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Aging population 
 

In almost every country, the proportion of people 
aged over 60 years is growing faster than any other 
age group, as a result of both longer life expectancy 
and declining fertility rates. 
 

This population ageing can be seen as a success story 
for public health policies and for socioeconomic de-
velopment, but it also challenges society to adapt, in 
order to maximize the health and functional capacity 
of older people as well as their social participation 
and security. 
 

Active ageing 
 

Active ageing is the process of optimizing opportuni-
ties for health, participation and security in order to 
enhance quality of life as people age. It applies to 
both individuals and population groups. 
 

Active ageing allows people to realize their potential 
for physical, social, and mental well-being through-
out the life course and to participate in society, while 
providing them with adequate protection, security 
and care when they need. 
 

The word “active” refers to continuing participation 
in social, economic, cultural, spiritual and civic af-
fairs, not just the ability to be physically active or to 
participate in the labour force. Older people who 
retire from work, ill or live with disabilities can re-
main active contributors to their families, peers, 
communities and nations. Active ageing aims to ex-
tend healthy life expectancy and quality of life for all 
people as they age. 
 

“Health” refers to physical, mental and social well 
being as expressed in the WHO definition of health. 
Maintaining autonomy and independence for the 
older people is a key goal in the policy framework for 
active ageing. 
 

Ageing takes place within the context of friends, 
work associates, neighbours and family members. 
This is why interdependence as well as intergenera-
tional solidarity is important tenets of active ageing. 
 

Emergencies and Older People 
Emergency situations are increasing worldwide and 

older people remain one of the most seriously af-
fected groups. Yet, the needs and contributions of 
older people are generally overlooked by humanitar-
ian organizations in terms of policy and practice. 
 

There are specific health and social factors that can, 
separately or in combination, affect older persons 
and impact on them during an emergency situation. 
These include: physical health, oral health and denti-
tion, mental health, functional status and disability, 
lifestyle habits, nutrition, family and social relations, 
economic situation, and gender considerations. Con-
sideration of these issues within the context of later 
life can help ensure that older people at risk can be 
identified before, during and following an emer-
gency situation. For example, impairments that in 
normal circumstances do not interfere with daily 
functioning, can quickly become handicaps that 
overwhelm the person's capacity to cope in an emer-
gency situation. For example, an older person with 
arthritic knees, diminished vision and poor hearing 
can rapidly become incapable of getting food or 
receiving messages to flee from danger. 
 

For WHO, older people are not simply a vulnerable 
population group, rather they are in general very 
resilient and their knowledge of their community, 
experience with past emergencies as well as posi-
tions of respect within families and communities, 
makes them valuable resources that should be 
drawn upon. 
 

Awareness of the needs and contributions of older 
persons among those developing policies and guide-
lines and providing care can contribute to more ef-
fective interventions, including equitable access to 
essential health and social services to older people 
during all phases of an emergency. 
 

Primary Health Care 
As stated earlier increased longevity is not only a 
triumph for society but a huge challenge for health 
systems which need to be prepared to address the 
needs of older people at the community level. It is 
paramount that health care workers are well versed 
in the diagnosis and management of the so called 

Contents  Page 

1.  Article : Aging Population 
2. Surveillance of vaccine preventable diseases & AFP (13th  – 19th November 2010)  

3. Summary of newly introduced notifiable diseases (13th  – 19th November 2010)  

4. Summary of selected notifiable diseases reported (13th  – 19th November 2010)  

1 

3 

3 

4 

WEEKLY EPIDEMIOLOGICAL REPORT 
A publication of the Epidemiology Unit 
Ministry of Healthcare and Nutrition 

231, de Saram Place, Colombo 01000, Sri Lanka 
Tele: + 94 11 2695112, Fax: +94 11 2696583, E mail: epidunit@sltnet.lk 

Epidemiologist: +94 11 2681548, E mail: chepid@sltnet.lk  
Web: http://www.epid.gov.lk  

aging population 



 

"four giants" of geriatrics (memory loss, urinary incontinence, de-
pression and falls/immobility) as well as the chronic diseases that 
are common in later life and that can often be prevented or delayed. 
However, prevention requires reaching the individual before the 
disease takes hold. 
 
Most preventative health care and early disease screening takes 
place in Primary Health Care (PHC) centres within health systems. 
These centres play a critical role in the health of older people world-
wide at the local level. 
 

