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Editorial 
 

Sandra Aponte Taveras1 and Rodrigo Segura Franco2  
 

  
 
Since the 1960s, the age structure of the population of the Latin American and Caribbean 
countries has experienced major transformations, which have involved the transition from a 
relatively young population at the beginning of the period to a population exhibiting an 
accelerated process of ageing. As the region progresses through the demographic transition, 
with mortality and fertility reaching low, or very low levels, the region will quickly reach an 
important milestone. This milestone being the quantity of people of old age (60 years or more) 
being equal to the amount of people under 15 years of age (20%). Cuba is one of the countries 
in the region that has already equaled this proportion. Countries, such as Colombia, Antigua 
and Barbuda, Jamaica, Saint Vincent, and the Grenadines, will reach this number by 2037. 
Grenada, El Salvador, and Nicaragua will do so by 2045; Dominican Republic, Honduras and 
Suriname will reach it in 2050 and it is estimated that by 2065, all the countries of the region 
will have reversed the trend and the proportion of older people will be higher than that of 
children. Globally, between 2015 and 2030, the population aged 60 and over will rise from 900 
million to more than 1.4 billion people. This represents an increase of 64% in just 15 years, 
marking this as the most growing age group (ECLAC, 2018). 
 
This situation constitutes the basis for great challenges that different countries of this region 
must face especially in areas such as human rights, healthcare, social security, among others. 
These areas are directly related to the demographic aging process for which there must be a 
knowledge base that adequately represents the needs of the older adult population that 
continues to grow. It is also a great opportunity for states to establish more adequate levels of 
human development during the course of people's lives and thereby guarantee that in the old 
age, there will be high standards of quality of life that people can enjoy regardless of the socio-
economic conditions in which they live. 
 
This special issue of the ‘International Journal on Ageing in Developing Countries’ addresses 
the experience and challenges faced by some countries in the Central America and Caribbean 
                                                                    
1 President NTD Foundation, Chairperson of INIA Central America and the Caribbean Satellite Center. 
(centrosatelite_inia@ntdingredientes.com) 
2	Executive Director NTD Foundation, Member of INIA Central America and the Caribbean Satellite 
Center. (rsegura@ntdingredientes.com)	
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region. The first three papers are mainly focused on research that details different aspects 
related to the physical and mental health of older adults in Jamaica. Their richness lies in the 
contribution they make individually to the identification and treatment of urinary tract health 
problems, the cognitive impairment and memory problems, as well as the socioeconomic 
factors related to the presence in the population of chronic diseases and comorbidities. 
Together, they provide valuable information for the other countries of the region. The fourth 
article presented in this special edition is a summary regarding the findings of a research on 
aging and old age carried out by Saldarriaga-Concha Foundation of Colombia and NTD 
Foundation of the Dominican Republic, which was entitled 'Mission Dominican Ages'. It deals 
with the population aging process and its implications on six key aspects of the life of older 
adults in the Dominican Republic. The fifth article refers to the project “Promoting Local 
Commissions for Political Incidence from Municipalities” which was developed by Costa 
Rican Gerontological Association (Asociación Gerontológica Costarricense: AGECO). This 
special issue also includes a supplement paper that centers on the classification of sub-regions 
worldwide by quantum and tempo of population ageing, focusing on developing countries. 
 
Two book reviews have been included in this special issue, one of them on Quality of Life and 
Person-Centered Care for Older People by Thomas Boggatz, reviewed by María Fernanda Ortega, 
the other one on Successful Aging:  A Neuroscientist Explores the Power and Potential of Our Lives 
by Daniel Levitin, reviewed by María José Méndez Aponte.  
 
Kimberly Ashby-Mitchell and collaborators, in the first paper on Risk Factors for Chronic 
Disease Comorbidity: The Health and Social Status of Older Persons in Jamaica, identify the chronic 
disease comorbidity patterns that exist among Jamaican seniors through the utilization of data 
from a population-based study and determine the socio-economic factors that influence the 
development of comorbid chronic conditions. Dr. Ashby-Mitchell concludes that the majority 
of study participants had comorbidities and several distinct patterns of disease. Additionally, 
Mitchell concludes that it has great healthcare expenditure implications that also greatly 
influences the type of health services needed by old people. 
 
The second article on Reliability and Factor Structure of the Mini-Mental Status Examination 
(MMSE) Instrument among Older Adults in Jamaica by Camelia Thompson and colleagues, 
examines reliability-related characteristics and factor structure of the MMSE tool in Jamaican 
older people. They show that the variation of factor scores revealed a pattern that suggests 
that sensitivity of the instrument pivots around MMSE score 18.  Also, they conclude the 
MMSE is a reliable instrument for use in similar studies and has a three-factor structure. The 
3-factor structure parallels recognized dimensions of neurocognitive ability. The established 
factor structure provides context and understanding, which can aid clinicians and researchers 
in interpreting data obtained from the use of the MMSE. 
 
