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Our goal should not be solely
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with diminishing handicaps and disabilities, and
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1
INTRODUCTION: SETTING THE AGENDA

1.1  Building on past initiatives

While the socid position and hedlth status of women have advanced in many areas since the United
Nations Decade for Women was launched &t the Firgt Internationd Conference of Women in Mexico
in 1975, the report of the Conference made only a brief mention of older women. Since then, women's
issues have been placed on the agenda of the internationa community and the specia needs of ageing
populations have been raised a a number of mgor international meetings, but none have provided an
adequate basis or conceptud framework for addressing issues of ageing women in alifepan perspective.
A timeline of these key eventsis st out in Box 1.

BOX 1: Key events, 1975-1999

1975  United Nations Decade of Women launched, Mexico

1982 International Plan of Action on Ageing, Vienna

1983  World Program of Action Concerning Disabled Persons

1985  The Forward-looking Strategies adopted, Nairobi

1986  United Nations Commission on the Status of Women

1991  United Nations Principles for Older Persons

1993  World Conference on Human Rights, Vienna Assembly

1994  United Nations International Conference on Population and Development, Cairo
1995 United Nations Social Development Conference, Copenhagen
1995  Fourth World Conference on Women, Beijing

1997 Fourth International Conference on Health Promotion, Delhi
1999  United Nations International Year of the Older Person

The earlier plans and agreements gave some general guides for policy and long term planning, but
these were not widely taken up at national level. The Vienna International Plan of Action on
Ageing agreed at Vienna Assembly identified particular areas of concern for ageing women and
provided a starting point for approaching the subject in a systematic manner by recognising the
multiple dimensions of ageing’. In the Forward-looking Strategies adopted in 1985 at the
culmination of the United Nations Decade for Women, ageing as a process was mentioned for the
first time in an international statement on women, but only one paragraph was devoted to elderly
women.

The Fourth World Conference on Women, held in Beijing in September 1995, was a major
opportunity to raise awareness of the status of ageing women and their health. It provided the
opportunity for the Global Commission on Women's Health to advocate on behalf of ageing
women. Looking to the future, two events offer further opportunities. First, at the fourth
International Conference on Health Promotion to be held in 1997 in New Delhi, ageing and
women's health are both key areas for discussion. Second, the UN International Year of the Older
Person in 1999 will provide an important subsequent opportunity to monitor progress and to
ensure that continuing attention is given to the health of ageing women.
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1.2 The Global Commission on Women's Health

The Globd Commisson on Women's Hedth was edablished to promote the adoption and
implementation of effective actions related to women, to ensure that women's hedth isfirmly established
on nationd and internationa agendas, and to advocate on behaf of women's hedth concerns a an
internationd leve.

Hedth issues of ageing women were raised in theinitia 1ssues Paper "Women's Health: Towards a
Better World", presented at the first meeting of the Globad Commission on Women's Hedth in April,
1994. The paper noted:

As life expectancy increases in most countries, it is estimated that the number of women
over the age of 65 will increase from 330 million in 1990 to 600 million in 2015. Many of these
elderly women will have experienced poor nutrition, reproductive ill-health, dangerous working
conditions, violence and life style related diseases, all of which exacerbate the post-menopausal
phenomena of increased likelihood of breast and cervical cancers and osteoporosis. Poverty,
loneliness and alienation are common. Little data exists on the health conditions of the elderly
femal e population except in industrialized countries from which extrapolation is made’.

In subsequent discussions, the Globa Commission determined that a background paper on ageing and
hedlth should be prepared, covering:

C magor hedlth issues facing ageing and postmenopausal women,

C socid, culturd, politica and economic determinants of the hedth of ageing and post-
menopausa women;

C specific needs of ageing women for hedth care; and
C future action plans.

Thisreport is one of anumber of documents being prepared for the members of the Commission and,
as such, is not a stand alone document. These discussion documents all adopt a lifespan gpproach to
women's hedth and take up sx key themes identified at the Commisson's firs meeting as having mgor
impacts on women's hedlth. These themes are:

C nutrition;

C reproductive hedth;

C hedlth consegquences of violence;
C lifestyle related conditions, and

C the work environment.
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1.3  TheWHO Ageng and Health Programme

The preparation of this report coincided with the re-activation of the WHO Ageing and Hedlth
Programme, which followed on from the previous Hedlth of the Elderly Programme as summarised in
Box 2.

BOX 2: History of the WHO Ageing and Health Programme

1974  Publication of Report of Expert Committee on Health of the Elderly

1979  World Health Assembly adoption of Resolution on health care of the elderly, leading to the
establishment of the Global Programme for Health of the Elderly (HEE)

1982  Incorporation of International Plan of Action on Ageing into HEE activities

1987 Research agenda established under HEE to investigate determinants of healthy ageing,
osteoporosis, age-related dementias, and age-related changes in immune function

1989  WHO Expert Committee Meeting

1992-94 WHO Divisions, Geneva, and Regional Office collaboration on HEE - inter-regional meetings in
Alexandria and New Delhi

1995 Reorientation of the programme adopting the new title >Ageing and Health:

Earlier work on ageing at WHO has provided a number of key sources for the present report.
These include: the 1984 report on The Uses of Epidemiology in the Study of the Elderly®; the
report of the 1989 Expert Committee, Health of the Elderly; Improving the Health of Older
People: A World View, published in 1990 and Family Support for the Elderly: The International
Experience, published in 1992°.

A background document on Ageing and Health released in January 1995 details the reorientation
of the WHO programme. Significantly, it includes specific mention of a gender perspective and
points out that research and programmes in ageing which do not recognise gender differences will
not be effective. The higher morbidity and disability rates experienced by older women is pointed
out, as is their major role as carers. The key components of the Ageing and Health Programme
provide the framework in which strategies for advancing the health of ageing women have been
proposed in this report.

1.4 Defining health and ageing

The definition of hedth adopted in this report follows the broad WHO definition of hedth as a ate of
complete physicd, mentd, and socid wdl-being. In goplying this definition to ageing women, a first
requirement is to recognise that ageing is a continuing process. Since the hedth of awoman in earlier
periods of her life forms the basis of her hedth in later sages of her life, it is essentid to condder the
hedth of ageing women within alife course pergpective; the strategic implication for promating the hedlth
of ageing women isthat both primary and secondary prevention initiatives must be taken during the later
life gpan.
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Another requirement isthat older women throughout the world be given opportunities to advocate on the
hedlth issues of concern to them and to participate in developing programmes to address the problems
they identify. It is only through such gpproaches to defining hedth that the vaue placed on different
agpects of hedth by ageing women will be given due recognition.

There are mgor differences in the life course of ageing women in countries & different levels of
development, and trangtions across the life course vary accordingly. In societies where life expectancy
isshort, "older" may be defined a an age which other societies would define as "young”'. Some societies
regard menopause as the sart of "old age’ for women; in others, women achieve old age with the birth
of ther first grandchild. Retirement from the work force based on chronological age is aso used to
denote entry to the later sage of life, dthough this definition is of limited gpplicability to older women.
Although participation of ageing women in the paid work force is rdatively low even in the developed
countries, the mgjority of women kegp working, unpaid, until they die.

When defining "old" for the generd population, demographers and others have made ditinctions between

"micHife’, "young old" and "old old". Paradoxicaly, the age st for defining old age for women has

commonly been five years or SO younger than for men, notwithstanding women's greeter life expectancy.
The use of an arbitrary cut-off point of 55 or 60 years to denote the older segment of the female

population, and 60 or 65 for men, masks tremendous diversity in the two to three decades which follow.
Such chronologica definitions have little biologicd, socid or culturd meaning.

One event that carries a unique meaning in women's life course compared to men'sis the menopause.

The menopause is a universal event, or more correctly a universal process, that occurs at around 50
yearsin both developed and devel oping countries. While deve opment brings magor changesin life course
events that occur before menopause, notably the narrowing of the span of child bearing years and magor
extenson of the life cyce stages following menopause, the age of menopause itsdf remains relatively
condant. The age of menopause thus provides a useful defining point for this paper, but a the same time
it is recognised that menopause carries awide variety of culturd and socid meanings.

In developed countries the mgority of women arein good hedlth at thisage. Yet it isin these countries
that menopause itsdf isincreasingly being depicted as an illness, or oestrogen deficiency "diseass’, to
judtify increesing medica intervention. In many developing countries, by the time a woman reaches
menopause, her hedth may dready have been undermined, not by her hormona Sate, but by the
aftermath of hedth problems in reproductive years and the socid and environmenta conditions under
which shelives.

Thisreport will cover the life course from age 50, covering Sages labdled as "midHife", the "young old"
andthe"old old". An extended later lifeis as yet the experience of aminority of women in developing
countries, but it is becoming a more common experience. More women will reach old age in future in
these countries and this stage of their life span will aso beincreasad.
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For the mgority of women in the developed regions of the world, the experience of ageing lasts for many
decades. With the expectation that the life course will run to an extended period of ageing and old age
now aredity for women world wide, the life course perspective offers the potentia for addressing the
promoting of hedth in preparation for and throughout the later lifespan.

15  Scopeand aimsof thereport

Thereis enormous diversity among older women. Some live extended lives and others have their lives
shortened. Some livein abject poverty, others with vast wedth. Some expand their roles with increasing
age, others face reduced gatus. Some are in excellent hedlth even at advanced ages, and others have
to rely on forma assstance for their everyday persond care. Whatever their Stuation, ageing women
deserve much more attention if their hedth isto be advanced and lagting improvements in the qudity of
their lives are to be achieved.

While hedth issues of ageing has been identified as a policy concern in many developed countries, greater
attention needs to be given to cohort differences of factors affecting the hedlth of ageing women.

The hedth of women who are ageing now is in many ways different to that of those who are aready
older. Ageing has not yet been defined as an issue in many developing countries, but aready two thirds
of the net annua increase in the number of older women in the world is occurring in less developed
countries.

Three congderations impel the greeter recognition of hedlth of ageing women as amgor concern:
C the numbers of ageing women are increasing worldwide;

C women's life course beyond 50 now extends for a Sgnificant period and isincreasing; and
C thereis very sgnificant scope for improving the hedth of ageing women.

Taking action to improve the hedlth of ageing women is imperative if these women are to achieve an
acceptable qudity of life in the extended period of old age that will be their experience and if dl societies
are to avoid the consequences that will otherwise ensue. With aview to the future returns from investing
in hedth, the scope of this report encompasses the coming generation of older women (those now in thelr
50s and 60s) as well those aready in older age groups.

Thisreport amsto propose aframework for action on hedlth for ageing women within the Hedlth for All
context, a goa which encompasses WHO's aspirations for the elderly people of the world. It is not
possible to present a comprehensive framework that addresses the health needs of al ageing women, in
al countries. Rather, in recognition of the diversity of older women and their hedith, the framework aims
to set directions and give some examples of actions that can be taken.

The report begins with a brief account of the particular festures of demographic ageing of relevance to
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the life course of ageing women. The socid, culturd and economic determinants of hedth of ageing
women are reviewed next. Attention then turns to priority health issues for ageing women and severa
common gtrategies are identified for addressng a number of mgor preventable conditions, chronic
disabling conditions and menta hedlth problems. The framework proposed in the find section draws
together these and other drategies identified in each section of the report.  In line with the key
components of the WHO Ageing and Hedth Programme, strategies for action are grouped in five aress
policy development; advocacy; community-based programmes, including the support of carers;, and
training and research.

2 LIFE COURSE AND DEMOGRAPHIC TRANSITIONS

""An ageing society is evolving, which, for the most part, is female." 6

The health outcomes of demographic ageing in terms of improved survival and changing patterns
of morbidity are the product of changes in underlying economic, social and cultural determinants
of health. Demographic ageing not only brings about major changes in the duration of life course
stages, but also in the social experience of these stages. Of all these changes, the increase in
women's life course after age 50 is the most obvious; it is also the change that presents most
challenges in achieving quality of life for ageing women over these years.

This section begins with an account of later life course stages as now experienced in developing
and developed countries and then presents a brief analysis of the demographic processes
underlying population ageing, focusing on the differential ageing of the female population in
developing and developed regions of the world.

2.1 Population ageing and lifespan transitions

As seen in Table 2.1, the later lifespan of women in developed and developing countries gppears
markedly different when life expectancies a birth are compared. Femde life expectancy at birth ranges
from just over 50 years in the least developed countries through the 60s and 70s in those undergoing
rgpid development. In developed countries, femae life expectancy at birth of 80 years and more is now
becoming the norm. These differences are accounted for not only by high infant mortaity but aso high
maternd mortdity.

