthy life expectancy.

of income, physical limitations and facing abusive behaviour) are to a certain extent Note: SRH: selfrated healdh.
modifiable and therefore provide the potential for improving SRH and healthy life
\expectancy in Rajshahi district, Bangladesh. Y,
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. . . . . Background
U rba n = I’U ra I d |ffe re n Ce S | n d | Sa b | | |ty‘fre e I |fe Research on health expectancy has been camried out in Bangladesh but none of it has exam-
. B | d h . h 2 O ,I O ined the differences in Disability-Free Life Expectancy (DFLE) between urban and rural set-
expeCta n Cy I n a ng a eS U SI ng t e ting in context of rapid urbanization of Bangladesh in past decades.
Objectives
Md. Shariful Islam’®, Md. Ismail Tareque'®*, Md. Nazrul Islam Mondal’, Ahbab The present study aims to estimate DFLE for people of all ages living in urban and rural
2 - 3 . 4
Mohammad Fazle Rabbi®, Hafiz T. A. Khan”, Sharifa Begum areas in Bangladesh, and to examine the differences in DFLE between these two areas.
1 Department of Population Science and Human Resource Development, University of Rajshahi, Rajshahi,
Bangladesh, 2 Department of Statistical Sciences, University of Padua, Padua, Italy, 3 Graduate School,
The University of West London, St Mary’'s Road, Ealing, London, United Kingdom, 4 Population Studies Methods
Division, Bangladesh Institute of Development Studies (BIDS), Dhaka, Bangladesh Data from the Sample Vital Registration System 2010 and the Bangladesh Household
. . Income and Expenditure Survey (HIES) 2010 were used in this study. The Sullivan method
« These authors contributed equally to this work. \ . .
% was applied to estimate DFLE in Bangladesh.
tareque pshd @ yahoo.com
Check for
updates

| H
| [

Results

IJ

B E '.-I B " Higher rates of mortality and disability were observed in rural areas compared to urban
L L
| § | P areas with few exceptions. Statistically significant differences in DFLE were revealed from

b | 2 "+ .u. 1111 I '

EO 05

h I I I birth to age 15 years for both sexes between urban and rural areas. Urban males had a lon-

0 ger life expectancy (LE), longer DFLE and shorter LE with disability both in number and pro-

. portion when compared to rural males. Rural females at age 20+ years had a longer LE than,
urban females but urban females had a longer DFLE and a shorter LE with disability in both

Bl ooy number and proportion at all ages than did rural females.
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Fig 1. Urban-rural differences in DFLE and LE with disability for Bangladeshi male in 2010. I I I I I I
Conclusion B s e oo
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. Dibabdity-braa i i paties oy 2e durd hemia

This study demonstrates that there were clear inequalities in LE, DFLE and LE with disability
between rural and urban areas of Bangladesh along with age-specific differences as well.

These findings may serve as useful and benchmark for intervention and policy implications T e e

for reducing the gap in health outcomes. Fig 2. Urban-rural differences in DFLE and LE with disability for Bangladeshi female in 2010.
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Table 4 Factors affecting functional disability among older adults in Bangladesh (N = 4176)
. . . . o @CmssMark __ COR Palue [ UL OR prale L UL
Gender differences in functional disability T L e . .
70-74 159 000 167 237 193 000 161 232
and self-care among seniors in Bangladesh o Somos D2 s
Sex (reference: male)
Female 129 000 115 145 124 oo 105 145
Md. Ismail Tareque' ®, Andrew D. Tiedt?, Towfiqua Mahfuza Islam?, Sharifa Begum® and Yasuhiko Saito>® B e e e

Education (reference: literate)
Iliterate 123 000 107 142 095 051 081 m

Suffering from at least one chronic
condition (reference: no)

