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OBJECTIVE Bhe

The World Health Organization's Mediuw-Term Programme for 1984-1989% makes provision for
support to naticnsl health development policies related to aging. This support includes asgisting
in the compilation of national demographic and health profiles of the alderly in 50% of Member
States by 1987 and in 75% of Member States by 198%. The World Health Organization therefore
convened this small-advisory Group meeting (for the list of participants see Anpex-l) to revise a
prototype of the profile drswn up by the consultant, Dr K. Manton, btefore embarking on the
establishment of profiles for other countries. -Elements of 2 demographic and health profile were
propesed by the Group, im the light of data collected from Hungary.

The Advisory Group members, &nd the institutions they represented, were invited to participate
in the further development of ‘the-profiles.- - ' - Co R '

ELEMENTS OF THE PROFILE

S IR S

in the elements that follow, the United Nations definition’ of am elderly persom as being 60 or
aver is used. Values are gvailable, in-time series, fer many of?thé-clements from a variety of

inzernational data bases and published scurces, ineluding:

World Health Organization (including WHO-supported surveys of elderly persons)
UN Population Pivision © S

United Nations Nationsl Household Survey Capability Programme

Internaticonal Labour Office : ‘ ‘ Co ‘ ‘
United Nations Educatiomal, Scientific and Cultural Organization
Internaticnel 3ocial Security Association - Fao :
United States Department of Health and Human Services
United States Health Care Financing Ageney: o e S ' ‘
United States Agency for International Development, Family Health and Demographic Surveys
Committee for International Cooperation in National Research, Demography, Data Base on Aging.

PR

1.

To the extent possible, the elements will be filled in the profile before being sent to the
Member States., This will reduce the burden to each Member State. The countries would then be
asked to review the profile, make corrections; aud f£ill in missing values from national censuses,
death tegistration, morbidity registers, surveys, health services utilizatien records and consumer
research, varigus projections and estimates and on the basis of published reports, Care should be
tzken to make sure that population and service projections and estimates that were filled in from
internationel sources are consistent with the countries' own estimates, Thus, no appreach will be
made to countries to provide information until the information from available international sources
has been fully exploited,. oo

DEMOGRAFHIC ELEMENTS
These elements are designed to generate a graphic presentation of the dynamics of population
change, by decade, for 1960-2000.. Four sub-alements were proposed, namely: ‘ N

Population composition

Family structure

Economic and secial characteristiecs
Mortality, worbidity and disability measures

1. Popularion composition

This section of the profile gives a picture showing the age and composition of the natienal
population. The change in population, both recent trends and future projections, will be presented.

Fopulation pyramids, with 5-year age intervals, for select time points {preferably
census-based) 1960-2000, by sex plus derivative measures, namely; number and proportion of
those aged 60 and over (and 80 and over); population sex ratios by S5+year age group;
mean/median age, by sex, as well as for the total population.
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o

Family atructure - o N

This section of the profile gives a picture of the network of mutual intergenerarional support.

Lol

{a) Marital status of those 60 and over, by sex; marital status of the 80+ population,

{b) Ratio of population 60-64 to that aged 40-44.
(¢) Ratio of population 80 and over to that aged 66-64,
(d} Household arrangement;:

proportion of alderly in househalds;
in families
as primary individuals (i.e. alome)
~ with noo-relatives : : ok
P L B - . . i . :
proportion of elderly in group quarters (including institutions)
Househoald type: L A

one-generation
two-generation
three-genaration

moré than three generstions

3. Economic and social charactaristics

These e¢lements of the profile depict the support availabla to the elderly from society, the
dynamics of changing urbanization and educational lavels.

Gt d et b Aw

(a) Labour force participation, by 3 year age group;

from age 50 and above, by sex - - 77 oo
percentage of labour force in agriculture, total quk force and theose age 60 and over

.' .