Life expectancies a birth however disguise the duration of later life in developing countries. For women
in developing countries who survive the early lifespan stages to reach middle age, life expectancy
gpproaches that of women in developed countries. Life expectancies at age 65 show much greater
amilarity between developing and developed countries, at around 15 and 19 years respectively. At age
65, women in developing countries now have about three quarters of the remaining life expectancy of their
counterparts in developed countries, and the gap will narrow in future as mortality declines not only at
younger ages but aso at later ages.
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It isthe likelihood of reaching older age rather than the total duration of lifein old age that differs most
markedly between countries a different levels of development. The smaler proportion of the population
reaching old age makesit alessindividud and socid experience in deve oping countries than in devel oped
countries. At the sametime, the already considerable duration of this life stage for those who do reach
it explains why there are some very old individuas in countries with low average life expectancies.

The life course trangtions indicated by these demographic data bring mgor restructuring of family
relationships and socid roles of ageing women. In developed countries, these roles are well established
but are undergoing change. Even more S0 in developing countries, traditiond roles of older women are
being overtaken and new norms have yet to emerge. The economic, socid, culturd and paliticd factors
which will affect the hedlth of ageing women as these sodid transformations proceed and which will have
amgor impact on the quality of life of women asthey age, are taken up in Section 4. Asthese impeacts
will be fdt increesingly in the future, particular attention needs to be paid to the next cohorts of ageing
women - that is, those now aged from 50 to 60 years.

2.2  Thegender transtion

The theory of demographic trangtion has been widdly used in andysing population ageing. Withinit, a
gender trangtion emerges. Three phases of population ageing can usefully be identified on the basis of
changing patterns of surviva of women relative to men and the associated gender balance of the older
population. Data on selected countries presented in Table 2.1 illustrate these three stages.

In the early stages of the trangtion, life expectancy a birth for men and women issmilarly low, as seen
in Mozambique, Nigeriaand India Femde life expectancy is il limited by high maternd mortdity and
iscloseto that of maes.

"The neglect of women's health and nutrition is SO serious in some countries, particularly
in Asia, that it even outweighs women's ... tendency to live longer than men."’

In some developing countries, particularly in South Asia, women's life expectancy at birth islower than
or only equd to that of men, and has improved only margindly more than has men's life expectancy over
the last 20 years. Further, it has been estimated that early deaths and the aleged infanticide of girl babies
in these countries have caused up to 100 million women to be "missing" from the satistics.

The second stage of the gender trangition reflects two trends in mortaity which are well established in
more developed countries and are becoming evident in many developing countries. By far the mgor
factor is reduced maternd mortaity which ensures the surviva of alarger proportion of women to middle
age. Thisdedineisdue to reduced exposure to childbirth and improved stlandards of living; the decline
in birth rates that aso occurs in this phase contributes to the ageing of the population as the growth of
younger cohorts decreases. Second, improvementsin mid- and later life mortdity lead to the surviva of
higher proportions of middle age cohortsinto old age and to advanced old age. Life expectancy & birth

13
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and at age 65 both increase, and it is the combined effects of improved femade surviva to middle age,
followed by improved surviva at older ages, that leads to the marked shift in the gender balance in the
older population.

The contrast between the rapidly developing Asian and Latin American countries and Eastern European
countriesillugtrates these differentid trends. The Eastern European countries are exceptiond in the lack
of improvement in life expectancy over the lagt 20 years, improvements in infant and maternal mortality
that achieved increases in life expectancy at birth in the first two post-war decades have not been
followed by improvementsin life expectanciesin later years. It isthisfallure to increase life expectancy
at age 65 that has kept overdl life expectancies in Eastern Europe below those of established market
€CONOMiE€s.

Populations in the second stage of the gender trangition are characterised by increasing proportions of
older femdes. A high proportion of these women live done; many are widows while others may never
have married. This process, which has been described as the "feminisation of ageing”, is the current
experience of many developed countries and dso of many rapidly industridising countries such as
Thailand and the Republic of Korea. In some developed countries, for example Sweden, there are two
ederly women for every dderly man; the ratio widens considerably with incressing age®. The pronounced
gender imbalance of the Eastern European countries resulting from the Second World War will reduce
as those cohorts pass. In the developing countries where femae life expectancy at 65 aready exceeds
that of men, the increasing proportion of women reaching this age and then surviving longer is s&t to make
ageing a lead, if not more, feminised than it has been in the developed countries.

The main socid effect of the extension of later life for women at this stage of the gender trangtion isan
extended period of widowhood. Widowhood occurs & alater age in developed countries (close to 70
years) but the greeter differentid life expectancy of women compared to men a age 65 in these countries
means that it extends for alonger period. To the extent that trends in life expectancy &t older agesin
developing countries follow the pattern of women's life expectancy improving ahead of that of men,

amilarly protracted periods of widowhood can be expected. The markedly lower status of women a
earlier stages of the life span in many of these societies stands to be compounded.

A third stage of the gender trangtion is now emerging in advanced indudtrid societies. At this Sage, very
high life expectancies for women mean that there is limited scope for further improvement, while recent
improvements in male life expectancy at older ages are starting to narrow the gap between males and
femdes. If these trends strengthen, the gender baance of the older population will shift, but only dowly,
towards amore even balance. Of those who are till married on reaching old age, more will experience
alonger period of old age with ther partner.
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Table 2.1: Life expectancy of women and men, 1991, and improvements 1970-91%°*

Life expectancy Increasein life Life expectancy
Country at birth, 1991 expectancy 1970-91 at age 65, 1991

Femde Mde Femae Mae Femde Mde
Sub-Saharan Africa
Mozambique 48 45 6 6 na na
Nigeria 53 50 10 10 na na
South Africa 66 59 10 9 na na
India 60 60 11 10 na na
China 71 67 8 6 16 14

Other Asia and Islands

Bangladesh 52 53 8 7 na na
Philippines 67 63 8 7 14 12
Mdaysa 73 68 10 8 15 3
Korea 73 67 11 9 15 13
Middle Eastern Crescent

Egypt 62 60 10 10 13 12
Turkey 70 64 11 .9 na na
Tunisa 68 67 13 13 14 13
Latin America

Brezil 69 63 8 6 na na
Mexico 73 67 9 7 17 15
Argentina 75 68 5 4 17 14
Former Socialist Economies of Europe

Romania 73 67 2 0 15 13
Poland 75 67 1 0 16 12
Hungary 74 66 1 -1 16 12
Established Market Economies

United States 79 72 4 5 19 15
Spain 80 74 5 4 18 15
Audrdia 80 73 5 5 19 15
France 81 73 5 5 20 15
Japan 82 76 7 7 20 16

n.a.: not available
As wdl as the postive improvements in mae mortdity contributing to these trends, there are some
emerging negative trends in femae mortdity a mature ages. A large part of the gap between life
expectancy of men and women is due to differences in dcohol and tobacco consumption as well as
accidents, suicide and chronic diseases. However, theimpact of increased smoking rates among women
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is now becoming more evident. Degth rates from smoking-related diseases have plateaued in men
whereas they areincreasing in women a older years. The example of Denmark, presented in Figure 2.1,
shows the increase in smoking-related deaths among the large cohorts of women who took up smoking
a young ages and who are now reaching old age™. Cigarette smoking by women has not yet become
widespread in developing countries, and there is dill time to take globa action to protect the hedth of
older women by hating the spread of these toxic substancesin these countries.

Figurs 2.1
Parcentage of total deaths in women attributed to smoking, Denmark (1955-1895)
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2.3 Diversity within global ageing
2.3.1 Where are the world's ageing women

Most of the world's ageing women are living in developing regions of theworld. Already, more than half
of the world's women aged 60 years and over live in developing regions; 148 million compared to 121
million in developed regions. It is only a age 70 years and over that the number of women in the
deve oped regions exceeds the number in the developing regions, but even a this age, the marginis smdl
(60 million compared to 58 million).

The future growth in the numbers and proportion of ageing women in developing countries is
foreshadowed in the digtribution of those now aged 45 to 59 years. Two thirds of the women in this age
group (213 million) live in developing countries and one third (98 million) live in developed countries. The
distribution of the world's ageing women for the eight World Bank regions™ isshown in Figure 2.2. The
imminent large increase of older women in the developing world contrasts with the age structures of the
established market economies and former socidist economies of Europe, where the cohorts aged 45 to
59 are smdler than those now aged 60 years and over.
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2.3.2 Differencesin life expectancy

Population ageing is accompanied by a greater life expectancy at birth and at older ages for women than
for men, dthough the gap isclosing a older ages. In developed countries, women live on average about
six years longer than men'=.

Differences in life expectancy between women in countries at different levels of development have
received |ess atention.

Figure 2.2
Geographical distribution of the worlds aging women
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Life expectancy a birth for women in developed countries exceeds that of women in middle income
developing countries by 15 years and as much as 30 years for women in the poorest countries’. The
disparity in life expectancy at birth of women in rich and poor countries has improved only alittle over
the past 20 years, and these differences in women's life expectancies represent major inequities that must
be addressed.

While less pronounced, differences in life expectancy a age 65 between rich and poor countries are
nonetheless evident. That later life expectancies in many developing countries are already approaching
those of developed countries can be taken as an indicator of what can be achieved with improved hedlth
over the lifespan. Further narrowing of this gap will be an indicator of improved life expectancy at birth
and a older agesin developing countries. The extended lifespan aready experienced by older women
in both developing and developed countries cals attention to issues of qudity of life in these years.

There are dso mgor differences in life expectancy and the qudity of life of ageing women within
countries, largely associated with class differences. Strategies to address these differences mean that
hedlth interventions must take into account qudity of life aswel as quantity of life.

2.3.3 Differences over the agerange

There are not only differencesin the proportions of older men and women in nationd populations, but also
shiftsin the age structure of the population. Notwithstanding their dominance on aglobd scale, ageing
women in developing countries remain asmdler proportion of the population than in developed countries.

Whereas women aged 60 years and older account for around 20% of the femae population in the
developed regions, they account for only some 7% of women in developing countries. The equivaent
proportions for men 60 years and over are nearly 15% in developed regions and 6% in developing
regions.

The main trend in ageing in devel oped countries isthe increase in the "oldest old'”, thet is, those 85 years
or older. The great mgority in this age group are women, and this trend will continue in the foreseegble
future. Itislargely this group which will require access to arange of health and long term care services,

It is, however, important that the small absolute size of these very old cohorts be recognised so that the
demographic aspects of the rapid increases projected for the oldest old in developed countries do not
overwhelm other considerations. The oldest old condtitute only asmall fraction of the total population
in the developed countries, Sweden has the highest proportion of "oldest old", 4.4%. In the least
developed countries, less than 1% of the population is in the "oldest old" cohort; in countries such as
Bangladesh and Indonesig, the proportion is as low as 0.2%, athough the absolute numbers are
subgtantial.

2.3.4 Cohort differences

Future cohorts of older women will be very different to those of the current generation. A cohort
gpproach which follows each particular generation or age group over time is essentid for developing
socid and hedth palicies for women as they age. Encourageing each cohort to consider its own future
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hedlth is an important means of simulating policies for hedth promation that will address the different
problems and potentials of each group.

An exampleisLatin Americawhereit is projected that 60% of women who were aged 45-49 yearsin
1990 will surviveto age 75-79. The hedlth that these survivors can expect in their old age will depend
on the socid and physica environments in which they live over the next 30 years. Monitoring such
environments and their influence on the hedlth of these ageing women through cohort studies would be
indrumenta for policy makers.

Cohort shifts can take place rapidly. For example, in Jgpan and Spain, shifts to separate living
arrangements for older people have been occurring very quickly, as the desire to continue living an
independent life becomes a preferred, and increasingly feasible, option. To sudtain this trend, more
options for housing for independent elderly women and care arrangements for those who become
dependent will berequired. Providing independent living options within alarger supportive environment
will be an important means of ensuring gppropriate socia contact.

In both developed and developing countries, older women are the main carers for their partners, and
many of the women who are carers for frall elderly parents are themselves ageing. In developing
countries, changesin living arrangements associated with urbanisation suggest that even more of the care
of older women will fal to other older women in the future.

2.4  Monitoring demographic trends and changes in health status and well-
being

The marked difference in the hedth experiences of successive cohorts of ageing women and the
differences between countries at different levels of development mean that aggregete data on totd aged
populationsisinadequate for monitoring trendsin hedlth gatus. A smple but significant contribution could
be made by the presentation of dl relevant data by more detailed age and sex and economic status
categories. A second important basic development is the use of age and sex specific life expectancies
rather than only life expectancies at birth asindicators of changesin later life.

Improvements in demographic data are of direct importance in monitoring trends in the hedlth satus of
ageing women. Further indicators, such as WHO recommended™ indices of hedlthy life expectancy, need
to be developed. This poses a number of technica problems, and must dso take into account the
differencesin socid and cultural meanings of disability and handicap. Methodological issues of thiskind
have begun to be addressed in the work of the REVES group and others®. Gender factors need
continued attention and recognition.