Douladel Willie-Tyndale and collaborators in the third paper Lower Urinary Tract Symptoms 
and Quality of Life describe the severity of lower urinary tract symptoms and quantify their 
effect on quality of life among male urology clinic attendees 50 years and older. They conclude 
that lower urinary tract symptoms significantly impair men’s quality of life. Also, they’re 
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aware that research is needed to identify social and emotional support initiatives which can 
be incorporated in the management of affected persons. 
 
The fourth paper brings authors from Foundation Saldarriaga-Concha and NTD Foundation 
to delve into the Situation of Ageing in the Dominican Republic, by summarizing into the 
“Mission Dominican Ages”, the first research effort in the Dominican Republic that 
comprehensively addresses old age and aging focusing on six key aspects: demography, 
health, care, education and employment, savings and pensions, and migration. The results 
show that the Dominican population aged 60 years and over by 2050 will reach 15.2% and life 
expectancy will be 78 years for men and 82 years for women. The data represents challenges 
for the Dominican health and pension system, as well as challenges related to education, 
employment, care and caregivers, among other issues related to the older adult population of 
the Dominican Republic. 
 
Wendy Cordero from the Costa Rican Gerontological Association (AGECO) shows in the fifth 
paper Promoting Local Commissions for Political Incidence from Municipalities that there are 
currently 9 of these commissions in Costa Rican localities that were trained on gerontological 
topics, counseling, and other matters to prepare several reports, such as ‘Reports on older 
adults: Realities in the localities’. Those reports are shared with local governments in order to 
present the current situations faced by people of this age group. Among the main outcomes, 
it has been obtained support from the local governments to improve sidewalks, parks, 
community halls, and other accessibility spaces. Also, budget had been created and approved 
in order to attend the needs of this population group. 
 
The supplement article on Classification of Sub-Regions Worldwide by Quantum and Tempo of 
Population Ageing: Focus on the Less Developing Countries, by Marta Mustafina looks into the 
quantum and tempo of ageing, with the particulat aim of examining how sub-regions and 
selected countries in the world are differentiated in terms of the quantum and tempo of 
population ageing based on the data for the period 1950–2100. Findings demonstrate that the 
less developed countries are ageing with a higher speed and intensity which requires timely 
policy action to mitigate the negative consequences of the phenomenon and utilize the 
emerging opportunities. 
 
As the first effort to compile articles on aging and gerontology become available in the Central 
American and Caribbean region, we are humbly proud to present this special issue of the 
International Journal on Aging in Developing Countries. The information, initiatives, and 
results that are presented here, are the result of the hard work of professionals from different 
areas of knowledge and a reflection of the situations and needs faced by a population that is 
increasing more and more rapidly, and that if not attended opportunely, will increase 
inequalities and deficiencies in their well-being and quality of life. 
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Risk factors for chronic disease 
comorbidity: The health and social status of 
older persons in Jamaica  

 
Kimberly Ashby-Mitchell1, Denise Eldemire-Shearer2, and 

Kayon Donaldson-Davis3 

                   
Abstract. While globally, studies examining patterns of chronic disease comorbidity have 
been published, few, if any, of these have been based in Jamaica. This paper aimed to add 
to this sparse body of literature by identifying the chronic disease comorbidity patterns 
that exist among Jamaican seniors. Data from a population-based study was used in 
analyses and the socio-economic factors that influence the development of comorbid 
chronic conditions determined. Data was collected from participants ≥ 60 years of age 
from the Health and Social Status of Older Persons in Jamaica Study. 12 chronic conditions 
were selected for inclusion in this study (hypertension, coronary heart disease, stroke, 
arthritis, diabetes, glaucoma, cataracts, poor circulation, seizures, cancer, cognitive 
impairment and depression). Principal component analysis was used to detect 
underlying disease patterns using Stata version 14. Logistic regression analysis was 
performed to identify associations between comorbidity and key risk factors for disease. 
Approximately 80.0% of participants had 2 or more co-existing conditions.  
Comorbidity was defined as the co-occurrence of two or more of these conditions. Four 
disease patterns were extracted - a ‘Metabolic and Inflammatory’ disease pattern 
characterised by hypertension, arthritis, diabetes and poor circulation, a ‘Cancer and 
Vision’ pattern which included glaucoma, cataracts and cancer, a ‘Psychological and 
Neurodegenerative’ pattern which comprised of depression and cognitive impairment 
and a ‘Brain Disturbance’ pattern characterised by stroke and seizures.This study 
reveals that participants had comorbidities and several distinct patterns of disease. This 
has not only important healthcare expenditure implications but also greatly influences 
the type of health services that are needed. 
 