WHO has developed a set of age-friendly primary health care princi-
ples that are part of the Perth Framework for Age-Friendly Commu-
nity-Based Primary Health Care and were finalized during a meeting 
on age care which took place in Perth, Australia, 2002. These princi-
ples, including those which are cross cutting, gender, culture and 
human right, were used to develop the age friendly standards and to 
determine what makes primary health care services "age-friendly." 
The standards development process included 44 focus group discus-
sions in five countries in order to: 
 
Document the views of older people as well as health care providers 
on whether primary health care services are accessible, appropriate 
and affordable for older persons. Identify some of the most com-
mon barriers to primary health care for older adults in the areas of 
information; education; training; management; and the physical 
environment. Establish a set of general principles to be observed 
when making primary health care more age-friendly. 
 
WHO Age-Friendly Environments Programme 
The Age-friendly Environments Programme is an international effort 
by WHO to address the environmental and social factors that con-
tribute to active and healthy ageing in societies. Rationale of this 
programme is, 
 

 In 2000, the global population of people aged 60 and over 
was 600 million; by 2025 there will be 1.2 billion and, by 
2050, almost 2 billion. 

 The proportion of the global population aged 60 will double 
from 11% in 2006 to 22% by 2050. 

 Older people play a crucial role in communities - in paid or 
volunteering work, transmitting experience and knowledge, 
or helping their families with caring responsibilities. These 
contributions can only be ensured if older persons enjoy 
good health and if societies address their needs. 

 Making cities age-friendly is one of the most effective policy 
approaches for responding to demographic ageing. 

 In 2008, for the first time in history, the majority of the 
world's population lived in cities and by 2030; approximately 
3 out of every 5 people will live in an urban area. 

 

Since cities have the economic and social resources to undertake the 
necessary changes to become more age-friendly and are in the posi-
tion to lead the way for smaller communities, most of WHO's initial 
work in this area has focussed on the urban environment. Cities 
wishing to become more age-friendly can take part of the WHO 
Global Network of Age-friendly Cities. A age friendly city is defined 
as an Age-friendly City is an inclusive and accessible urban environ-
ment that promotes active ageing. 
 
 

Ten Facts on aging and life course 
 

 Ageing is a global phenomenon. The world's elderly popula-
tion - people 60 years of age and older - is the fastest grow-
ing age group. By 2050 about 80% of the elderly will be living 
in developing countries. Population ageing is occurring in 
parallel with rapid urbanization: in 2007 more than half of 
the world's population live in cities. By 2030 that figure is 

expected to rise to more than 60%. 

 Population ageing is a triumph of modern society. It reflects 
improving global health, but also raises special challenges for 
the 21st century in both developing and developed coun-
tries. In 2005, life expectancy in countries like Japan and 
France was already more than 80 years. Life expectancy is 
also rising in developing countries: a child born today in 
Chile, Costa Rica, Jamaica, Lebanon, Sri Lanka or Thailand 
can expect to live for more than 70 years. 

 

 Vast health inequalities persist, as is clear from differences in 
life expectancy at birth. For example, while Japan has the 
highest life expectancy in the world at 82.2 years, in several 
countries in Africa the figure is as much as 40 years lower. 

 

 Within countries, health inequalities are also significant. For 
example, in the United States of America higher socioeco-
nomic groups can expect to live up to 20 years longer than 
those from lower socioeconomic groups. 

 

 By 2050, close to 80% of all deaths are expected to occur in 
people older than 60. Health expenditure increases with age 
and is concentrated in the last year of life - but the older a 
person dies, the less costs are concentrated in that period. 
Postponing the age of death through healthy ageing com-
bined with appropriate end-of-life policies could lead to 
major health care savings. 

 

 Healthy older people also represent a resource for their 
families, communities and economies. Investing in health 
throughout life produces dividends for societies everywhere. 
It is rarely too late to change risky behaviours to promote 
health: for example, the risk of premature death decreases 
by 50% if someone gives up smoking between 60 and 75 
years of age. 

 

 Effective, community-level primary health care for older 
people is crucial to promote health, prevent disease and 
manage chronic illnesses in dependent and frail patients. In 
general, training for health professionals includes little if any 
instruction about care for the elderly. However, they will 
increasingly spend time caring for this section of the popula-
tion. WHO maintains that all health providers should be 
trained on ageing issues, regardless of their specialism. 