Aswomen live longer than men, the qudity of ther longer life becomes of centrd importance. Qudity
of life, measured in terms of older women's capacity to maintain physica, sociad and mental well-being
notwithgtanding varying levels of illness and disahility, is of as much rdevance asincreased life expectancy
and years of life free of disability. Measures of qudity of life must reflect older women's experience and
their expectations about acceptable levels of functioning in their dally lives,
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Emerging measures such as Disability Adjusted Life Years (DALY'S) or Qudity Adjusted Life Years
(QALYS) have yet to congider to these issues™*. Indeed, there is a risk that such measures of the
burden of illnesswill give an overly negative account of the hedth of ageing women, in turn affecting the
way in which these issues are recognised in policy. To avoid these consequences, indicators which more
adequately reflect the hedlth of ageing women need to be developed.

25  Longer lives- healthier lives

The changes in the life course of ageing women outlined in this section, and the divergty of experience
of laer life, have sgnificant implications for the hedth of ageing women. Above dl, the gredter life
expectancy for women in developed countries sets the basic god for Strategies for the hedth of ageing
women globaly, namely to reduce the inequitiesin life expectancy of women in developed and developing
countries. These inequities are not measured smply in the number of years of life, but reflect underlying
inequities in the determinants of hedth and the qudity of life that must be addressed if life expectancies
areto beimproved.

The benefits of improvementsin life expectancy free of disability asindividuas age are obvious, not only
would it reduce the cost of disability (to themsalves, their families and society) but it would expand their
roles and, in the process, improve the public image of older persons as active citizens. Asyet thereisno
clear evidence that women's gregter life expectancy has any sgnificant advantage in terms of remaining
years lived free of disability. If longer livesfor women are to be years of qudity, policies must then be
directed to ensuring the best possible hedlth for women as they age.

An important adjunct to these policies, and an areain which WHO has akey role, is the establishment
of data sets for monitoring demographic trends and health outcomes. Strategies are needed to expand
the range of indicators, in order to take into account functiond status and well-being in terms relevant
to the experience of ageing women.

Strategies proposed to these ends are:

C that Member States review nationa hedlth goas and targets to ensure that the hedth of ageing women
isfully addressed;

C that intersectora policy initiatives be developed by Member States to reduce the differences between
developing and developed countries in life expectancy of ageing women, and between groups of
ageing women within countries at different levels of development;



Women, Ageing and Health

C that age- and sex-gpecific life expectancies be used in conjunction with life expectancies at birth as
basic indicators for monitoring changes in the later life course; and

C that gppropriate and rlevant indicators of the hedth of ageing women be developed, involving the
critical analysis of current globa measures of hedlth status from the perspective of ageing women,
taking into account the way in which ageing women perceive their qudity of life and vaue their hedlth.

3 HEALTH PRIORITIES FOR Ageing WOMEN
3.1 Defining health priorities for ageing women

Before discussng any hedth issue as a priority for ageing women, the basis on which priorities have been
defined must be made explicit. The approach to defining priorities adopted here involved applying the
WHO definition of hedth to the Stuation of ageing women, and the development of criteria by which
various health problems could be assessed as priorities. The criteria adopted for defining a hedlth issue
asapriority for ageing women cover three dimensons.

@ The scale of the problem meansit is

C of mgor sgnificance in both developed and developing countries,
C of high prevaence in women over age 50 compared with younger women; and
C of greater impact in ageing women than men.

(b) The nature of the problem is such that it

C hasaprogressve impact on women asthey age, if not addressed,;
C hasamgor impact on functioning and independence as well as mortdity;

C ispreventable, through primary prevention during the whole life course and secondary prevention a
older ages, and
C can be subgtantialy addressed by primary health care measures, including sdfcare management.

(© The presentation of the problem is

C overdated in some cases, under-rated in others, or generally under-researched;
C oftenat risk of over-medicalisation or ingppropriate interventions, and

C dready recognised in nationa hedlth god's and targets in some countries, but requires a greater focus
0N ageing women.
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When these criteria are goplied to awider range of hedth problems, anumber of conditions are identified
that can be grouped into three mgjor areas:

C Major preventable causes of morbidity and mortality. heart disease and stroke; cancer; and
communicable diseases, especidly in developing countries;

C Major chronic disabling conditions. musculoskeleta; osteoporos's; and incontinence;

C Mental health: depresson and dementia.

3.2  Major preventable causes of morbidity and mortality

It is because the mgjor preventable causes of morbidity and mortality al take effect over extended time
periods that a life course perspective on the hedlth of ageing women is most gppropriate. Primary
prevention strategies will be mogt effective when initiated as early as possible. These drategies are dso
gpplicable to older women, and where problems are aready apparent a older ages, secondary
prevention and sdf care drategies are adso relevant. Heart disease, stroke and lung cancer are the
conditions which primary prevention needs to address, while secondary prevention drategies are
gpplicable to the other cancers.

3.2.1 Heart disease and stroke

Heart disease and stroke are the mgjor causes of degth and disability in ageing women. The common
view of heart disease and stroke as men's hedlth problems has tended to overshadow the recognition of
their sgnificance for ageing women's hedth and there is a need to bring their importance into sharper
focus.

In atypical developed country, heart disease and siroke are the mgjor causes of desth among older
women, accounting for close to 60% of al adult femade deaths. Cardiovascular diseases are dso the
magor cause of death among women aged 50 years and over in developing countries, despite the
incomplete control of communicable diseases. HaAlf of al desths of women over 50 in developing
countries are due to these conditions; athough communicable diseases are not fully controlled in these
countries, they are no longer important causes of sickness and death in old age. As death from
cardiovascular diseasesis frequently preceded by a period of morbidity and disability, they aso account
for ahigh proportion of disability.

Trendsin heart disease and stroke over the last two decades show the extent of improvement that can
be achieved (Table 3.1). The control of stroke in Japan has resulted in adecline of 43% from 1970 to
1990, from a rate as high as that which now prevails in many developing countries, to a leve
commensurate with current rates in the United Kingdom, Germany and Audrdia. In the mgority of
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developed countries for which trend data are available, declines in degth rates have

been greater for women than men, but cardiovascular disease will continue to be the mgor hedlth
issue for older women, even if favourable trends in mortdity rates are sustained. The exceptions are
the Eastern European countries, where the lack of improvement in life expectancy shownin Table
2.1 islargely dueto the lack of progressin controlling these conditions.

Table 3.1 shows that trends in developing countries are less podtive. An andyss of the globd
burden of stroke™ has shown that age-specific mortaity rates for stroke are higher a younger ages
in developing countries and that improvements in mortdity for women from 1970 to 1990 have been
far lessin many developing countries than in developed countries.

The patterns of morbidity and disability that accompany these mortaity patterns indicate that
developing countries carry a subgtantia part of the globa burden of stroke. Asincreasing ageisthe
main risk factor for stroke and cardiovascular disease more generdly, this burden will increase as
greater proportions of the population in developing countries reach older ages. Thereis apossibility
that any decrease in the high rates due to low standards of living in these countries may be offset by
an increasing adoption of western lifestyles without the benefits of economic devel opment.

Further, ance in developing countries the chances of surviving a stroke are currently less than in
developed countries, improvementsin surviva rates could add to the burden of disability and see
increased years of life being years with handicap.

Studies of both heart disease and stroke show that some aspects of health behaviour among younger
and older women are smilar. However, age can bring specific hedth management problems bearing
in mind that Sgns and symptoms are assessed differently in men and women. Women aso modify
their perception of themsdlves and their abilities to cope with effects of illness in different ways to
men. Information to empower older women to adopt self-care gpproaches to prevention of heart
disease, stroke and other chronic diseases can dso include assgting older women to cope with any
caring needs that may arise as aresult of these conditions.

Despite theimportance of cardiovascular disease in ageing populations, few sudies have specificdly
examined women in this age group. Most longitudina studies have begun with a cohort of middle-
aged men and, as the cohorts have aged, conclusions have been drawn about the significance of risk
factorsfor cardiovascular disease in older age groups. However, even these data are limited and
cardiovascular disease policy decisons - epecidly those rdating to older women - have long been
hampered by inadequate data'’. The dearth of datais even grester for developing countries, yet the
levels of morbidity and mortdity indicated by what data are avallable show an even more pressing
need for information.
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Table 3.1: Stroke mortality for women in developing and developed countries®™
Age specific stroke mortality rate, 1990 % of deaths > 55
(per 100,000) caused by stroke
55-64 65-74 75+ 1990 Change
1970-1990
China 197.9 664.9 2408.2 n.a. n.a.
Argentina 104.8 254.1 1118.8 12.6 -13 %
Romania 177.4 572.0 2286.2 20.6 +2%
Japan - - - 262 - - - 17.4 - 43%
USA 42.2 126.9 778.5 9.1 -41 %

Since heart disease and stroke are due to the prevaence of risk factors in the population, primarily
cigarette smoking, raised blood pressure and raised cholesterol, there is great scope for primary
prevention through reduction of smoking, promotion of exercise and improved diet™.

The two approaches to primary prevention for the whole population (including ageing women) are the
high risk strategy and the population strategy™. The high risk strategy involves finding and treating
individuals who are deemed at high risk of developing cardiovascular diseese. This Strategy is codly and
limited, and does not offer aredigtic solution, especidly in developing countries.

In contrast, reducing the average risk of the population a dl agesislikdy to have the greatest impact and
can bejudtified by the fact that most new cases of cardiovascular disease will occur in people who may
be a only mildly raised leves of risk. For example, acomprehensgive nutrition policy in Norway has been
successful in reducing the consumption of fa®. A reduction in the consumption of tobacco has also been
achieved in many countries through a population strategy. A further mgjor advantage of population-based
approaches is that substantial benefits accrue for addressing other hedlth disorders with the same
contributing factors. Thus, the same population-based strategies for heart disease and stroke are
gpplicable to the other priority areas taken up below.

BOX 3: Primordial prevention: lessonsfor developing countries

Primordial prevention isthe avoidance of the emergence and establishment of the social, economic and cultural
patterns of living that are known to contribute to an elevated risk of disease. In some developing countries,
coronary heart disease is becoming increasingly common, particularly in urban populations, which have aready
acquired high risk behaviours. Cigarette smoking isincreasing rapidly in developing countries while the overall
consumption of cigarettesin many developed countriesis dropping. It has been estimated that by the year
2010 there will be over two million deaths each year in Chinafrom smoking-related disease unless amajor effort
is made now to reduce smoking. The indirect impact on women will take the form of increased numbers of
widows?.,
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The scope for primordid prevention in developing countries is consderable (Box 3). Coronary heart
disease occurs on alarge scae only if the basic underlying cause is present, thet is, adiet high in saturated
fa. Where this causeislargdy absent, asin China and Japan, coronary heart disease is less common
than droke. Any increase in the frequency of cigarette smoking will, however, result in an increase in
cardiovascular disease; changes in traditiond dietary habits will compound this increase.

Dissemination of information about the extent of cardiovascular diseasein the older femde populaion is
essentid to ensure that women do not become complacent about this condition which is too often seen
asamde problem.

3.2.2 Cancer

It is the long latent period for most cancers that dictates the importance of early detection. Age
is thus an important factor in preventative strategies, but the known benefits of these strategies
vary. It is among women in mid-life rather than those who are younger that available
interventions are likely to be most effective, yet applications at younger ages have been more
common to date. There is a need to review the available evidence and develop guidelines to
ensure the most clinically appropriate and cost-effective use of these interventions.

The major cancer in women in developing countries is cervical cancer, followed by breast cancer.

By contrast, in developed countries, breast cancer ranks first, followed by lung cancer. Because
lung cancer is most amenable to primary prevention, it is discussed first.

Lung cancer

Lung cancer is the most preventable of all cancers; over 90% is attributable to cigarette smoking.
The levels of morbidity and mortality among older women due to lung cancer are now similar
in developed and developing countries and likely to grow worldwide, given that increasing
numbers of women smoke.

There is no cure for lung cancer. Prevention is not only the only option, but it is the most
effective one. Strategies to promote giving up smoking will also yield major benefits in relation
to other health problems.

Although lung cancer is not yet widespread in most of the developing world, the lessons from
developed countries where women have now been regular smokers for some decades, are very
clear. Lung cancer in women has increased fourfold over the past 30 years in many developed
countries. As shown in Figure 3.1, it has overtaken breast cancer as the leading cause of cancer
death in women in the United States who were the first women to take up cigarette smoking in
large numbers. This pattern is being repeated elsewhere in developed countries where women
have started smoking.
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If current smoking patterns persist, or get worse, even higher costs associated with ill health and
disability will occur. For example, in Spain few deaths in older women are attributed to smoking
at present because only a very small proportion of 60 year old Spanish women have ever smoked.
However, the situation has changed recently; 50% of young women now smoke cigarettes. If
most of them continue to smoke, it can be anticipated that there will be an epidemic of smoking-
related deaths when these women reach middle and old age®.