Abstract SO
Background: Disability among older adults is a public health concern. To date there are no in-depth and comprehensive . e s oo
analyses on older adults' disabilities in Bangladesh. This study investigated gender differences in the prevalence of disability o+ m o w o om w www
and the socio-demographic factors associated with disability among older adults in Bangladesh. e o ow e m e W W
Methods: This research used a sample of 4176 elderly males and females aged 60 years and over from a nationally S EEEE R T T,
representative data set- Bangladesh’s 2010 Household Income and Expenditure Survey. The study used both household =~ ==
level and individual level data and applied a wealth index, which was constructed based on household assets using == o @ = m w wow o
principal component analysis. The Washington Group's short set of questions on disability were used to measure :,:’ % 48 =~=
disability. Chi-square tests and ordinal logistic regression models were fit. o e
Results: Forty-two percent of older had some form of functional disability, including 5% of elderly with severe/extreme dm'f::«i I:he L
functional disability. Seven percent of older adults had a self-care disability, including 3% of elderly with a severe/extreme P R B
form of self-care disability. Elderly females suffered from all the studied disabilities, including functional and self-care D -
disabilities in higher percentages, and had higher odds ratios of having both functional disability and self-care disability | ws " w  w o = w0 e e
compared to elderly males. The study also identified some significant factors affecting functional disability and self-care 7mfmw m
disability, namely age, having a chronic condition, wealth status and place of residence, including divisional differences. R L
Conclusions: Programs aimed at reducing functional disability among seniors, particularly elderly females, should be . e ee e e e e e
granted the highest priority in Bangladesh. ng’ @ m o m o om o aw

Abbreviations: COR Crude odds ratio, OF Odds ratio, LL Lower limit, UL Upper limit
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Gender differences in hypertension- Impact Factor (Current) Not available yet
free life expectancy in Bangladesh

Md. Ismail Tarequel*, Yasuhiko Saito™’

Abstract: In Bangladesh, although some research on health expectancy exists, life = .
expectancies with and without hypertension (HTN) have never been computed. We g | eor dli:Men Year 2011; Women
. ) : i ) a0
examined gender differences in the prevalence of hypertension and Hypertension-Free 7 I .
Life Expectancy (HFLE) in Bangladesh. We used data from a nationally representative 0 "
survey of 7 864 people aged 35 and older. We classified an individual as having HTN % & T e
. . i =
if s/he had blood pressure levels =140 mmHg systolic blood pressure or =90 mmHg £ 8 o
diastolic blood pressure. or s’he was at the time on antihypertensive medication. The E 5 E e
Sullivan method was employed to compute HFLE. We found that women have HTN in - 2 o
significantly higher percentages (32% of women vs. 19% of men). and the prevalence 15  LEWUHTN - B LEWUHTN
- - C e - . B LEWCHTN B LEWCHTN
of HTN increases as age increases for both men and women. Among individuals with an & LEwAofHTNnaTreat a0 # LEwAofHTNnoTreat
HTN. individuals unaware of HTN make up the largest group. followed by those 15 ® LEwllofHTN 35 .ILIEFWEJDFHTN
: _ HFLE m HFL
with uncontrolled HTN, controlled HTN, and those who are aware of HTN but not 1n 0 : 0 |
(‘treatment. Compared with men, women could expect shorter HFLE at all ages. in terms) B4 &5 50 55 60 65 70 I/ 40 45 50 55 60 65 70
of both number and proportion of yvears. To increase HFLE as well as quality of hife Age (years) Age (years)

and to prevent and control HTN in general and unawareness of HTN and uncontrolled

HTN i particular, special care and attention should be given to women and older | Figure]. HFLE and LE with different types of hypertension by age and sex in Bangladesh in 2011

\adults. The findings shed important light on the role of HTN m lowenng the quality of/ Notes: HFLE: Hypertension-free life expectancy; LEwUofHTN = LE with unawareness of hypertension; LEwAofHTNnoTreat = LE with awareness
life in Baneladesh of hypertension buf no treatment; LEwCHTN = LE with confrolled hypertension; LEwUHTN = LE with uncontrolled hypertension.
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Correlates of healthy life expectancy in
low- and lower-middle-income countries

Md Shariful Islam', Md Nazrul Islam Mondal'”, Md Ismail Tarequem, Md Aminur Rahman', Md Nazrul HoqueB,
Md Munsur Ahmed* and Hafiz T. A. Khan®

Abstract

Background: Healthy life expectancy (HALE) at birth is an important indicator of health status and quality of life of » 3

a country’s population. However, little is known about the determinants of HALE as yet globally or even country-

spedific level. Thus, we examined the factors that are associated with HALE at birth in low- and lower-middle- :

income countries. i

Methods: In accordance with the World Bank (WB) classification seventy-nine low- and lower-middle-income =:;'.L__4:f9

countries were selected for the study. Data on HALE, demographic, socioeconomic, social structural, health, and o !

environmental factors from several reliable sources, such as the World Health Organization, the United Nations —j i

Development Program, Population Reference Bureau, WB, Heritage Foundation, Transparency International, AR S

Freedom House, and International Center for Prison Studies were obtained as selected countries. Descriptive o s bl b ot e Vel e

statistics, correlation analysis, and regression analysis were performed to reach the research objectives.