Dependency ratios: '

total dependency (60+ and 0-14)
old age dependency (60 and over)
ehild dependency (0-14 years)

Pensign entitlement;

coverage {as percentage of elderly population)

level (a2 percentage of minimum wage) C S R
‘ ‘ Coe A e

Geographicsal distribution of -elderly population’by urban/rural status

T T

Educatienal level:

literaey (i.,e. global health for all, indicator number 12) Y

years of completed achooling of head of household by 3-year age group

4. Mortrality, morbidity and disabilicy : b o

These elements gemerate a picture of the pattern of survival in'tarms of yeard of life lived,
plus potential gains in years of life and expectation of iife free of morbidity and disability
based on concepts and models presemted in' WHO Tethnicdl Report Series'Nol“706. o

e Zop o b trya O,

4 T TR

Seleer life table parameters for total PQPﬁlﬂtiQ?“andlby‘Eéx (kld: for selected dates
1960~1980), LE A A A

1 %e15, “eg0).

R

(a) Life expectancy (%,) at specific ages (e.g. %ep
i L S Sk e e

(b} Median age at death (i.e. the age to which 50%, ot 10%ZY of thé population can expect
survive (M),
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(b) Age specific survival probabilities (e.g. the probability of surviving te age 13 (lys),
80 (lgp), and 80 (lgpl. L L

{e) Graphieal presenﬁatién 6f chéngéé with time in Pey, ly, and My.

4,1 Mortality indices

Morcality data are largely drawn from death registrationi Therefore, measures of the quality
of death registration data will be insluded in additign te the basie data,

Mortality rates by sex for age groups 60-69; 70-79; and 80 and over;, total mortslity and by
10 leading causes (if available). .

Distribution of deaths by age.

Proportien of elder deaths due to cancer (ICD 9 codes 140 203), cerebruvascular diseases
(ICD-9 codes 430-6¢38), and cardiovascular diseasas (ICD-9 codes 390-429, 440- 459,

Proportion of deatha where medical adpefvisiéﬁ:ﬁas available within 24 hours of death - total
population and for those aged 60 and over.

Proportion of deaths from ill-defined causes (ICD-9 codes 780-799) among population aged 60
and over,

A comparisen of age specific mortality rates (a) within country over time, and (b) between the
country and the most advanced (i.e. highest life expectancy) country in the regien.

Correspouding cause-specific life-table values, for the five most frequent causes of death in
elderly people. A T ‘ SRR '
Lo Ch I I R . R
These summary statistics show the user of the profile the following features in the changing
pattern of mortality: e

. A Co *

{z) the coantribution of specifie conditions to gain or less in life expectancy;

(b} whether or not the age-assault pattern for a particulsr condition is increasing or
decreasing, and

(¢} whether a particular disease is becoming more or less significant as a2 cause of death:

«®xA (gain in life expectancy at age x if & selected cause of death (Aj:were to be
eliminated. ' '

e®x4 (mean age of dearh from a specified cause)

lea/lx (ratio of the number of deaths in the life table gxpectqd from a condition

after age x, to the number surviving to that age), i,e. a measure of the probability of
dying from specific causes givem suxvival to age.x..

changes in these parameters over time-illustrationm.

4.2 Morbidity indicas

- Fa,o . Tu i Lo : I ' T o, .
These will be statéd in terms of rates, The source will be mostly from population registers,
available in only certain countries®, Age-specific rates will be given 6Q-69, 70-79%, 80 and over,

(a) Age-sPBcific‘morbidity; e o

0

ischaemic heart dlaease (ICD 9 CGdEﬂ 410-419)
cerebrovascular diseases (ICD-9 codes 430-438)
malignant neoplagms (ICD-9 .codes.140-209) .. = - S .
mental heslth (ICD-9 codes 290-319).

RN Lo 4

—_— =
The rates generated Erom grouplngs of countrxes could be used as synthetlc data for
similar countries phat. hgve ne morbidity-data.;. . o - . - .

Far L ome L - L
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(b) Hospital discharge morbidity rates: age-apecific rates for 10 leading morbid conditions &
in age groups specified abave.

{c) Outpatient morbidity statistics: age-specific rates for 10 leading morbid conditions,

(d) Nutritiomal status: the source of these elements will be primarily from surveys and wiil
be provided, if available, by 5-year and l0-year age groups from age 60. Nutritional measures
(if availabla) are rastricted to handicap arising from impaired nutrition. DPer capita
measures taken from national foed-balance sheets glve an gpproximaction of the nutritional
status of the eountry;

per capita calory supply (total population)
per capita total fat consumption (total population)
per capita animel protein consumption {total population),

4,3 Healtch urilization:

These data would be employed in fixed ratio projections to estimated increase in services
needed to meet population changes (rates will be specified for same age groupings as in 4.2):

hospital discharge rates per 1,000 by age and diagnostie category,

duration of stay (average hospltal days) in general (short atay} hospitals by age group.
number of dental visits per person per year.

number of physician visits per person per year, ‘

persons aged 60 and over, as a per cent of total adm1salons :o mental health service.
special interventions: :

cataract surgery )
hip surgery )
proatatic surgery “Jrate per 1000 population aged 60 and over
end atage renal diplysis 3 C :
pacemakars co B |
hernia operations . )
Accessibility of health servicesa: per cent of population living within oue hour's walk to -

health facility.