Figure 3.1
Trends in mortality for cervix, breast and lung cancer in US women,
age adjusted to the US 1970 population
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In most developed countries and Eastern European countries, between one quarter and one-third
of women smoke; anti-smoking policies and health education strategies are aimed at containing
these levels and especially at countering cigarette advertising targeted at young women. Even
higher levels are to be found in many Latin American countries, where up to two-thirds of young
women smoke. In most African and Asian countries levels are considerably lower (less
than 10%). There are also a number of traditional societies where smoking has long been
common practice among women. Everywhere, strategies are needed to counter the aggressive
marketing policies in developing countries by the tobacco industry.
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Cervical cancer

About 500,000 new cases of cervical cancer are diagnosed each year, mostly in developing
countries?. For instance, mortality is three to six times higher in Latin American countries such
as Brazil, Argentina, and Bolivia, than in Canada or the United States®.

Cervical cancer is one of the few cancers with a readily detectable and treatable precursor stage.

Pap smear screening is relatively simple and effective, but there are logistical and cost
considerations in establishing effective screening and treatment programmes, particularly in
developing countries. Screening is rarely accessible to women in rural areas, or ageing women
who are at greatest risk; even in developed countries, screening rates are usually higher in younger
than in older women. Screening once every five years can result in an 85% reduction in mortality
from cervical cancer; screening every 10 years could result in a 64% reduction®. Screening older
women even once in their lifetime will prevent more cases of cervical cancer than screening a
small proportion of younger women every few years. For these reasons, a stepwise approach to
the frequency of screening has been recommended where resources are limited; screening should
not be encouraged to a level beyond which it cannot be matched by the diagnostic and therapeutic
facilities®. In other words, for screening to be effective, the associated cytology and treatment
facilities must be available and of a high standard. Prerequisites for establishing complete
population programmes and political commitment to action are the recognition that cervical cancer
is a preventable major cause of death.

Where cytology-based screening programmes are not feasible, alternative approaches are being
investigated such as using nurses or trained non-medical health workers to visually examine
cervices treated with an acetic acid solution that highlights abnormal tissue.

Breast cancer

In developing countries, breast cancer is similar to cervical cancer in terms of its impact on
women. In developed countries breast cancer is numerically more important than cervical cancer.
Worldwide, there are almost 600,000 cases of breast cancer each year, 60% of which occur in
developed countries. Breast cancer at present accounts for about 3% to 5% of all deaths from
cancer in women in developed countries, but represents a smaller proportion of all cancer deaths
in Africa and Asia (1% - 2% of all deaths). In most developed countries incidence is higher in
urban areas than in rural areas - but emerging evidence indicates that this trend is reversing.

The risk factors associated with breast cancer are poorly understood although an increased risk
is associated with a family pre-disposition, particularly breast cancer pre-menopausally in a mother
or sister. Age at menarche, age at first and last pregnancy, and age at menopause are also
associated with an increased risk, none of which can be easily modified through public health
interventions.
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There is little possibility for primary prevention strategies to reduce either incidence or mortality
from breast cancer. Early detection is the main strategy for prevention. Approaches to early
detection include physical examination of the breasts by trained health workers, breast self-
examination, and mammography. More randomized controlled trials are needed as there is no
conclusive evidence that lives can be saved through the adoption of programmes other than those
using the latter approach. Well-designed trials with a high coverage of the population at risk have
shown that through screening mammaography, followed by effective treatment, breast cancer
mortality can be reduced by 30% in women aged 50 years and over®. There is as yet no clear
evidence of benefit from screening programmes for pre-menopausal women®. A number of
ethical, clinical and resource issues must however be addressed before screening programmes are
implemented on a wide scale, even for older women.

The risk factors for breast cancer suggest that it will increase as development brings changes in
fertility and reproductive behaviour in developing countries. Although each individual factor may
make only a small contribution to increasing the risk, the cumulative effect in terms of absolute
numbers will be formidable. The organization and implementation of mass screening programmes
are far beyond the resources of developing countries, and breast self-examination (BSE) remains
the main option. However, there is an urgent need to address the many uncertainties associated
with BSE to improve its effectiveness as a means of early detection that is appropriate to the
specific context of different developing countries?’.

3.2.3 Communicable disease in developing countries

Communicable diseases are ill amgor problem for older women in developing countries. Although in
late adulthood they are no longer amongst the most common causes of deeth, they till account for high
levels of morbidity and disgbility. It isasoimportant to consder that episodes of communicable diseases
ealier inlife can lead to life long disabilities which ageing will further accentuate. Tuberculods, trachoma,
and infectious and parasitic diseases cause significant disability”.

Trachoma s an infectious blinding disease which tends to be particularly severein women. Pre-school
children condtitute the main reservair for the micro-organism (Chlamydia) that causestrachoma. \Women,
being involved in child care, frequently become infected with the disease. Blinding trachoma develops
dowly over many years, and thus ageing women face the mogt severe complications leading to visud loss.

The WHO Prevention of Blindness Programme reports that some 150 million people in developing
countries suffer from trachoma.

The higtorica experience of developed countries and contemporary programmes to control tuberculoss
in many developing countries show that improvements in basic living conditions and nutrition can virtudly
eliminate tuberculoss. The re-emergence of tuberculosis in some populationsis of great concern. The
adoption of essentid drug programmes provides cogt-effective solutions, especidly in refugee Stuations.
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Both men and women are exposed to tropicd diseases - maaria, schigosomiasis, lymphatic filariass and
onchocerciass, African trypanosomiass and Chagas disease, leprosy and leishmaniasis. However, few
- if any - studies have focused on the consequences of these diseases for older women. The impact of
these diseases grows increasingly severe with time as exemplified by skin disease and blindness resulting
from onchocerciass, both of which are exacerbated with ageing. Leprosy, too, has a particularly
debilitating effect on older women, many of whom are expelled from their homes and families because
of thisstigmatisng illness. With an effective cure for leprasy available, disability can now be prevented
in the younger age groups, but for most older women, it istoo late.

Ageng women will be mgor beneficiaries of many programmes directed at controlling communicable
diseases. Yet recognition of their needsis rarely the basis for implementation of such programmes, and
even where they are implemented, ageing women may not have access to the services provided.

3.3 Chronic disabling conditions

The mogt effective means of reducing chronic disgbility in older women is through preventetive strategies
initiated in mid-life. Where problems become apparent in people who dready are older, secondary
prevention can gtill contribute consderably to reducing the disabling effects of chronic illnesses.

3.3.1 Musculo-skeletal conditions

Reduced mohility has amgjor impact not only on the physica functioning of ageing women, but aso on
their capacity to maintain socid contact and hence their socia and mental well-being. Conditionswhich
affect mohility, such as arthritis, have mgor implications for quaity of life. However, because they do
not cause degth, their effects have been inadequately addressed in hedlth Satistics.

Musculoskeletd conditions reduce mohility across awide range of activities, and so, in turn, have amgor
impact on sdf-care. Invedting in strategies to reduce musculoskeleta problems would regp a number of
benefits including a generd increase in independence and well-being of ageing women and a significant
decrease in the cost of care and trestment.

For ageing women, even those who are older, exerciseis an important preventive activity againg dl maor
musculoskeletal conditions. Y et in developed countries, few older women exercise on aregular bass.
Lack of exercise and ingppropriate nutrition has led to an increase in the proportion of women who are
overweight or obese. For older women who have already devel oped problems, strategies focused on
rehabilitation, mobility, and other socia and economic factors are
needed. Ageing women need encouragement and confidence to participate in safe exercise and
recregtion. Pogtive gains from participation can effectively counter negative atitudes that creste barriers
to many older women's involvement in physicd activity. Women dso need information on how to
maintain gppropriate nutritiond intake and activity levels throughout their life.

In contragt, in developing countries, it is the excessive physicd demands on women throughout ther life
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course, including their later years, that most adversaly affect physica strength and mobility. Prolonged
heavy lifting, pulling and carrying loads lead to damage of the joints, particularly the vertebral column.

In addition, nutritiond deficiencies reduce the physical drength of women as they age.  Broad
development programmes are required to reduce the excessive demands for physical |abour made on
women throughout their lives.

3.3.2 Osteoporosis

Bone loss is a normal occurrence in both sexes after age 30, but it accelerates in women after the
menopause. Osteoporosis refers to excessive bone tissue loss. Unfortunately, no measures have yet
been established that provide reliable data on patterns of bone loss for more detailed population groups,
or to predict bone loss for an individuad woman as she ages. The causes of osteoporosis are ill
inadequately understood. Bone minerd loss is exacerbated by life-long lack of calcium in the diet,
smoking and excessive physicd activity causing prolonged amenorrhoea during earlier years.

Eighty per cent of those who have a hip fracture are women. The incidence of hip fractures among
women in countries such as the United States and the United Kingdom is double that for men®. On the
other hand, older women in Asian countries who have lower bone dendty gppear to have fewer fractures
than older women in some other countries.

Osgteoporosis can be a contributing factor in vertebra, ankle, wrist and hip fracture, but alone is not a
cause. While hip fracture is the most severe consequence of osteopoross, rates of fracture among older
women increase markedly only in advanced old age. Decreased bone density accounts for only part of
the increased risk of hip fracture among older women.

There are gaps in knowledge about the incidence of fractures in many regions, particularly those outsde
North America and Northern Europe. Only scant data are available from Ada, Latin America, Africa
and the Middle Eagt. Thelife long dietary intake of many older women in developing countries may have
been deficient in the components necessary to build and protect bones, and this combined with hard
physica labour throughout their lives, is more likely to damage than to protect their musculoskeleta
sysem.

Although preventive drategies are available for osteopoross, it is facing increasng medicalisation.
Because the loss of oestrogen at menopause is associated with reduced bone density, osteoporosisis
increasingly being defined as a hormone deficiency disease, a condition experienced only by women post-
menopausaly. This medicalisation owes much to the activities of commerdid interests®. By playing on
women's fears of ageing, manufacturers of hormones and (to alesser degree) cacium supplements have
succeeded in redefining osteoporosis as a symptom of menopause. This redefinition has been used to
judtify the routine use of hormone replacement therapy as a preventive measure despite its limitationsin
the prevention of osteoporosis at advanced ages™ .
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Many preventive strategies used for older women can dso be directed a younger women who il have
the opportunity to build and maintain strong bones. Such srategies include encourageing exercise and
adequate cacium intake, and smoking cessation programmes. A substantid body of evidence indicates
that regular exercise can reduce the risk of hip fractures by about half®. Stopping smoking is aso
important. A woman who stops smoking before the menopause will reduce her risk of subsequent
fracture by about a quarter™. Other Strategies particularly relevant for older women indude modification
of unsafe living environments, reduction in the high use of psychotropic drugs, and educating older women
about measures they can take to prevent fals.

3.3.3 Incontinence

While there are common causes of urinary incontinence among women of both developed and developing
countries, there are d o differences. In developing countries frequent childbirth, poor accessto facilities
for the repair of birth injuries, circumcision practices, and untrested urinary tract infections can dl lead
to urinary incontinence. Widespread problems of thiskind a younger agesin developing countries carry
over to high levels of incontinence among ageing women. While atention to the reproductive hedlth of
younger women will be the primary preventive solution for the future, secondary prevention is amgor
need for women who are ageing with these problems. The onset of incontinence with increasing ageis
akey predictor of loss of functiona independence, and can be one consequence of reduced mobility and
other impairments. At its most severe, incontinence can lead to inditutionalisation.

In developed countries, causes of urinary incontinence include lack of exercise, immobility, surgicd
intervention in childbirth and the use of specific drugs such as anti-hypertensves, diuretics, and
tranquillisers. When these are the causes, there is considerable scope for primary prevention.

Incontinence can have serious persona and socid consequences. It can cause anxiety, loss of sdf-
esteem, avoidance of sexud activity, and depresson. Through embarrassment, sufferers may avoid socid
contact and thus become socidly isolated. Many sufferers do not seek help because they are too
embarrassed to tak about it. Asaway of overcoming this barrier, the hedlth care professonas most
usefully involved at this stage are community nurses, sdf-help groups are dso useful.

Ancther factor that inhibits many ageing women from seeking help is their rductant but misnformed
acceptance thet little can be done about incontinence. As bladder control problems are not an inevitable
conseguence of ageing, an important aspect of any preventive strategy isto provide information to this
effect. Incontinence does not affect the mgority of ageing women, and arange of sdf-care drategies are
effective in manageing or correcting problems that do occur.
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Sdf-care, involving techniques such as bladder training and exercises to strengthen the pelvic muscles,
is one of three approaches that can be used to deal with urinary incontinence. The other two are
medication and surgery.