Results: The lowest and highest HALE were observed in Sierra Leone (44.40 years) and in 5ri Lanka (67.00 years), ——————

respectively. The mean years of schooling, total fertility rate (TFR), physician density, gross national income per E‘:]F’,fn".:"

capita, health expenditure, economic freedom, carbon dioxide emission rate, freedom of the press, corruption E??ﬁ l;ydmd“': E«;fmri{hn, > o
perceptions index, prison population rate, and achieving a level of health-related millennium development goals MboA2 | | Corapin perepins nex il o bt DG e
(MDGs) were revealed as the correlates of HALE. Among all the correlates, the mean years of schooling, TFR, cer Craan popiaion % 1)

freedom of the press, and achieving a level of health-related MDGs were found to be the most influential factors uoGTCr [

Conclusion: To increase the HALE in low- and lower-middle-income countries, we suggest that TFR is to be | _

reduced as well as to increase the mean years of schooling, freedom of the press, and the achievement of a level . . . .
of health-related MDGes. / ° g Fig. 3 Correlates of healthy life expectancy at birth



Life expectancy and healthy life expectancy in the UK

https://www.gov.uk/government/publications/health-profile-for-england/chapter-1-life-expectancy-and-healthy-life-expectancy

Home > Health profile for England: 2017

NJAB

NATIONAL YOUNG ACADEMY OF

BANGLADESH

Public Health

England

For males, years in good health and poor Life expectancy for males and females has For both sexes years in poor health from
health have increased been rising over recent decades age 65 has increased
Years of life Years of life
90 8I.eisfeiexpectancy in years fomnsle life A 12 1.4yeafs
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Period
For females, years in good health and poor Main messages
health have increased . The healthy life expectancy (the number of years lived in self-assessed good health) (2013 to 2015) show that
s dHTe it is now 63.4 for males and 64.1 for females.
90
- e ol = Since 2000 to 2002, life expectancy has increased by more years than healthy life expectancy and therefore
18.1 years in iy the number of years lived in poor health has also increased slightly; in 2013 to 2015 it was 16.1 years for
70 poor health P . . . -
s e males and 19.0 years for females. However, the proportion of life spent in poor health has remained stable and
Gk sty these data do not take into account trends in the types and severity of diseases over time.
50
AN Fro S = Although females still live longer than males, the gap between the sexes has decreased over time and is now
s0 | | ingood In good 3.6 years. However, the majority of these extra years of life among females were spent in poor health; females
- lived 3.6 years longer than males in 2013 to 2015, but only had 0.7 years longer in good health.
° = Since 2000 to 2002, life expectancy, years spent in good health and the years spent in poor health from age 65

N e s s s e e o have also increased. The proportion of life spent in poor health has also increased slightly.
Period
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Current and
Upcoming
Challenges

1.

Maternal
mortality

Child mortality
Malnutrition
Emerging and
changing
patterns of
threats such as
arsenic related
diseases,

HIV, Avian Flu,
Dengue,
childhood
disabilities,
mental health
problems, road-
railway-river
accidents and
violence
Climate change
Human
resources for
health
Centralized
management
system
Rohingya crisis
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Under Provision of basic necessities in the Constitution of the People’s Republic NYAB
of Bangladesh
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15. It shall be a fundamental responsibility of the State to attain, through planned economic growth, a constant increase of
productive forces and a steady improvement in the material and cultural standard of living of the people, with a view to securing to its
citizens —

(a) the provision of the basic necessities of life, including food, clothing, shelter, education and medical care;

(b) the right to work, that is the right to guaranteed employment at a reasonable wage having regard to the quantity and quality of
work;

(c) the right to reasonable rest, recreation and leisure; and

(d) the right to social security, that is to say, to public assistance in cases of undeserved want arising from
unemployment, illness or disablement, or suffered by widows or orphans or in old age, or in other such cases.