4.4 Health and social resources

These elements give a picture of current health and social service resources in a form suited
to fixed ratio projection;

number of mencal health beds per 1000 population aged B0Q and over

number of long-term care beda per 1000 populatien aged 60 and over, and 80 and over
number of day care places per 1000 population aged 60 and over

tumber of home help personnel per 1000 population aged 60 and over

pumber of home nursing personnel per 1000 population aged 60 and over

number of sheltered housing places per 1000 population aged 60 and over

number of physiotherapists par 1000 population aged 60 and over

number of chirepodists per 1000 population aged 60 and over

4.5 Physical and mental health status (from health interview surveys or WHO-supported surveys of
elderly)

The 12 elements, available for ac least the 28 countries participating in WHO-supported
surveys, provide a dynamic picture of the physical and mental handicaps arising from health
impairment as elders transzt through each 5~year age group.

Prevalence of each of the following S-ye&r age group and by gsex for those aged 60 and over:

tie restriction in activities of daily living ‘

hearing handicap (unable t¢ hear when a person 12 speaking at normal volume)

visual handicap

masticarion handicap (difficulty in chewlug food)

abllxty to walk at least 400 metres T .o .
urinary incontinence (werting omeself, day or nlght)
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- prevalence of sleep disorders,
worried/tense
disinterested
distressed

tired
forgetrful

4.6 Integration

Charactarization af health changes at advanced ages involves examining the age variation of
the linkage of morbidity, disability and mortality as described in WHO Technical Report Series
No. 706. With the above dara, we will show how these . factors interrelate:

plats of survival curves for morbidicy, &isability-andJmﬁrtality;.::
tables of age and sex specific 1ife expectancy by health state;
changes in life expectancy 1960-1980 decomposed by quality of life measures.

4.7 Health care costs

. " ‘ . .
These elements prov;de a dlaaggregated health cost proflla {by health 1n3uran¢e, drugs and
hospital casts} and an aggregated health cost profxle- .
per capita health insurance Expenditure by age, gex and major dlagnostlc ZIoup

expenditure on prescribed drugs for those aged 60 and over
expenditure on over—the-counter drugs for those apged 60 and over

average bed costs per day in general (short-stay) hospitals
health cost profile, by age

The health cost profile (¢j) at age (i) is measured as the amount paid by the social
security system, and is obtained by adding the average cost by age for esach of the main medical
services (j), dentiar, doetor, auxiliary, examination, chemist, hospital, treatments at spas, plus
the administrative costs. 1t can be summarized by the folluwxng formula:

[ z S o ~
s PR T : '
o= iig

. N 1 -
11=73"1 l:* - QJ
N (l..m,
i ittiti
where jhi is the average rate of responsibility for health expenditﬁfe {j) ar age (i)
& is the average value of (j) for the entira popﬁlation
J o [ .
jQ is the total social expenditure for (j)
L. . . : .
]°1 iz the average consumption by volume of (j) at age (i)
jl is the average consumption by volume of (j) for the total pepulation
B; is the lati d (i)
i population aged (i

&.8 Quality of care

These elements, from routine hospital stat13t1c3 and CONGUDET research, allow the health
administrator to track the quality of care. + . - T P .
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{a) Percentage of admissions to acute hospitals due to adverse drug reactions, in those aged
60 and over.

{b) Percentage aged 60 and uver_gx?réééinglsétiﬁf%ﬁ;idﬁ withi

B

primary health care
referral level health care

Certain eoncepts need careful definition.

Health habits

Present health Habits ‘indicate future heal;h problems as alders transzt thrOugh the highert
and allow menitoring of health education intervention.