Given the reluctance of many women to tak about the problem, incorporation of information about
incontinence in programmes, such as those on exercise and nutrition, could prove effective. Accessto
hedth workerswho are specificaly trained to manage urinary incontinenceis aso required. In developing
countries especidly, education about prevention of incontinence in later years needs to be included in the
training of primary heglth care workers who deliver other community-based hedlth programmes such as
fertility control and maternd hedth.

3.3.4 Multiple conditions, minor conditions, and sensory impairment

Many ageing women experience a number of chronic conditions, including sensory imparments; these
may be minor conditions or occur in conjunction with one of the mgor conditions areedy discussed. The
effects of any one may not be severe, but their interaction can be sgnificant in terms of reduced
functioning, pain and anxiety about future hedth. Further, the ill-defined nature of many minor, chronic
conditions poses problems for diagnos's, trestment and research, dl of which tend to be oriented to
specific diseases. Their effects are often attributed to the ageing process, and as such are accepted by
ageing women as normdl.

An andyss of the compounding effects of multiple conditions has shown complex interactions, with
disability rising amost exponentialy as the number of chronic conditions increased®. Prevalence and the
disability impact of the 13 most common chronic conditions in the US were consdered. The pairs of
conditions which were most often encountered within the context of increased disability were
cerebrovascular disease combined with fractured hip, diabetes or osteopoross. Older women were
found to have highest impairment leves of dl groups consdered: vision impairment and vison disease
ranked among the most common conditions and had amarked effect on disability levels when combined
with other conditions.

One of the main vison diseases and the most important cause of blindness anong older women is
cataracts. Some 90% of people with cataracts live in developing countries and 60% of them are ederly;
in such countries unoperated cataract is a greeter cause of blindness and visud disability than trachoma
The most common form of cataract is age-rdated, and while there is no known effective prevention,
effective low technology procedures are available for restoring sight. More women than men become
blind from cataract, presumably due to a longer life expectancy. In many settings gaining access to
surgery ismore difficult for women than men and more effective srategies such as mobile eye camps are
needed in order to reach older women. Hearing loss and desfhessin old age d o affect negetively socid
interaction and menta hedlth.
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Reduction of the effects of any one of these conditions equdly reduces the impact of multiple conditions.
Many of these conditions are amenable to primary or secondary prevention, and early intervention can
help to avoid the negative consequences that can arise when several minor conditions go unattended.
Thekinds of physica and socid preventative srategies that goply to the mgor conditions which threaten
the hedlth of ageing women aso gpply to these conditions.

34 Mental Health

More than any other health problem of ageing women, mental health is conditioned by social and
cultural factors. The definition of mental illness as well as the conditions that affect mental health
are more varied than the diagnosis and causes of physical health problems. There are also strong
age and gender biases in perceptions and reporting of mental health. Studies in developed
countries consistently show that more older women than older men are diagnosed as having
mental health problems. There are divergent explanations for such a finding. It could reflect
greater stress and hardship experienced by ageing women, or it could be due to the stereotypes
held by the medical profession which influence their expectations and diagnosis.

The association between poverty and psychiatric illness has been well documented, and these
determinants are more likely to have adverse effects on ageing women than younger women or
men. While there is a common misconception that there are higher overall rates of mental
disorders among women than men, the prevalence of specific disorders differs for women and
men. Of the two most common mental health problems experienced by older women, depression
is amenable to supportive interventions but as there are no preventive measures against dementia,
both care of those affected and support for their carers are required. Because of this difference
in potential outcomes, and because depression and dementia can be confused, proper diagnosis
is essential, yet the passive presentation of depression especially, means it may be neglected in
ageing women. Such neglect has particular implications for older women needing care for reasons
other than depression which, if not actively addressed, can further reduce independence and
compound care requirements.

The discussion that follows focuses on depression and dementia as the major mental health
problems of ageing women, but anxiety disorders also need to be recognised as being common
among ageing women. These disorders can cause ageing women to limit their activities and
reduce their independence. Social and psychological therapies to address these problems can
restore the functions that have been adversely effected.

3.4.1 Depression

Depression can arise from the many stresses that women face asthey age. Because depression can dso
be associated with biochemica disorders, there is need for accurate diagnoss and trestment.  Although
the lifetime prevaence of any psychiatric disorder is higher for men, women are twice as likely to be
depressed®. It has been daimed that the higher prevalence of depressive illness among ageing women
may be somewhat exaggerated; while mild symptoms may be common, severeillnessis not frequent™.

Mild depression is associated with the |osses experienced at different times over the laer life course, the
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most common being widowhood. Widowhood commonly brings a change in living arrangements, and
it appearsthat control over choice is more important than the choice per se of living done or with others.

Community-based studies conducted in Brazil have indicated a consderably higher prevaence of
depresson among poorer older women living with amarried child (usudly a daughter) not by choice but
because lack of economic resources preclude continued independent living. These women were dso
more likely to indicate alack of a confidante and to report fewer socid contacts outside the household
than other women in the study®.

In developed countries medicaly-diagnosed depression is most often trested with psychotropic drugs
such as tranquillisers, deeping pills and antidepressants; the use of these drugs in ederly women is
consderably greater than in derly men. This medica solution to what is often a socid problem can
actudly cause grester problems than it solves, since drug treatment itsdf is not without risk, nor does
medication address the underlying causes of depressior’. Depression can be dleviated through socia
intervention and other aternatives, and it gppears that many women who experience mild forms of
depression turn to these forms of support. When the socid causes are recognised, approaches based
on pogitive socid interactions can be sought. Thereis aneed to formalise more sdlf-help approaches,
including support groups, in primary care.

3.4.2 Dementia

The prevalence of dementia rises steeply with age, from less than 3% for the population aged 65 to 70
yearsto over 25% at age 85 and over. Thisgradient is remarkably constant in a number of developed
countries when comparable case definition has been used®, dthough socid responses to dementia differ
widdy. Women are more likely to suffer from dementia because of their greater longevity, but there is
no clear evidence of greater risk compared to men at equivalent ages. The dementias are mgjor causes
of admission to resdentia care in developed countries, and this likelihood isincreased for older women
who lack family support. Thereisasyet no religble data on dementia prevaence in developing countries
and culturaly relevant instruments need to be developed in this respect.

Caring for a person with dementia places enormous demands on the carer, frequently for years. Most
of those caring for people with dementia are ageing women, either spouses or adult daughters. Gaining
recognition and securing support for carers has been one of the main efforts of Alzheimer's Disease
International, which is now established in a number of developing as well as developed countries. In
addition to offering self-help approaches, such organizations have successfully lobbied governmentsin
countries as diverse as Mexico and Audtrdia. Support for carers is one of seven key components of
Austrdias Nationa Action Plan for Dementia Care launched in 1992%,

The volume of research into dementia has grown exponentidly in recent years, but no causes have yet
been identified or trestments established. Most research has been undertaken in developed countries,
and while projections of dementia have been based on population projections, no cohort studies have
been made to establish whether there is any evidence of changing prevaence in successve cohorts.
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3.5 Different problems - common solutions

It is gpparent that there are common factors contributing to each of the conditions affecting the hedlth of
ageing women. It follows that broad-based strategies which address these common causes will have far
more widespread and beneficial outcomes than specific disease-focused strategies. For example, the
adverse effects of smoking, poor nutrition and poor physica condition (the latter due elther to lack of
exercise or the damageing effects of excessvely arduous physica Iabour) have been repeatedly identified
as causes of the mgor hedth problems reviewed above. Preventive population strategiesin these fidlds
would achieve positive outcomes in severd problem areas Smultaneoudy. In addition thereis an urgent
need to provide more information to older women about norma ageing, and about primary hedth care
and sdlf-care approaches to problemsthat do arise. Information that is ble and acceptableisthe
bads of hedth promotion and prevention strategies and will be best developed by involving older women
directly.

Another broad-based strategy isthe training of primary health care workers who can respond to older
womerts hedth care needs. With badc training, ageing women themsdves can dso take on many
education roles, leading self-help groups and advocating on behdf of ageing women.

Careful congderation should aso be given to the risk of over-medicaisation of hedlth problems of ageing
women, exposing them to unnecessary, ingppropriate, and codly interventions. Preventive Srategies can
provide a strong counter to this development, including avoidance of an ingppropriate use of drugs as
noted in severd of the problem areas.

Finaly there is a need to strengthen and support non-governmenta organizations active in the area of
women's hedth, in particular, encourageing close links with exigting family hedth services and materna
and child hedlth programmes.

The mgor hedth problems of older women world-wide stem from non-communicable diseases. Primary
and secondary prevention drategies offer severa advantages in addressing these health problems because

they:

C givewomen the opportunity to avoid many hedth problems that might otherwise arise asthey age, and
to be involved in manageing the problems they do experience;

C providealow cog, populaion-wide means of reducing the prevaence of sckness and disghility inthe
future

C present an gpproach to hedlth that ageing women can identify with and participate in, whether at an
individua, community, or wider policy leve.

The mog feasble and vaid gpproach to prevention in both developed and deve oping countriesis through
primary hedth care.
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Strategies to address the identified hedlth priorities of ageing women from severd perspectives include:

C afocus on prevention of mgor avoidable hedth problems of ageing women by recognising that:

Y

Y

heart disease and stroke are priorities for ageing women as much as for ageing men,

smoking is as much an issue for future cohorts of older women as current cohorts, and concerns
equaly developing and developed countries,

cervicd and breast cancer are even more important problems for older women than younger
women;

non-communicable diseases are the mgjor causes of ill-health among ageing women everywhere;
and

communicable diseases are a continuing threet to the hedth of ageing women in developing
countries.

C the encouragement of broad-based preventive programmes that will smultaneoudy address severa
priority hedth areas by:

Y developing disease prevention and health promotion strategies for non-communicable diseases

(heart disease and droke in particular) by supporting nutrition programmes and encourageing
better phydcd fithess as part of hedthy ageing. In developing countries this means reducing the
adverse effects of hard physical [abour, and in developed countries, promoting exercise and
making available information on other sdf-care activities;

Y dressing the hedth benefits over the life course of not smoking; encourageing anti-smoking

programmes targeted a younger women and giving more attention to smoking cessation and
other prevention programmes among ageing women. Thiswill require support to hat the spreed
of the tobacco-related epidemics in developing countries and to introduce comprehensve
legidation controlling cigarette smoking;

ensuring that population programmes for the early detection of cervical cancer cover post
menopausal women, and that breast cancer screening programs are directed to post menopausa
women, with no upper age limits imposed.

C theuse of hedth promotion to counter the over-medicdisation of hedth care for ageing women, by
providing women with information on norma ageing and sdf-care gpproaches to maintaining hedth;

C thetraining of rdevant primary hedth care workers to enable them to respond to the hedth care needs
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of ageing women, and to train older women themsdves to promote sdf-care;

C the use of the WHO Ageing and Hedth Programme as a vehicle for consolidating and exchanging
information on modd initiatives taken so far so that smdl initiatives become sysem wide, and the
incluson of expertsin the heath of older women on relevant committees and working groups,

C the Ageing and Hedth Programme working with WHO Regiond Offices and older women's
organizations a nationd levd to identify best practicein loca programmes and to develop packages
of locdly relevant resource materids to advance the drategies proposed by the WHO Global
Commisson;

C undertaking critica appraisds of exiging protocols and guideines for population screening
programmes of relevance to ageing women to ensure they are based on sound epidemiologica
evidence, and promote cogt-effective agpproaches to prevention.

4 DETERMINANTS OF OLDER WOMEN'S HEALTH

In common with any other population group, the major health problems of ageing women are
readily seen to stem from economic, social, cultural and political factors, as well as biological
factors. This section will focus on major economic, social, political and cultural determinants of
health of specific relevance to ageing women, as depicted in Figure 4.1.

While these factors are common to developed and developing countries, there are substantial
variations in the scale and spread of their effects across the population of ageing women. The
differentials in health status of women compared to men, and older people compared to younger
people are attributable to multiple disadvantages. For many women, the effects of these
disadvantages are felt throughout their whole life, and the health status of ageing women reflects
the compounding effects of these age and gender differences. Girls' nutrition, for example, will
have long-term effects on bone strength, as reproductive health and sexually-transmitted diseases
will affect the likelihood of cancers of the reproductive organs.
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Figure 4.1
Soclal determinants of health

ECQNOMIC ) ( POLITICAL
income

food & nutrition enfranchisement

dvocac
work environment a y
water & sanitation participation

Health of
aging women

SOCIAL CULTURAL
literacy & education attitudes to aging

caregiving attitudes to women

widowhood self-asteem

While admitting the negative lifelong effects these factors have on the health of some ageing
women, it has to be recognised that there are many older women in good health. Positive
economic, social, cultural, political and environmental circumstances have contributed to good
health for these women, just as negative circumstances have resulted in poor health for others.