“Old Age Allowance Programme” (Boyoshko Bhata Karmashuchi) in Fifth Five Year Plan (1997-2002)
Eligibility/ Features can be found at http://www.dss.gov.bd/site/page/7314930b-3f4b-4f90-9605-886c36{f423a/0Old-Age-Allowance

Means-tested programme; those have annual income below BDT 10,000 in 2019-20

Provides monthly allowance to poor elderly (from BDT 100 in 1997-98 to BDT 500 in 2019-20; US$ 1 = BDT 83)

Benefit has no condition attached to it

Has countrywide coverage; Accomplished substantial expansion since introduction

Still many eligible older adults uncovered; Beneficiaries increased from 403,110 in 1997-98 to 4,400,000 in 2019-20

» Financed from the country’s national budget (from BDT 12.5 Crore [125 million] in 1997-98 to BDT 2640 Crore [26.4 billion] in 2019-20)


http://www.dss.gov.bd/site/page/7314930b-3f4b-4f90-9605-886c36ff423a/Old-Age-Allowance

@ Role of NGOs working in the field of ageing
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older person, irrespective of cast and creed in close collaboration with Government of Bangladesh and
. other national and international organizations. The great Philanthropist and Professor Dr. A K M Abdul
Wahed founded this in 1960. Its mandate is not only to provide housing facility for older person of all segments
of society but also to train doctors, surgeons and paramedics to serve the country. Today, it has a team of over
900 people with 120 full time doctors to serve in excess of 900,000 old patients annually through our own
hospital network. See http://www.baaigm.org.bd/

Vision: Promote dignified and right based welfare of older person so that they may remain physically
healthy, mentally alert, cheerful, and free from worries and anxieties and continue to contribute to
the welfare of the society and country by their mature intellect and experience.

Old home: In Dhaka city a 50 bedded old home at BAAIGM has been constructed. In old home there are
provisions of food, accommodation, prayer room, library, newspapetr, television, WiFi facility, indoor game,
cultural function, medical, social and different recreational facilities. Those who are after 55 years old and
able to live alone can be admitted into old home.

Research & Publication: A survey on health and socio-economic problems of the elderly in Bangladesh was
carried out in 1988 and Elderly people and their life style in selected districts in 2005. BAAIGM is publishing
The Bangladesh Journal of Geriatrics, a bilingual journal on ageing issues since 1960 regularly and another one
Probin Barta (News Letter on Ageing) periodically.


http://www.baaigm.org.bd/
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Abstract

Background While older adults with pre-obesity and Class I obesity have similar or lower mortality risk versus those with
normal weight, a heavier body mass index (BMI) may not translate into more healthy life years. Utilizing longitudinal data
on 3452 older (260 years) Singaporeans, we assessed the association between BMI and years of remaining life overall with
and without limitation in physical function and in activities of daily living (ADLs).

Methods Difficulty in any of nine tasks involving upper or lower extremities was considered as limitation in physical
function, and health-related difficulty in any basic ADL or instrumental ADL as limitation in ADLs. We utilized multistate
life tables, including BMI as a time-varying covariate.

Results At age 60, life expectancy (LE) was similar for those with normal weight, pre-obesity and obesity. However, those
with obesity, versus normal weight, had 6.3 [95% confidence interval: 3.4-9.2] more years with limitation in physical
function and 4.9 [3.4-6.5] less years without limitation in physical function. Those with pre-obesity, versus normal weight,
also had 3.7 [1.9-5.3] more years with limitation in physical function. The same pattern across BMI categories was observed
for years of life with and without limitation in ADLs. In stratified analyses, similar associations of BMI with years of life
with and without limitation in physical function and in ADLs were observed across gender, ethnicity, and educational status.
Conclusions The increasing global prevalence of obesity may result in an increase in years of life with limitation in physical
function and in ADLs at older ages. Older adults, their families and healthcare systems should be cognizant of this issue.

nature
research

Published in 2019
Impact Factor (Current) 4.514

Journal Rank: 12/86 Nutrition & Dietetics;
29/145 Endocrinology & Metabolism

Media attention in Singapore
https://www.futurity.org/adults-with-

obesity-lifespan-2058192/

Press release

https://www.duke-
nus.edu.sg/allnews/detail/index/older
-adults-with-obesity-may-have-fewer-
years-of-healthy-life

