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Aging and health

People worldwide are living longer. By 2050, 80% of
all older people will live in low- and middle-income
countries.

The pace of population ageing around the world is also
increasing dramatically. France had almost 150 years
to adapt to a change from 10% to 20% in the propor-
tion of the population that was older than 60
years .However, places such as Brazil, China and
India will have slightly more than 20 years to make the
same adaptation.
While this shift in distribution of a country's population
towards older ages — known as population ageing -
started in high-income countries (for example in Japan
30% of the population are already over 60 years old), it
is now low- and middle-income countries that are ex-
periencing the greatest change. By the middle of the
century many countries for e.g. Chile, China, the Is-
lamic Republic of Iran and the Russian Federation will
have a similar proportion of older people to Japan.

A longer life brings with it opportunities, not only for
older people and their families, but also for societies
as a whole. Additional years provide the chance to
pursue new activities such as further education, a new
career or pursuing a long neglected passion. Older
people also contribute in many ways to their families
and communities. Yet the extent of these opportunities
and contributions depends heavily on one factor:
health.

There is, however, little evidence to suggest that older
people today are experiencing their later years in bet-
ter health than their parents. While rates of severe
disability have declined in high-income countries over
the past 30 years, there has been no significant
change in mild to moderate disability over the same
period.
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If people can experience these extra years of life in
good health and if they live in a supportive environ-
ment, their ability to do the things they value will be
little different from that of a younger person. If these
added years are dominated by declines in physical
and mental capacity, the implications for older people
and for society are more negative.

Ageing explained

At the biological level, ageing results from the impact
of the accumulation of a wide variety of molecular and
cellular damage over time. This leads to a gradual
decrease in physical and mental capacity, a growing
risk of disease, and ultimately, death. But these chang-
es are neither linear nor consistent, and they are only
loosely associated with a person’s age in years. While
some 70 year-olds enjoy extremely good health and
functioning, other 70 year-olds are frail and require
significant help from others.

Beyond biological changes, ageing is also associated
with other life transitions such as retirement, relocation
to more appropriate housing, and the death of friends
and partners. In developing a public-health response
to ageing, it is important not just to consider approach-
es that ameliorate the losses associated with older
age, but also those that may reinforce recovery, adap-
tation and psychosocial growth.

Common health conditions associated with ageing
Common conditions in older age include hearing loss,
cataracts and refractive errors, back and neck pain
and osteoarthritis, chronic obstructive pulmonary dis-
ease, diabetes, depression, and dementia.

Furthermore, as people age, they are more likely to
experience several conditions at the same time. Older
age is also characterized by the emergence of several
complex health states that tend to occur only later in
life and that do not fall into discrete disease catego-
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ries. These are commonly called geriatric syndromes. They are of-
ten the consequence of multiple underlying factors and include frailty,
urinary incontinence, falls, delirium and pressure ulcers.

Geriatric syndromes appear to be better predictors of death than the
presence or number of specific diseases. Yet outside of countries that
have developed geriatric medicine as a specialty, they are often over-
looked in traditionally structured health services and in epidemiological
research.

Factors influencing Healthy Ageing

Although some of the variations in older people’s health are genetic,
much is due to people’s physical and social environments — including
their homes, neighbor-hoods, and communities, as well as their per-
sonal characteristics — such as their sex, ethnicity, or socioeconomic
status. These factors start to influence the ageing process at an early
stage. The environments that people live in as children — or even as
developing foetuses — combined with their personal characteristics,
have long-term effects on how they age.

Environments also have an important influence on the development
and maintenance of healthy behaviours. Maintaining healthy behav-
iours throughout life, particularly eating a balanced diet, engaging in
regular physical activity, and refraining from tobacco use all contribute
to reducing the risk of non-communicable diseases and improving
physical and mental capacity.

Behaviours also remain important in older age. Strength training to
maintain muscle mass and good nutrition can both help to preserve
cognitive function, delay care dependency, and reverse frailty. Sup-
portive environments enable people to do what is important to them,
despite losses in capacity. The availability of safe and accessible pub-
lic buildings and transport, and environments that are easy to walk
around are examples of supportive environments.

Challenges in responding to population ageing

Diversity in older age

There is no ‘typical’ older person. Some 80 year-olds have physical
and mental capacities similar to many 20 year-olds. Other people ex-
perience significant declines in physical and mental capacities at much
younger ages. A comprehensive public health response must address
this wide range of older people’s experiences and needs.

Health inequities

The diversity seen in older age is not random. A large part arises from
people’s physical and social environments and the impact of these
environments on their opportunities and health behaviour. The relation-
ship we have with our environments is skewed by personal character-
istics such as the family we were born into, our sex and our ethnicity,
leading to inequalities in health. A significant proportion of the diversity
in older age is due to the cumulative impact of these health inequities
across the life course. Public health policy must be crafted to reduce,
rather than reinforce, these inequities.

Outdated and ageist stereotypes
Older people are often assumed to be frail or dependent, and a burden

to society. Public health, and society as a whole, need to address
these and other ageist attitudes, which can lead to discrimination, af-
fect the way policies are developed and the opportunities older people
have to experience Healthy Aging.