(a) Percentage of those aged 60 and over;

hon—sﬁbker
ex~smoker
smoker (14 cigarettes/day or less)
smoker (15 cigerettes/day or more)’

(b} Percentage drinking too much (based od self-repotting).

(c) Percentage of those aged 60 and over taling reguldr exeiéise.

Projections and estimates L . Lo

Health service needs estimates and derailed population projections.

PROFILE FORMAT

Thé profile should be in a formar that:

gives teady access to a campxehenalve range of Lnformatlan

displays rhe data in a desired graphical form and :

allows the user to understand the implications for health plannlng “gnd’ management .

Powerful mlcrocomputer software tools exist whxch fulﬁll the aﬁpve crlterla (World Health
Organizarion, 19853) and which, 1n addition, are easy tn uae.’ Three ﬂ;amplea were demonstrated.

a programme called LOTUS 1-2-3, which is the WHO ﬁﬁandardﬁeleg?;an}cigpreadsheetrprngramme;
FILEVISIO&, an easy-to-access data base linked to.mapgvor E}mboliq:digﬁlhys; and

'a Computer-Assiated Planning (CAP) aaftware package deveiaped for WHO Member States by Jeohns
Hopkins School of Hygiene and Public Health. This incofpératés normative comparisen within a
group of countries, L e .

the first- and last-mentioned dperate on the standatd WHO operatlng system ME=DOS. ALl three
can, or spon will be able to, operate on the Apple MACINTOSH mzcrocamputer. Only the CAF programme
is in the publiec domaim. LOTUS 1-2-3 (JAZZ on the MACINTOSH), and FILEVISION mugt be purchased
separately for each,machine. For a firsg-time mi;rogompu%erhgser, F;LEVISIQN ig the easieat to use.

At this stage in the development of the profile;'ié“iaﬁdehifhbie to develop illustrative '
displays with data available from 2 small heterogenous group of countries, since meny cells in the
praofile of developing countries will have missing values. The final choice of format would aveid
the problem of having a minimal and optimal data set and would also, perhaps, permlt the generation
of "synthetic" data for plenning and management purposes, where key values are missing.
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PURPQSE OF PROFILE

WHQ's commitment to complllng demographxc and health p:nflles is described under the rubric of
“"Wational Health Development" 'in thé Drganzzatlun & pragramme ¢h Health of the Elderly for
1984=-1989, This makes its function clear, in that it is a tool to assist in the managerial process
for national health development.® This is te say that it is designed for the plenner,
epidemiologist or health manager, te allew him or har to ldentlfy the heslth and social status of
the elderly within a given society and to antlcxpate changes E3 -1 status or socilal suppert and
tervice needs.

By adhering to a standard format, and by indexing on such variables as geographiecal status,
socioeconomic group, crose-national and within-national compar130n5 are feasible. This directs
atrention to minimizing inequalities, which is tife | cehtral Lded of "Heélth for All"

1 1}

The considered attention given te the format in the above paragraph is to enable the "new
aging countries to foresee the scope and magnitudd gf future health problems. The profile
therefore should be designed as a tool of communication, which simplifies the comprehEﬂBlbn of

demographic, statistical and epidemiological data.
The elements above are therefore constructed aacoriingﬂto'a iogic, namely:
basic health monitoring sratiseiecs, which give particular attention to trends;
T weelwT o Ui P ) ' .

population proJectlnns and "static component" or fixed-ratio values that allow the planner to
anticipate the impact of populatiodm’ chinges “onhealth services; amnd

statistics for the betrer design of health and social services. -

P . T P Pl n

EXPLOITATTION OF EXISTING INTERNATIONAL DATA SOURCES

As mentioned above, basic health monitoring statistics and population projections are
available from a number of international data banks and values for gany elements of the profile for
each country would be entered centrally. For examplé, the World Health Organizaton has a mertality
data bank containing age—, sex— aund, cause*$pe¢1flc mortaliey, survey data from representative
samples of elderly peoply by age gidup [or somé 26 nountrles,’and rout;ne reports from countries on
12 globkal health 1nd1catora, accordlng to & common format. _

The UN Populatien D;v;aon has publ1ahed population projections and the UN Centre for Social
pevelopment and Human;tarlan Affalrs Has a sub-set of these for"those aged 60 and over for most
countries of the world;" ‘Eh& UN Economic Coémmission for- Euroﬁe has age-cost profile for the *
countries of the region (which include USA and Canada) and CICRED {(the Committee for International
Céoperation in National Reseatih and Dediogradphy) and” the US Bureau of Census International
Division, are compiling a data base on aging for 25 countries. In addition, the United States
Agency for International Devéiopment ib dndzrtaking Family Health and Demographlc Surveys in 33
countries and the United Nations National Househeld Capabilicy Programme contalns information on
health conditions sueh aa bllndnesa._ The World Bank has popqlatlon data om Chlna.