The aim of reviewing the economic, social, cultural and political determinants of health of ageing
women is to identify correlates of both positive and negative outcomes as a basis for improving
and maintaining the health of women as they age. It is also recognised that much of the health
of older women reflects the circumstances of their earlier lives, and that particular groups of older
women will have special needs. The papers on adolescent health and women's health prepared
for the WHO Global Commission on women=s health set the scene for the discussion of
determinants of healthy ageing for women, and improvements in the health of ageing women can
be taken as signifying improvements in the health of women at all stages of their life.
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41 Economic determinants

4.1.1 Adequateincome

Poverty in old age often reflects poorer economic gtatus earlier in life; many older women exist in
conditions of reative if not absolute economic poverty, unable to meet minima needsin many areas such
as nutrition and shdlter®. Even in developed countries, many older women lack independent economic
security; retirement income is almost aways lower for women than it isfor men.

Socia security systems have been, and till are to alarge extent, based on three key assumptions: that
children are not born out of wedlock; that marriages |last forever and that the socidly desirable role of a
woman isthat of housewife and mother, without paid work, and dependent on her husband. The socid
security systemsin the United States and the United Kingdom, for example, while redigtributive to women
as agroup, tend to treat women as dependents of their husbands rather than individuals who make a
worthwhile contribution in their own right. Societies have changed. There isamuch greater diversty and
volatility of marriage arrangements, grester participation by women in the paid work force, and a greater
emphasis on individua independence within marriage. Figure 4.2 shows the extent to which the socid
security sysemsin different countries are successtul in ensuring afair and adequate retirement income for
al women, epecidly those living done.

Health care for older people is usually financed in tandem with social security systems. Current
transformations and the radical reshaping of some health systems suggest a move away from
universal health care provision in favour of various "safety nets" in health and social welfare
sectors. The negative impact of reductions in benefits, tighter eligibility criteria, increased charges
for health care and reduction in the access to health services will be felt mainly by ageing women.

The insecurity of social Asecurity@ for ageing women is especially evident in Eastern Europe.
Notwithstanding high levels of participation in the paid workforce at earlier ages, the level of
benefits available on reaching retirement age has generally been low, and recent economic changes
have further reduced purchasing power. The loss of men in the Second World War also means
that many of these women did not marry and so are not able to call on family support but have
to rely on whatever public support is forthcoming.
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While most elderly women in industrialised countries receive some sort of social insurance or
occupational benefit, very few elderly women in developing countries receive pensions. Where
pension schemes exist in developing countries, they are almost entirely limited to public sector
employees, the great majority of whom are men. The prospect of wider systems developing in
the future is extremely limited. In the absence of publicly-funded social security schemes, ageing
women in developing countries must rely on the family which becomes the main source of
security and shelter.

The great majority of ageing women lack the means to pay for even basic health care. Using part
of their limited income to meet the cost of health care would exacerbate the deprivations that
contribute to their poor health. As shown in Box 4, lack of financial autonomy and reliance on
children places older women in rural areas in particular, in a dependent position.

BOX 4:

21.5 million elderly widows in China

China will experience a fast ageing process because of the official one child per family policy established
in 1979, which has rapidly lowered the total fertility rate'. Two thirds of women 65 years and over are
widowed (an estimated 21.5 million in 1990); 80% of these widows in villages and 40% in cities depend
on the support of their children. Only one woman in 10 aged 60 years and over can read or write; this
potentially raises intergenerational conflict when younger age groups have had greater educational
possibilities™.
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Increasing urbanisation contributes to deteriorating living conditions for ageing women, both those
who have been left behind in rural areas to face increasing responsibility for cultivation of crops,
and those who migrate to urban areas only to find traditional roles and reciprocal support no
longer available to them. For most of those who remain in rural areas, health services are scarce,
while in urban areas, doctors and medically-orientated services make little provision for migrant
women from rural areas to share their traditional knowledge and experience. At the same time,
the increasing number of younger women living in cities is creating future cohorts of ageing
women in urban settings who will have different needs.

International labour and social security organizations have longstanding interests in retirement
incomes, and are taking an increasing interest in issues of gender equity. The ways in which
social services such as health care and housing relate to employment opportunities and working
conditions are also being addressed. It is through liaison with these agencies that issues of health
of ageing women can be taken up in an intersectoral framework.

4.1.2 Adequate basic resources: food and nutrition

In developing countries, the nutritiona deficiency of the generd population is even more pronounced in
ageing women. Famine, war and migration disrupt food didtribution for everyone. But even under normal
circumstances, poor nutrition is exacerbated by such problems as bad teeth, food of low nutritious qudity,
and chronic digestive disturbances including paragitic infections. The hedth of ageing women in these
countries reflects the cumulative effects of these problems. For example, years of child bearing and
sacrificing her own nutrition for thet of her family often leads to chronic anaemia

The nutritiona problems of poor rurd women have common rootsin many countries and regions. Ina
vaiety of different settings the same themes emerge: in poor households and communities, women work
harder than men but eet less, and men contribute less to family prosperity, hedth and well being dthough
they earn more. The high cost to women of a heavy workload, combined with insufficient nutrition, is
reflected in poor hedth and lack of well-being in old age. Particular manifetations are injuries to necks
and backs from carrying heavy loads (Box 5).

BOX 5: Hard labour

In the remote Himalayan villages 600 kilometres north of New Delhi, women walk an average of 10
kilometres three days out of four, for an average of seven hours at a time. They bring back about 25 kilos
of wood with each load. All women, young and old and even pregnant, participate in this activity. When
the men in one small village wanted to sell off the nearby community forest to the government to turn it
into a farm for seed potatoes, the women protested. If the forest had been cut down, the women would have
had to spend several more hours every day to fetch the family's daily requirement of food and fuel®.
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Behind most food security policies lies the assumption that once a household obtains sufficient
food, all its individual members will be adequately nourished. However, improving a household's
access to food does not guarantee that the older women in the family will receive sufficient food.
Some development initiatives ignore women, some fail to recognise their particular problems, and
some even worsen their situation.

In developed countries malnutrition is usually restricted to the poor and underprivileged and is
often manifested as over-nutrition through diets rich in carbohydrates and fat. Some nutritional
problems in ageing women are a consequence of lifelong habits and others are imposed by
poverty, often compounded by social circumstances such as living alone.

Finally, in situations of conflict, older women may be at even greater risk of not receiving
adequate food, as reported in a recent survey in Bosnia Herzegovina®.

4.1.3 Adequate living environments: water, sanitation and shelter

Another determinant of hedth is an adequate living environment, especidly access to safe water and
sanitation. In rural areas of developing countries less than two-thirds of the population have access to
safe water; lessthan haf have access to sanitation. For example, only 10-15% of peoplein rurd areas
of the Lao People's Democratic Republic have access to a safe, sustainable water supply and asfew as
1-2% have access to properly congtructed latrines. Overdl figures of this kind can emphasize the plight
of many ageing women who have been left in smdl villages when younger people move to urban aress.

Lack of safe drinking water affects women more than men in terms of their hedlth. Because of the
gender-based divison of [abour (particularly domestic chores), women are more frequently in contact
with polluted water and therefore at greater risk of infection from this source. Regular carrying of heavy
loads may aggravate musculo-skeleta problems, prolapse of the uterus and acute malnutrition. In
Indonesia, for example, the most frequently reported physica disability affecting ageing women is caused
by fetching weter.

While educating women about safe water management practices has apart to play, its effectiveness will
be limited unless there are dso changes in heavy agriculturd responghilities and the risk of infection from
contaminated water in the fields. The provision of piped water is one such change thet dleviates other
problems. Other environmenta hazardsthat threaten the hedlth of older women include lifelong exposure
to agricultura pesticides and indoor ar pollution from smoky kitchens.
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4.2 Social determinants

Three socid determinants have sgnificant effects on the hedlth of ageing women. Thefirdt, education and
literacy, is part of earlier life experience. The second and third are mgjor and widdy-experienced events
that occur in the later life course: the likelihood of caring for a disabled spouse or reative; and
widowhood. These experiences can be regarded as normd insofar as there are socid and culturd norms
that govern roles and expectations. These events can have both positive and negative impacts on hedth,
and theindividua experiences of older women vary widdy even within the same society. Other events
that may occur in later life, such as violence and abuse, can be seen as abnormd and can only have
negetive effects on the hedth of ageing women. Fear of these events aswel as actud experience can add
to their vulnerability. The diverdty of experience of ageing women, and their genera disadvantage
compared to ageing men with regard to literacy and widowhood, are seenin Table 4.1.

The current cohort of older women includes women born in the 1890s and those born in the 1930s. This
very wide age range presents cong derable contrasts not only in education and occupationa opportunities,
but dso in socid experiences and mgor life events. The next century's ageing women were born post-
World War 1l. Their expectations about their future life will be different from current cohorts of older
women. The hedlth status of current cohorts of older women reflects socid conditions many years ago,
wheress the hedlth of future ageing cohorts will reflect recent, current and future social and economic
conditions. It isnot easy to predict the future health effects of these factors.

4.2.1 Literacy and education

Education is one of the more readily modifiable socid determinants of hedth. The reationship between
education and hedth iswell established, with higher educationd leves being associated with good hedlth.

People with greater education consistently show less disability and better chances of recovery after
illness

Levds of literacy and education among current cohorts of ageing women are low in many developing
countries. Improvements in education of girls will result in better educated future cohorts. Achieving
badic literacy for ageing women is a prerequisite to promoting their participation in increasingly literate
societies. Jugt as education of younger women has been a centrd factor in improving maternd and child
hedlth, s0 increased literacy for older women can be expected to bring hedlth improvements for them.

If attention is not given to literacy, older women will be even further margindised. In developed countries,
the high levd of involvement of older women in continuing education indicates their desire to "catch up”
on missed opportunities. The current shiftsin work force participation of young and mid-aged women,
together with their improved education and work experience, will create a potentidly large group of
ageing women in the future who will wish to be involved not only in the work force but in other agpects
of public life, in both the formd and informa sectors.
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Table4.1: Illiteracy and widowhood among ageing women and men (60+ year 9)**

Country % illiterate % widowed
Women Men Women Men

SQub-Saharan Africa

Mozambique 99 86 55 19
Burkina Faso 99 94 50 8
South Africa 37 4 48 10
India 92 65 64 19
China 95 61 58 27
Other Asia and Idlands

Bangladesh 96 70 66 8
Philippines 51 42 41 15
Thaland 70 34 53 17
Korea 71 32 64 13
Middle Eastern Crescent

Egypt 95 77 60 12
Turkey 85 50 50 15
Latin America

Brazil 56 44 47 12
Mexico 45 33 38 12
Argentina 14 11 44 13
Former Socialist Economies of Europe

Romania u u 50 16
Poland 5 3 52 14
Hungary 3 1 52 16
Established Market Economies

United States 7 9 26 6
Spain 22 9 42 14
Audrdia u u 43 12
France u u 45 13
Japan u u 49 12

Note: u = literacy reported as universal
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4.2.2 Ageing women as caregivers

WHO has recognised the importance of informa caregiving in both developed and developing countries.
Sincein indudridised countries the age range above 60 spans more than ageneration, it contains a great
variely of life sylesand living arangements. A driking festure is the proportion of older women who are
carers. Support within the family largdy rests on the spouse; ageing women are more likely to care for
their older hushands than the reverse. When a spouse is unavailable, it is largely women (usualy adult
daughters and daughters-in-law) who fill thisrole; many of these women are themsdves aged 50 years
and over, caring for parents (usudly mothers) who arein their late 70s or 80s. Ageing women aso act
as caregivers for disabled adult children and for younger children; acasein point hereis AIDS, where
grandmoathers are increasingly assuming the role of caregiver asshown in Box 6. "Family caré' generdly
means care provided by women. Conversdy, in developed countries, it isthe relative absence of family
support for older women that underliesther greater use of residentid care.

Providing assstance for caregivers is gppropriate, and regular relief from caregiving responghilities is
essential. Caregiving women need options. While there are many positive aspects to the caring role, a
growing literature has documented the adverse emotiona and physica effects of caring for a disabled
older adult over extended periods. Severely disabled people now live for many years, even decades.
The vaue placed on the role of wife or daughter as the primary caregiver is such that providing them with
support may be more gppropriate than relieving them of caregiving. The sodid vaue placed on caregiving
is a potent force shaping the nature of assstance provided, and public recognition of this vaue is
fundamenta to the provison of public funds to support carers.