 

 Disasters and emergencies severely impact the most vulner-
able, including older people. As examples: the highest per-
centage of fatalities in Indonesia caused by the 2004 Indian 
Ocean tsunami was in people 60 years of age and older, and 
the majority of the 2003 heat wave victims in Europe were 
people 70 years of age and older. Policies to protect older 
persons during emergencies are urgently required. 

 

 In older age, the risk of falls increases and consequences of 
injuries are far more serious. This leads to significant health, 
human and economic costs. In Australia, the average health 
system cost per one fall-related injury for people 65 years of 
age and older was US$ 3611 in 2001-2002. 

 

 Elder abuse is on the increase as the population ages and 

social dynamics change. WHO estimates that between 4% 

and 6% of older persons worldwide have suffered from a 

form of elder abuse - either physical, psychological, emo-

tional, financial or due to neglect. Elder abuse is an infringe-

ment of human rights.  
 

Source: WHO 
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Table 1: Vaccine-preventable Diseases  &  AFP                            13th – 19nd November  2010(46th  Week) 

Disease No. of Cases  by Province Number of 
cases 
during 
current 
week in 

2010 

Number of 
cases 
during  
same  

week in 
2009 

Total 
number of 
cases to 
date in  
2010 

Total num-
ber of cases 

to date in  
2009 

Difference 
between the 
number of 

cases to date 
in 2010 & 2009 W C S N E NW NC U Sab 

Acute  Flaccid 
Paralysis 

00 01 00 00 00 01 00 00 00 02 02 76 66 + 15.1 % 

Diphtheria 00 00 00 00 00 00 00 00 00 00 00 00 00 - 

Measles 00 00 00 00 00 00 00 00 00 00 01 88 164 - 46.3 % 

Tetanus 00 00 00 00 
 

00 
 

00 00 00 
 

00 00 01 21 27 - 22.2 % 

Whooping 
Cough 

00 
 

00 00 00 00 00 
 

00 00 00 00 00 30 60 - 50.0 % 

Tuberculosis 37 08 17 12 03 01 41 19 26 164 107 9041 9119 - 0.85 % 

Key to Table 1 & 2 
Provinces:                 W: Western, C: Central, S: Southern, N: North, E:  East, NC: North Central, NW: North Western, U: Uva, Sab: Sabaragamuwa. 
DPDHS Divisions:    CB: Colombo, GM: Gampaha, KL: Kalutara, KD: Kandy, ML: Matale, NE: Nuwara Eliya, GL: Galle, HB: Hambantota, MT: Matara,  JF: Jaffna,                     

KN: Killinochchi, MN: Mannar, VA: Vavuniya, MU: Mullaitivu, BT: Batticaloa, AM: Ampara, TR: Trincomalee, KM: Kalmunai, KR: Kurunegala, PU: Puttalam,  
AP: Anuradhapura, PO: Polonnaruwa, BD: Badulla,  MO: Moneragala, RP: Ratnapura, KG: Kegalle. 

Data Sources:  
Weekly Return of Communicable Diseases: Diphtheria, Measles, Tetanus, Whooping Cough, Chickenpox, Meningitis, Mumps.  
Special Surveillance:  Acute Flaccid Paralysis. 
Leishmaniasis is notifiable only after the General Circular No: 02/102/2008 issued on 23 September 2008.  

Table 2: Newly Introduced Notifiable Disease                               13th – 19nd November  2010(46th  Week) 

      Disease No. of Cases  by Province Number of 
cases 
during 
current 
week in 

2010 

Number of 
cases 
during  
same  

week in 
2009 

Total 
number of 
cases to 
date in  
2010 

Total num-
ber of 

cases to 
date in  
2009 

Difference 
between the 
number of 

cases to date 
in 2010 & 2009 

W C S N E NW NC U Sab 

Chickenpox 11 02 11 01 01 02 05 05 02 40 67 3059 13872 - 77.9 % 

Meningitis 02 

CB=1 
GM=1 

02 
MT=2 

 
 

00 
 

00 01 
KM=1 

05 
KR=5 

01 
PL=1 

 

01 
BD=1 

03 
KG=3 

 
 