Country by country description of social security and health Lnsurance gystems are produced by
the Internatiomal Social Security Assogiation and labour force participation statistics are
aVaxlable from the Internat:onal Labnuf Offxce: Informatlun on educatlun is readily available from
UNE3CO. ™ : -

f N .
..:_1.: -4 - .

Thus the demographic and health piofils’dxefcise” should hot be burdensomé to countries but
would rather emable them to call up Televant data from a_systematic data base.

< Managerial process for national health development, Geneval, World Health Organizarien,
1981 ("Health for All Series", No.5)
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STEPS TO COMPLETING PROFILES

The Health of the Elderly programme has. a specific targat -.te complete the profile for 530% of
Membar States by 1987. Various astraregies 4re envisaged to achieve thia. In the Region of the-
Americas, a collaborating centre will assisr in thé task; . in Séuth-East Asia, & WHO/HQ staff
member will discuss the development of profiles following an international meeting on the
demography of aging to be held in Trivandrum in February 1985; in Europe, a consultant will be
invited te asgist 10 countries to compile these; in the Western Pacific prefiles will be completed
in conjunction with WHO-supported surveys, The London School of Hygiene and Tropical Medicine will
send pre-filled prefiles te those participating inm the Internatiomal Course on the Epidemiology of
Aging, Loundeon, Z-2Z7 September 1985,

There are a number of dates or milestones in attaining the rargets:

1985 Action
February Candidate countries identified in South-East Asia Region Dr Lopez
March Finalization of profile formar Dr Manton/

Dr Macfadyen

May Demonstracion should be arranged for selected national Mr Duppentheler
- delegatesto World Health Assembly, as potential users

3-4 June WHO will be represented at the meeting of the CICRED Network Dr Macfadyen
on Population Aging: Collaborative Research on Aging; a
demonstration ¢ould be arranged, to obtain critical commenta

June ECE meeting, Bratislava Dr Hermanova/
Dr Tamasy
10-11 July 4 WHO/NIA meecing in New York of Directors of National Dr Davis

Institutes of Gerontology from 6 WHO Regions could be invited
te assist in completing the profilas

2-27 September Profiles completed for 15 countries represented at the London Dr Kalache
School of Hygiene and Tropical Medicine Course on the Epidemiology

of Aging
November Demonstration of profiles {Buenos Aires) Dr Anzola
Dr Macfadyen
by December Profiles completed for 10 European gountries Dr Tamasy
Dr Hermanova
by December Profiles completed for 10 countries in the Americas Dr Manton

Dr Anzola-Férez

5. Assignment report, Hungary

Hungary was identifiad, at a preliminary meeting on 5-6 september 1984, as a country rieh in
demographiec, planning and public health statistics and the group was fortunate to have gsuch
comprehensive and carefully analysed informatiom to assist them in their task during the present
meeting. It was agreed that WHO would transmit the October 1984 assigument report of Dr Manton,

Dt Eblen and Dr Tamasy te the Hungarian authorities, with a recommendation that this be reviewed by
all the cocperating parties and prepared for publication, since there is a need (especielly in
developed countries) for this type of evaluative or analytic effort, as wall as the more
descriptive effort pursued in the profile.

Hungary had also provided the stimulus to bring together the different organizations working
with national demographic institutes, and the commitment to future cooperative efforts was a most
practical outcome of the meating, The health focus of the WHO endeavours in this field ensures
that there will be minimal overlap with what the organizations are doing.
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- 6. Global feasibility e
The imitial target.is to:producg-as completed a profile as possible for -394 of WHO Member
States, For many countries oanly a coxe of.the elements will be.avgilable, but this sub-set will
emerge anly after the seriads eiforn Qf campxlatlan beg:r.ns. ; o ‘
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Annex L
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