BOX 6: AIDS: the grandmothers’ burden in an African community; a

statement from HelpAge International

""The continuing burden of AIDS may well fall most heavily upon the grandmothers in certain developing
countries. This assertion is probably contrary to most received knowledge on AIDS. In a family situation
where both parents and some of the children are dying of AIDS, the surviving responsible person is likely
to be the grandmother who is likely to be the most active, fit and competent person to manage the family
affairs .... In a society where there are no adequate medical, hospice or counselling facilities, the
grandmother is required over a long terminal period to nurse patients suffering from a disease which is
unfamiliar, or even still unknown within the local culture. It is a disease which is dangerous to the
uninitiated grandmother-nurse herself. It is a disease for which local traditional remedies have no
application and no effect. It is a disease for which the grandmother may have no access to prognosis or
advice on palliative treatment and preventive action.

In addition to the nursing responsibility, the grandmother will have the domestic care and the preventive
health responsibilities for the surviving infants. More than that, it is likely that the family sources of
income and the family's ability to produce or procure food supplies will have been cut off. The
grandmother will have to become the wage earner or food producer.™*.
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The entry of more women into the paid work force in developed countries has often been seen
to be eroding the availability of family caregivers. The scale of this trend is limited by the low
degree of participation of women over 50 in the paid work force, although younger working
women caring for elderly relatives are a small but special minority of carers. The rapidly
industrialising countries of Asia are currently undergoing major transformations in women's work
force participation. The impact on intergenerational relationships, and the extent to which benefits
of development are shared across generations, are not yet apparent. Rather than overstating the
impact of increased work force participation on the availability of carers, it is more important that
a range of options be developed to enable women to choose the balance of work and caring
responsibilities that best meets their particular circumstances.

4.2.3 Widowhood

Ageing women everywhere are far more likely to be widowed than older men, but some countries have
greater numbers of widowed women than others. The marked differences in the proportion of men and
women over age 60 who are widowed in developing countries is due as much to high remarriage rates
of men asto women's better life expectancy, which is the main factor in developed countries.

Although socid norms that sanction men remarrying, or marrying younger women make widowhood far
lesslikely for men, most women can expect widowhood to be part of their normd adult life. However
few older women are prepared for thisrole. Socia norms of widowhood generaly mean redtrictions of
independence, as widowhood triggers a series of adjustmentsincluding changesin living arrangements
and financid security aswdl in persond relationships affecting companionship and intimacy. The greet
mgority of older women in developed countries cope with these adjustments without any ill effects on
their hedlth, but for asmal minority there are sgnificant consequences for menta hedlth.

The vast mgority of ageing women in devel oping countries live in extended family households, as much
by necessity as by choice. In addition to urbanisation which can leave widows isolated in rurd aress,
growing mega-cities are giving rise to ever expanding urban dums, where often thereis alack of support
from the extended family. Even when the widow has access to family support and the opportunity to
contribute to the household in practical ways, this Stuation can result in dependency on the younger family
members. In some countries, as shown in Box 7, widowhood practices pose ared threet to the hedth
and well-being of these widows.

The situation of widows in developed countries presents a different picture of economic resources
and dependency. While it is a degree of independence that enables widows to live alone, living
alone may also make them more vulnerable to isolation, a vulnerability that is compounded if
health declines.
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BOX 7: Widowhood practices in Nigeria

In Nigeria, family law permits certain widowhood practices which discriminate against women, particularly
women married according to customary rather than statutory law. Some of the negative practices derive

from the belief that "the beauty of a woman is her husband". At his death, she is seen as unclean and
impure, and the customs she must observe in the weeks following her husband's death can undermine her
health. If she has no adult male children, she may be ejected from her husband's house as both it and his
land will have been inherited by his oldest brother. In most cases, the husband's kin do not provide the
widow with any economic support, particularly if she will not accept the status of additional wife to one
of her husband's brothers.

In a study in Imo State, Nigeria, interviews and discussions were held with traditional rulers, leaders of
women's organizations and widows. Five factors impacting on the health and economic status of widows
were identified: long period of incarceration during mourning, obligatory poor standard of hygiene,
deprivation of the husband's property and maltreatment by his relatives, enforced persistent wailin?, and
the practice of demanding that a widow sit in the same room with her husband's body until burial®.

Independent relationships with adult children and younger generations provide great support to
widows, but dependence on children can cause a conflict of cultural and intergenerational values. As

values change, ageing women are in an increasingly vulnerable social position. "*To be old, used to

be the best part of life". This statement from a Kenyan woman refers to a time when older women
were respected for their great age and wisdom and played important roles in society as judges,
teachers, and community leaders. Ageing women in many such cultures no longer automatically have
a central role in the community and the spread of western education and values has diminished the
respect previously given to the traditional knowledge possessed by older people.

4.3 Political determinants

Women have traditionally been dependent on men as decison-makers to address their needs, including hedth
nesds This subservience has resulted in alack of atention to their needs which differ from those of men. The
entry of women into palitica life has the potentid to reverse this historic neglect.

4.3.1 Participation and protection of citizenship

The growing participation of women in palitica life is seen in their enfranchisement and mobilisation for action,
including action on hedth.

Women have only recently had accessto political power and progress has been uneven over time and between
countries. New Zedand was the firg country to grant women the franchise (in 1893), yet the first woman was
not elected to Parliament until 40 years later and it took 100 years before a woman was elected |leader of a
politica party. Women in many countries, including France, Japan, Ity and Hungary, did not gain the vote
until after the Second World War. In South Africa, many older women voted for thar firg timein thar lives
in 1994. Women are till not fully enfranchised in some developing countries.
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The greater participation of women in the public life of many nationsis partly the result of the politicd
mohilisation of women through the internationa women's movement of the lagt 25 years, 1995 isthe end
of the United Nations designated second Internationa Decade for Women.

"The pioneers of the second wave of feminism are advancing into middle age or beyond.
In fact the whole postwar baby-boom generation is moving into midlife, which means that
thiswill be an age group to reckon with in every sense of the word." *®

The rights and protection usudly afforded by citizenship are threatened in Situations of political conflict,
when the role of the State and legal system bresk down. They are logt dtogether to refugees. Women
are more likely to be the victims of these circumstances. Theloss of life in conflict aso robs many older
women of the support of their spouses and children that they could normaly have expected in old age.
The impacts of war on older people that have been reported in former Y ugodavia™ are experienced in
many other parts of the world.

4.3.2 Health advocacy

There are dready Sgnsthat a politicised cohort of older women is emerging, and that hedth is one of the
magjor causes behind the politica mohilisation of ageing women. Increasing numbers of ageing women
hold pogitions in which they can voice their interestsin the decison-making process. There will be more
advocates for ageing women's hedth and needs in the future.

An example of advocacy for ageing women is the Boston Women's Hedlthbook Collective which
published the firgt self-help hedth manud for women in 1971. This became a landmark in efforts to
disseminate and reinterpret issues that medica knowledge had rarefied. The manua had a resounding
impact and the Collective became akey promoter of the women's self-help movement in many diverse
countries induding Puerto Rico and Mexico®™. Members of the Collective, themsdves in mid-life,
supported the publication of abook for older women Ourselves, Growing Older®”. This book, which
sold more than 100,000 copiesin seven years, was written by women aged from 40 to over 90. Those
who carried out this project are dso involved in initiaives to educate ageing women and their hedth care
providers about a variety of hedth issues, for example, urinary incontinence.

In both developed and devel oping countries, positive examples of health advocacy can be found in non-
government organizations and informa groups, many of which are highly developed and provide strong
leedership. Empowering and mohilisng women around the issues of hedth and ageing isa centrd Srategy
for action. The collective nature of such action itsdf provides a Sgnificant opportunity for participation.

It 0 helps women to know the vaue of anti-discrimination legidation asatool for equdity. Evenwhere
such legidation exigts, however, thereis aneed to ensure that principles are put into practice and thet de
jure rights are not smply taken as meaning theat de facto rights operate.
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4.4 Cultural determinants

How women experience ageing and their hedth status as they age will be profoundly influenced by the
culturd context in which thisoccurs. Attitudes of others towards older women, attitudes of ageing women
towards themsdves and attitudes towards menopause and ageing in women al influence expectations of
hedthinlaer years. Fogtering postive attitudes to ageing women is critical to maintaining positive public
policies.

4.41 Attitudes towards older

The gtatus accorded to older women varies tremendoudy in different cultures. In pre-industrial societies,
datus was sometimes high with opportunities to gain prestige and authority with age; such opportunities
to gan empowerment with age have usudly diminished with modernisation and development®.
Nevertheless, recent work of the European Commission reports positive attitudes to older peoplein a
number of northern European countries where older people have achieved independent and active roles
in pogt-indudtrid society. In southern European countries however, there was recognition that while the
traditional status of the elderly has been lost, no new positive roles have yet emerged®”.

Women experience discrimination on the bad's of age earlier than men. Age discrimination compounds
the disadvantages of gender discrimination. WWomen are considered old a an earlier age than men.
Further, they are percelved as week, dependent, vulnerable, and lacking in femininity and sexudity. Such
negative images contribute to rendering older women invisble and negate their sgnificant diversity and
resourcefulness. Such low gatus of ageing women is not inevitable.

As shown in Box 9, in many societies pogitive roles are available for women as they grow older, which

may involve the accumulation of satus and authority. These roles include mother-in-law, grandmother,

keeper of the lineage, leader in rdigion and ritua, magter craftswoman, councillor and politica leader.
Many older women aso enjoy grester freedom in movement and persona behaviour®.
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BOX 9: Maori women: honour with age

Maori, the indigenous people of New Zealand, offer different definitions as to when a Maori woman

becomes a kuia (the term to denote respect accorded to an older woman). Being a grandmother is seen as
one qualification, yet many Maori women reach this status before their 40th birthday. Another definition
(probably the most widely accepted) concerns that stage in her life cycle when a woman passes menopause

and is no longer of childbearing years. A third perspective of being a kuia is the role itself. The title is
given in association with acceptance of any mantle of leadership.

"The honour is usually received humbly and not without some reluctance, not only because it
is a public admission of being old, but because of the responsibility that the role carries: a keeper of
tribal lore, arbiter of disputes, source of wisdom and the link with the past all rolled into one. She is the
personification of the tribe§*

Even today, in rapidly changing times, the role of the kuia has been maintained as a profound expression
of traditional Maori values and customary practice®.

4.4.2 Attitudes of older women towards themselves: self

The relaionships between ageing, hedlth and sdlf esteem are multi-faceted. Sdf esteem reflects a sense of df
worth and being vaued by others. Just as saif esteen can contribute to both menta and physica hedth, which
in turn enhance sdf esteem, lack of sAf esteem can affect hedth adversdy, particularly mental hedth.
Traumatic events earlier in awoman'slife are especidly likely to have a negative effect on the establishment
of her identity and salf confidence, with long lasting effects. In extreme cases, these events can indlude sexua
violence and bodily mutilation, but many other lesser events can dso lower saf esteem.

In some developed countries, ageing women face a difficult choice of ether ceding to fashionable trends by
trying to remain Aforever youngl, or accepting the stereotyped and circumscribed roles assigned to older
women. Y et the roles of grandmother, carer or widow can bring new vaue and meaning to the lives of older
women asthelr relationships with family and close associates are restructured. Where widowhood and other
changes in extended family relationships involve losses, contact with peersislikely to be epecidly important
in giving ageing women avaued role in tharr immediate soad group. 1n establishing new socid normsfor the
trangitions of later life, peer support can reduce socid isolation and depression, and the over-medicaisation
that otherwise frequently accompanies these events in devel oped countries.

In developing countries where the breskdown of extended family relationships has eroded the status once
accorded to older women in traditiona society, peer support islikely to play an increasingly important part
of the lives of ageing women. The baance of creating new roles and maintaining traditiona rolesin rgpidly
changing societiesisamajor task that ageing women themselves are best placed to undertake. Initiatives that
will strengthen the cgpacity of these women to advocate and act on their own behdf become the mgor means
of overcoming the barriers posed by low sdf esteem and lack of persond resources, including illiteracy.
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Indl countries, fostering pogtive attitudes to their own ageing among older women and enhancing their
sdf esteem are keys to them controlling their lives and maintaining socid participation. The benefitsto
menta and physicd hedth that flow from this in turn engble continuing persond development and
involvement in the wider society. The popular media in al societies have a mgor part to play in
presenting the achievements and appearance of ageing women in ways that are positive and accurate
rather than sustaining negative and unredistic stereotypes.

Findly, older women are frequently the guardians of religious and spiritud culture, and these values
become more important to many women asthey age. Respect for older members of society is often part
of these values, and older women can play asgnificant role in presarving these mores and tranamitting
them to other generations.