15 70 1437 1433 + 0.27 % 

Mumps 03 02 02 00 00 05 01 01 01 15 16 1077 1599 - 32.6 % 

Leishmaniasis 00 00 
 

02 
HB=2 

01 
VU=1 

00 00 00 00 00 03 11 358 623 - 42.5 % 

Dengue Prevention and Control Health Messages 
 

Thoroughly clean the water collecting tanks bird baths, 
vases and other utensils once a week to prevent dengue 

mosquito breeding.  
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Table 4:  Selected notifiable diseases reported by Medical Officers of Health     
13th – 19nd November  2010(46th  Week) 

DPDHS    
 Division 

 Dengue Fe-
ver / DHF* 

Dysentery Encephali
tis  

Enteric 
Fever 

Food  
Poisoning  

  

Leptospiros
is 

Typhus 
Fever 

Viral                  
Hepatitis            

Re-
turns  

re-

 A B A B A B A B A B A B A B A B A B % 

Colombo 19 5762 1 293 0 16 1 179 1 49 9 547 0 8 1 66 0 1 77 

Gampaha 9 3832 2 169 0 27 2 60 0 21 15 520 0 15 3 116 0 5 73 

Kalutara 3 1783 3 242 0 14 1 39 0 76 8 389 2 5 0 41 0 3 83 

Kandy 2 1617 3 323 0 6 0 31 0 16 9 150 0 134 0 139 0 1 91 

Matale 0 600 4 299 0 8 0 36 0 80 1 102 0 7 1 54 0 1 100 

Nuwara Eliya 4 222 3 337 0 1 0 114 0 89 0 33 0 65 1 52 0 0 92 

Galle 0 1104 1 246 0 8 0 13 0 59 0 148 0 23 1 20 0 5 95 

Hambantota 2 797 2 85 0 7 0 4 0 14 2 92 0 90 0 19 0 0 100 

Matara 2 599 0 165 0 8 0 13 0 53 6 357 0 129 0 19 0 0 76 

Jaffna 9 2863 5 288 0 7 15 567 0 9 0 1 1 130 1 73 0 2 83 

Kilinochc 0 46 0 16 0 0 0 10 0 1 0 3 0 0 0 1 0 1 100 

Mannar 5 559 0 48 0 2 1 46 0 10 0 0 0 1 0 17 0 0 50 

0Vavuniya 1 575 1 56 0 3 1 45 0 13 0 1 0 1 0 13 0 2 100 

Mullaitivu 0 19 0 8 0 0 0 3 0 0 0 0 0 0 0 1 0 0 0 

Batticaloa 2 1213 3 193 0 4 1 36 0 38 0 13 0 4 0 7 1 4 86 

Ampara 0 156 1 116 0 1 0 9 0 65 0 30 0 1 0 14 0 0 86 

Trincomalee 2 960 0 155 0 14 0 7 3 14 6 38 0 20 0 15 0 1 82 

Kurunegala 4 1391 9 325 0 20 3 51 0 31 7 342 1 57 3 124 0 4 76 

Puttalam 4 994 10 191 0 7 1 53 0 125 1 75 0 2 0 22 0 1 67 

Anuradhapur 2 1052 8 135 0 11 0 16 0 46 0 92 1 27 1 53 0 4 58 

Polonnaruwa 1 393 1 108 0 2 0 7 0 10 8 74 0 2 0 46 0 0 71 

Badulla 4 1286 2 208 0 1 1 90 0 29 1 88 1 117 1 108 0 0 73 

Monaragala 9 1037 1 178 0 1 1 44 0 7 1 35 0 87 3 95 0 3 55 

Ratnapura 4 2746 0 468 1 6 0 22 0 26 3 399 0 61 0 102 0 3 33 

Kegalle 6 891 0 152 0 17 2 75 0 27 16 357 1 32 1 128 0 0 73 

Kalmunai 15 540 1 299 0 3 0 12 0 9 0 3 0 0 0 12 0 1 38 

SRI LANKA 109 33037 61 5103 1 194 30 1582 4 917 93 3890 7 1018 17 1357 1 42 74 

Source:  Weekly  Returns of Communicable   Diseases  WRCD).   
*Dengue Fever / DHF refers to Dengue Fever / Dengue Haemorrhagic Fever.    
**Timely refers to returns received on or before 19th November, 2010 Total number of reporting units =320. Number of reporting units data provided for the current week: 226 
A = Cases reported during the current week.  B = Cumulative cases for the year.   

Human 
Rabies  