TV interview by Rahul Malhotra
Channel News Asia
https://www.channelnewsasia.com/n
ews/video-on-demand/singapore-
tonight (from 38:40 in the video
clipping in the link)
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The Impact of Self-Reported Vision and Hearing Impairment on

Health Expectancy

Md. Ismail Tareque, PhD,*
and Rabul Malhotra. MBBS. MD. MPH'#

OBJECTIVES: Vision and hearing impairment may impact
both life expectancy (LE) and health expectancy, that is, dura-
tion of life with and without health problems, among older
adults. We examined the impact of self-reported vision and
hearing impairment on years of life with and without limitation
in physical function and in activities of daily living (ADLs).
DESIGN: Life table analysis, using a nationally representa-
tive longitudinal survey of community-dwelling older adults
aged 60 years or older, Panel on Health and Ageing of Sin-
gaporean Elderly.

SETTING: Singapore.

PARTICIPANTS: Survey participants (n = 3452) who were
interviewed in 2009 and followed up in 2011-2012 and 2015.
MEASUREMENTS: Participants reporting difficulty with any
of nine tasks involving upper or lower extremities were consid-
ered to have a limitation in physical function. Those reporting
health-related difficulty with any of six basic ADLs or seven
instrumental ADLs were considered to have a limitation in
ADLs. We used the multistate life table method with a micro-
simulation approach to estimate health expectancy, considering
self-reported sensory impairment status as time varying,.
SULTS: Either or both impairments, vs neither, were
associated with less years without limitation in physical
function and in ADLs and more years with limitation in
physical function and in ADLs, with the greatest impact on
health expectancy among those with both impairments,
who also had the lowest LE. For example, at age 60, thos
with both impairments, vs neither, could expect not only

Angelique Chan, PhD,’™* Yasubiko Saito, PhD,® Stefan Ma, PhD,"

shorter LE (4.2 [95% confidence interval [CI] = 1.9-5.7] less
years; 20.7 [95% CI = 18.9-22.5] vs 249 [95%
CI = 23.8-26.0]) but also more years of life with limitations
in physical function (3.3 [95% CI = .9-5.8] more years;
12.8 [95% CI = 10.7-14.8] [about 61.7% of LE] vs 9.5
[95% CI = 8.4-10.5] [about 38.0% of LE]).

CONCLUSION: Timely and appropriate management of
vision and hearing impairment, especially when coexisting,
among older adults has the potential to reduce the years of

life they live with limitation in physical function and
in ADLs. ] Am Geriatr Soc 00:1-9, 2019.

Key words: health expectancy; sensory impairment;
older adults; Asia
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Figure: Proportion of older adults in some selected countries over time
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Figure: Number of older adults in some selected countries over time
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Bangladesh 7.2 Afghanistan 1.35M Table: P(i)pulation in Bangladesh from 2015-50
Pakistan 6.6 Singapore 989 K Total population 60+ (Number; in million) 60+ (%
Afghanistan 4.0 Costa Rica 613 K In 2015
156 257 000 11.2 7.2
| In 2050
192 568 000 42.1 21.9
% change in absolute number of 60+ between 2015 to 2050
| 276%
Source: United Nations, Department of Economic and Social Affairs, Population
Division (20 19).5 World Population Prospects 20189, https://population.un.org/wpp/
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Everyone desires for a long healthy life. Ageing need
: i not cause worry and gloom. If we plan ahead, ageing
'i* .; can be a positive experience for all.

y  Afghanistan
Singapore
* Costa Rica

1975 1980 1985 1990 1995 2000 2005 2010 2015 Time


https://population.un.org/wpp/

Necessity

Health expectancy research and research on older
adults’ issues using longitudinal data is necessary for
Bangladesh to compute/understand the healthy/disability-
free/disease-free/dementia-free and/ or cognition-free life
expectancy (versus unhealthy/disabled/LE with disease/LE
with dementia and/ or LE with cognitive impairment), and
health and other statuses of the older adults

Prevention

Reliable longitudinal study/data on

ageing can be invaluably used for WD by
predicting future needs, identifying trends %’J’:F'T' ~
. . . . ol
and inequalities in health, and planning ,};' wbeyt
o

health, disability and social services, long
term care, pensions, etc. for older adults

Ageing research center )

with knowledgeable and/ _ f@]

or devoted researchers
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