45 Better lives - better health

The multi-dimensiond determinants of hedth of older women mean that any drategies to improve and
maintain hedth must be equaly broad based. Multisectord action is required not only to address the
disadvantaged status of many ageing women, but aso to recognise and support their continuing
contribution, taking into account changing socid Stuationsin both developed and developing countries.

Severd drategies can be proposed to address underlying determinants of the hedlth of ageing women.
These drategies concern policy development to improve the well-being of ageing women and advocacy
to foster their participation in decison-making and saf-help activities, including support for carers.

Strategies proposed to these ends are:

C the adoption of a life course perspective on hedth, which recognises that the most powerful
determinants of the hedth of ageing women (living conditions and socid roles) are the same as
determine hedth a earlier stages of the life course;

C avallability of affordable primary hedth care, to ensure that ageing women are not denied access to
hedth care because of ther inability to pay. Given the very low incomes of ageing women in many
parts of the world, Srategies must focus on the provision of hedth care ether free or a low direct cost
to the consumer;

C extenson of badic literacy programmes to ageing women o that they may regp the same hedth
benefits from education as younger women and enhance their cgpacity for continued participation in
increasingly literate societies,

C recognition of the role of ageing women as caregivers and the provision of support for caregivers
as part of community-based primary hedlth care services,

C promotion of positive models of hedthy older women participating in al avenues of society;
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and sHf-hdp groups which enable ederly women to use their collective resources and strengthen older
women's networks,

C egablishment of conaultative mechaniams a nationd and locd leve to give older women avoicein the
development of policy and programmes for the hedth of ageing women and opportunities to advocate
on behdf of dl older women; and

C non-discrimination againg older womens access to hedlth care on the grounds of age or sex, through
enfranchisement and the development of legidation that protects their rights.

5 A FRAMEWORK AND STRATEGIES FOR ACTION
5C A Framework for Action
5.1C Role of the WHO Global Commission on Women's Health

The WHO Globa Commission on Women's Hedlth is idedly placed to reinforce the Organizatiorrs
advocacy for the adoption and implementation of effective Strategies to ensure that ageing women's hedlth
issues are firmly placed on nationd and international agendas.  This report to the Globa Commisson
might be used as the basis for such advocacy by providing guidance and motivation to Member States
and other internationa agencies. One meansto this end is the widespread dissemination of this report.

In addition, the Globad Commission on Women's Hedlth, by its very mandate, has an important role within
WHO to accderate the recognition of ageing women in the work of al WHO programmes. The Ageing
and Hedlth Programme is a vehicle to this end, and the WHO Fourth Internationa Conference on Hedlth
Promotion in 1997 and the Internationd Year of the Older Persons in 1999 provide key points for
advancing drategies and reporting progressin the short to medium term.

5.1C Health for all ageing women

The framework for improving hedth for al ageing women is the same as that for improving the hedth of
al members of society. This framework incorporates the principles of the Ottawa Charter and focuses
on grategies that address the determinants of hedlth a a population level rather than the consequences
of ill hedlth a an individud leve.

The Ottawa Charter caled for god-setting and development of action strategies to achieve WHO:s goa
of Health For All, with particular reference to equity, health promotion, reorientation of hedth services
to strengthen primary hedth care, community action and participation, hedthy public policy, intersectord
cooperation to develop supportive environments, and internationa cooperation. The initiatives lauched
by the Ottawa Charter have been furthered through a number of internationa conferences on hedth
promotion. The fourth such conferenceisto take placein Ddhi in 1997, with the theme Moving Hedlth
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Promoation into the 21t Century. Women's hedlth and ageing have been identified as two priority hedth
promotion issues to be addressed.

Based on projected outcomes of current demographic trends, strategies are proposed through which
Member States and organizations can teke action gppropriate to the needs of ageing women. In
implementing these strategies it must be remembered thet the diversity of the hedlth status of ageing
women meansit is not practicable to target narrow groups defined by age done. Rather, alife course
perspective is needed which looks to the cumulative hedth benefits that will accrue to ageing women
through the improvement of women's hedth a al ages. The improvement in the hedth of older women
will itsdf be an indicator of the extent to which this strategy has been successful.

5.1C WHO programmes and regional developments

The reactivation and reorientation of the WHO Ageing and Hedlth Programme presents a mgjor
opportunity tosharpen the focus on issues afecting the hedth of ageing women, and to further the
drategies proposed here. The Programme acts as acatay4 a three levels: within dl WHO programmes,
through WHO Regiond Offices, and through inter-agency initiatives, involving government and non-
government agencies.

The network of WHO Regiond Offices servesto transfer generd drategies to pecific regiond, nationa
and locd settings The Regiond Offices have aparticulaly critica part to play in identifying programmes
that offer models of good practice for promoting hedth of ageing women. Given that resources and
expertise are epecidly limited in developing countries, it is essentid that duplication of effort be
minimised. Mog initigtives for improving the hedlth of ageing women will ooccur within exising structures
and programmes, and Regiond Offices are well placed to facilitate exchange of information and sharing
of practica experience. The greet diversty of the latter offers afoundation for further initiatives with an
increased focus on ageing women.

By combining areview of past developments with information on modes of good practice, smple but
effective guiddines for enhancing the focus on hedth of ageing women in future planning and programmes
can be developed. Input from agencies concerned with women's hedlth can be sought in developing
these materids, which can in turn be made widdy available to other agencies. The Regiond drategy on
hedlth care of the dderly®® and the manua for primary hedlth care workers prepared by the WHO
Regiond Office for the Eastern Mediterranean provide modds of the kind

of guiddinesthat can be developed for ageing and hedth promotion, with specific strategies focused on
the specid needs of ageing women. Ancther example of widdy-applicable materid is the training manud
on quality hedlth care for the elderly produced by the Western Pecific Regiona Office™.

Ensuring that experts in women's hedth and ageing from al Regions are involved in WHO activities
related to ageing and health will be an important means of advancing the srategies proposed in this report,
both within the Organization and in interaction with other internationa, nationa and non-governmenta
agencies.
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5C Strategies for action

The action strategies proposed are in accord with the key components of the WHO Ageing and Hedlth
Programme, and the work of the Programme will in turn support their adoption and implementation by
Member States and other organizations.

5.2C Policy

Policy srategies are fundamentd in expressng a commitment to improving the hedlth of ageing women
and addressing the underlying determinants of hedlth. The policy strategies proposed are that:

C Member States undertake areview of nationa headth gods and targets to ensure that hedlth of ageing
women is fully addressed. Such reviews are best undertaken by adopting alife course perspective
which recognises that the most powerful determinants of the hedth of ageing women are the same
factors associated with living conditions and socid roles that determine health at earlier ages,

C Member States develop intersectora policy initigtives amed at reducing the differences in life
expectancy between the more and less privileged older women in each country. Such initiatives will
eventudly contibute to reduce life expectancy differences between older women in developed and
developing countries,

C Affordable primary hedth care be made avallable to ensure that older women are not denied access
to hedlth care because of ther inability to pay. Given the very low incomes of older women in many
parts of the world, Srategies must focus on the provison of hedth care @ther free or a low direct cost
to those who cannot afford full payment.

5.2.2 Programme development

Population-based hedth promotion strategies are the only feasible means of addressing the underlying
common causes of the mgor hedth problems that adversdy affect the hedlth of ageing women. Small
scae programmes have been established addressing these problems in some countries, and the coverage
of such approaches needs to be widened. Programme development will best be advanced through
drategies that:

C Focus attention on major preventable hedth problems of ageing women by recognising that:
Y heart disease and stroke are as much priorities for ageing women as for ageing men;

Y smoking isegudly anissuefor current and future cohorts of older women in developing countries
aswell as developed countries;
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Y

Y

older women are a greater risk of cervica cancer and breast cancer than younger women;

non-communicable diseases are the major cause of hedth problems for ageing women in al
countries,

communicable diseases continue to affect negatively the hedth of ageing women in developing
countries; such diseases, often experiencesd early in life, may lead to life-long disabilites further
aggravated by the ageing process.

C Deveop broad-based preventive gpproaches that Smultaneoudy address severd priority hedth aress

by:

Y

developing programmes to promote prevention of non-communicable diseases (heart disease and
groke in particular) such as nutrition programmes and encouragement of improved physica
fitness. In developed countries this means promoting gopropriate exercise, while in developing
countries it means reducing the adverse effects of hard physica labour;

dressing among younger women the benefits to health over the life course of not smoking and
giving more attention to ageing women in smoking cessation programmes. Globd effortsto halt
the spread of the tobacco-related epidemics in developing countries and to introduce
comprehensive legidation controlling the sdle of tobacco products ar important endeavoursin this

respect;

ensuring that population programmes for the early detection of cervicad cancer include post-
menopausa women, and that breast cancer screening programmes are directed to al post-
menopausa women (without any upper age limit).
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C Extend basic literacy to ageing women 0 they can benefit from hedth and other education
programmes and enhance their capacity for continued participation in increasingly literate societies,

C Recognise the role of ageing women as caregivers and proviside support for caregivers as part of
community-based primary hedth care services.

5.2.3 Advocacy

In order to advance the hedlth of ageing women, older women need to be empowered to participate in
the development and implementation of policies and programmes. Ways to equip them for this
participation include:

C Presentation in the popular media of postive models of hedthy older women participating fully in
society;
C Providing women with information on norma ageing and sdf-care in order to counter the trend to

over-medicdize hedth care of ageing women;

C Egablishment of consultative mechanisms at nationd and locd leve to give older women avoicein
the development of policy and programmes related to their hedth, and to creste opportunities for them
to advocate on behalf of other older women;

C Promotion of sdf-help groups that enable ederly women to use their collective resources and
strengthen older women's networks,

C Ensuring that older women are not discriminated againgt in access to hedlth care on the grounds of age
or seX, through enfranchisement and the development of legidation that protects ther rights;

C Incduding representatives with expertise in hedth of ageing women.on different WHO expert
Committees - such asthat of the Ageing and Hedlth Programme.

5.2.4 Information
Information is required a severd levels. for ageing women themsealves, for policy makers, and for those
who plan and develop hedlth care and services for older people. This can be provided in a number of

ways, e.g.:

C Dissamination of information on norma ageing (including facts about the menopauise and incontinence,
nutrition, mental health and physicd activity) showing the diversity of experience of hedthy ageing;
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C TheWHO Ageing and Hedth Programme provides the framework for consolidating and exchanging
information on moded initiatives taken s0 far, encourageing the involvement of older women's
organizations and other NGOs to deve op packages of localy reevant resource materids in agreement
with the Globa Commissorrs recommendation;

C Adoption of age and sex spedific life expectancies in conjunction with life expectancies & birth asbasic
indicators for monitoring changesin the later life course.

5.2.5 Training and Research

The reorientation of hedth servicesto focus on primary care can be advanced through Strategiesthat tran
relevant groups of primary health care workers to enable them to respond to the hedlth care needs of
ageing women, and training of older women themsalves to promote sdf care.

WHO can play aleading role in shgping the direction of research that will contribute to improving the
hedlth of ageing women. Suggested research drategies that can be pursued through the Ageing and
Hedth Programme include:

1 Promoetion of the involvement of older women in indicating research that addresses their concerns,

2 Deveopment of gppropriate and rdevant indicators of older women's hedth, involving both the critical
andysis of the current globa measures of hedth status from the perspective of older women, and
taking account of the way in which ageing women percelve their qudity of life and vaue their hedth;
ad

3 Criticd appraisd of exiging protocols and guiddines for population screening programmes of
relevance to the hedth of women to ensure they are redistic and based on sound epidemiological
evidence, thereby promoting cost-effective gpproaches to prevention.
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53 Global Framework - Local Action

In addition to the above drategies which are closaly linked to the Ageing and Health Programme, the
Globd Commisson on Women's Hedth is itsdf in a unique pogtion to take action to promote
internationa cooperation to advance the hedth of ageing women. Other WHO programmes such as
Human Resources for Hedth (HRH), Strengthening of Hedth Services (SHS), Epidemiologica
Surveillance and Hedlth Situation and Trend Assessment (HST), Intensified Cooperation with Countries
(1CO), Noncommunicable Diseases (NCD), and Mentd Hedlth (MNH) should be involved in promoting
these Srategies. Such action could be very influentia in strengthening political commitment to improving
the hedth of older women. To ensure that the work of the Globd Commisson has alaging impact, it is
proposed that:

C Thisreport be widdly disseminated at the Fourth World Conference on Women, to member states,
internationa organizations and non-governmenta organizations, particularly women's organizetions,
to raise awareness and recognition of older women's perspectivesin al hedlth policy and programmes,
and

C That a task force of the Globd Commisson on Women's Hedlth be reconvened in 1999, the
International Y ear of the Older Persons, to report on the progress that has been made in advancing
the hedlth of older women.
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