A rapidly changing world

Globalization, technological developments (e.g. in transport and com-
munication), urbanization, migration and changing gender norms are
influencing the lives of older people in direct and indirect ways. For
example, although the number of surviving generations in a family has
increased, today these generations are more likely than in the past to

live separately. A public health response must take stock of these

current and projected trends, and frame policies accordingly.

Source:

WHO. Aging and Health . Fact Sheet. https://www.who.int/news-room/

fact-sheets/detail/ageing-and-health

Compiled by :

Dr. Shilanthi Seneviratne

Epidemiology unit / Ministry of Health

Table 1 Water Quality Surveillance

Number of microbiological water samples August 2018

Page 2

District MOH areas | No: Expected * | No: Received
Col ombo 15 90 93

Gampaha 15 90 N R
Kal ut ar a 12 72 NR
Kal ut ar a NRHS 12 N R
Kandy 23 138 89

Mat al e 13 78 37

Nuwara E| iyh3 78 116
Gall e 20 120 49

Mat ar a 17 102 41

Hambantoffta 12 72 75

Jaffna 12 72 229
Kilinochfchi 4 24 65

Manner 5 30 30

Vavuniya 4 24 6 4

Mul | at vu 5 30 NR
Batticalfpa 14 84 99

Ampar a 7 42 39

Trincomal eell 6 6 16

Kurunegal a 29 174 71

Puttal am 13 78 6

Anuradhajpurh9 114 23

Pol onnarfuwa? 42 29

Badul |l a 16 96 113
Moner agaf a 11 6 6 87

Rat hnapufa 18 108 6 2

Kegal l e 11 6 6 23

Kal munai 13 78 82

* No of samples expected (6 /
NR= Return not received
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Table 2: VacciAdereventable Diseases & AFP 08h314h Sept 2018(3Week)
Number of Number o g
Total num- Difference
No. of Cases by Province S RS ber of Total num- o e en the
Disease e e cases to Lo ol number of
current same date in 5 el i cases to date in
week in week in 2017
W C S N E NW NC U Sab 2018 2017 2018 2018 & 2017
AFP* 00 00O OO OO OO OO OO OO OO 0O 02 4 3 50 -14 %
Diphtheria 00 00 00O OO OO OO OO OO OO 0O 00 00 00 0 %
Mumps 00 00 01 OO 02 00 OO OO 01 04 02 251 232 8.1 %
Measles 01 00 00O OO OO OO O1 OO OO 02 02 91 171 -46.7 %
Rubella 00 00 OO OO OO OO OO OO OO 0O 03 04 09 -55. 5 %
CRS** 00 00 00O OO OO OO OO OO OO 0O 00 00 01 0 %
Tetanus 00 00O OO OO OO OO OO OO OO 0O 02 16 14 14. 2 9%
Neonatal Tetan 00 00 00O OO0 00 00O OO0 OO 00 OO 00 00 00 0 %
JapaneseEn- 54 gg 0o 00 00 00 0O 00 DO 0O 00 24 21 14.2 %
cephalitis
Whooping Couu00 00 00 00O 00 00 00 00 00 00O 01 37 14 164. 2 %

Tuberculosis 81 10 08 03 06 12 17 11 14 163 200 6090 6004 1.4 %

Keyto Table 1 & 2
Provinces: : WesterrG: Centrals: SouthermN: NorthE: EastNC North Centr&lW North Westetkd,UvaSab Sabaragamuwa.
RDHS Divisions: C€B8olomb&M Gampah&L: Kalutar&D KandyML Matale\E Nuwara EliyaL: GalleHB Hambantote|T. MataraJF: Jaffna,
KN Killinochcti]N MannaiA VavuniydiU Mullaitiv@8T: BatticaloAM AmparalR TrincomaleKM KalmunakR Kurunegal®U Puttalam,
AP. AnuradhapuiRQ PolonnaruwBD BadullaMQ MoneragalRP. Ratnapur&G Kegalle.
Data Sources:
Weekly Return of Communicable Dised3ighitheria, Measles, Tetanus, Neonatal Tetanus, Whooping Cough, Chickenpox, Meningitis, Mumps., Rubella, CRS,
Special Surveillance: AFRt(te Flaccid Paralysis ), Japanese Encephalitis
CRS** €ongenital Rubella Syndrome
NA= Not Available

Influenza Surveilldncde & NISARdAnti nel Hospitals
Hu man Ani mal
Mont h
No Tot aNo Positive Infl A I nfl IPool ed saSerum SamPosit ves
Septemb67 9 00 09 495 887 0
Source: Medical Research Institute & Veterinary Research Institute

PRINTING OF THIS PUBLICATION IS FUNDED BY THE WORLD HEALTH ORGANIZATION (WHO).

Comments and contributions for publication in the WER Sri Lanka are welcome. However, the editor reservesréjectight to a
items for publication. All correspondence should be mailed to The Editor, WER Sri Lanka, Epidemiological Qloitnlfo@r Box 15
sent by #nail tchepid@sltnet.lk. Prior approval should be obtained from the Epidemiology Unit before pub-

lishing data in this publication

ON STATE SERVICE

Dr. S.A.R. Dissanayake
CHIEF EPIDEMIOLOGIST
EPIDEMIOLOGY UNIT

231, DE SARAM PLACE
COLOMBO 10