 
Keywords: comorbidity, disease patterns, chronic disease, Jamaica, older adults. 
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Introduction                                                                                        

Caribbean populations, like much of the rest of the world, are ageing and age is one of the 
strongest predictors of chronic disease (Prasad, Sung, & Aggarwal, 2012). Chronic disease 
refers to a group of illnesses with complex causality that are permanent, have developed over 
a long period of time, leave residual disability and either require specialised patient 
rehabilitation or a long period of care (Mills, 1982). These illnesses can range from mild to 
severe and have the potential to impair functional status (Mujica-Mota et al., 2015). Globally, 
chronic disease causes more deaths than all other causes combined (World Health 
Organization, 2014). In fact, deaths from chronic conditions, such as cardiovascular disease, 
cancer, diabetes, mental health, respiratory diseases and musculoskeletal conditions, are 
projected to increase from 38 million in 2012 to 52 million by 2030 (ibid.). Managing the burden 
of chronic disease and developing innovative health promotion and health service systems 
are therefore major challenges facing governments today (Banerjee, 2015). Research indicates 
that two or more chronic diseases often occur together as a result of shared risk factors and as 
such are referred to as being ‘comorbid’ or ‘multimorbid’ (Smith, Wallace, O'Dowd, & Fortin, 
2016). Comorbidities are associated with poorer health and financial outcomes (Garin et al., 
2016). In the United States for example, 6 in 10 adults have a chronic disease and the treatment 
and management of these are major drivers of the nation’s US$3.5 trillion in annual health 
care costs (U.S. Centers for Disease Control and Prevention, 2020). Similar to the U.S., in 
Jamaica, chronic disease prevalence has increased steadily among the adult population and 
for the last 3 decades, non-communicable diseases (NCDs) have been responsible for the 
majority of illness and deaths. In addition, the total economic burden on individuals has been 
estimated at over US$600 million (Ministry of Health Jamaica, 2013). 

 
Age is one of the strongest known risk factors for chronic disease and consequently 
comorbidity (Prasad et al., 2012). Worldwide rapid population ageing has therefore been 
linked to increased chronic disease prevalence (Hurst et al., 2018; World Health Organization, 
2014). Other risk factors for chronic disease can be categorised as demographic, behavioural, 
biomedical, genetic, environmental, social or other factors, which can act independently or in 
combination (Australian Institute of Health and Welfare, 2015). Health promotion efforts have 
largely focused on modifiable risk factors such as smoking, excess alcohol intake, overweight 
and obesity, physical inactivity and poor nutrition since these can result in the development 
of chronic conditions such as cardiovascular disease, diabetes, cancer and mental health issues 
(Australian Institute of Health and Welfare, 2015). 
 
While globally, studies examining patterns of comorbidity have been published, to the 
authors’ knowledge none of these have been based in Jamaica (Britt, Harrison, Miller, & Knox, 
2008; Garin et al., 2016; Goodman et al., 2016; Islam et al., 2014; Mujica-Mota et al., 2015). In 
addition, direct comparison of these studies is difficult due to methodological differences and 
the selection of diseases included in analyses (Islam et al., 2014). This study aimed to add to 
this sparse body of literature by identifying the comorbidity patterns among older Jamaicans 
utilising data from a population-based study and determining the socio-economic factors that 
influence the development of comorbidity. Further adding valuable contribution is that to the 
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authors’ knowledge it is the only Jamaican study to include cognitive impairment, vision 
problems and depression in addition to cardiovascular, cancer, arthritis and circulatory 
problems, among the chronic diseases examined (Held et al., 2016). These diseases have been 
shown to be significantly affected by age and are worth considering when examining older 
adults (Kiely, Anstey, & Luszcz, 2013). 
 
Method 
 
Study design and sample 
 
This study draws on data derived from the Health and Social Status of Older Persons in 
Jamaica Study. With approximately 3000 participants, the was considered as a large 
population-based cohort study which collected data on adults over age 60 across 4 Jamaican 
parishes (Kingston, St Andrew, St Thomas and St Catherine). The University of the West 
Indies Ethics Committee approved the study and written informed consent was received from 
all participants. Details about the design of this study have been published elsewhere 
(Eldemire-Shearer, James, Waldron, & Mitchell-Fearon, 2012).  
 
Statistical analysis 
 
A cross-sectional analysis among those ≥ 60 years of age was conducted. Twelve chronic 
conditions (heart trouble, cancer, arthritis, cataracts, asthma, diabetes, stroke, hypertension, 
depression, anxiety, overweight/obesity and cognitive impairment) were selected for 
inclusion in analyses in this study. Each disease examined was recoded to create a binary 
outcome variable – ‘disease present’ or ‘disease absent’. Comorbidity was defined as the co-
occurrence of two or more of these conditions (Smith et al., 2016). Principal component 
analysis was conducted to detect underlying disease patterns using Stata version 14. Similar 
to other studies, in determining the number of components to retain for further analysis,  
component eigenvalues greater than 1 was considered (Garin et al., 2016). Varimax rotation 
was performed in order to improve the comprehensibility and interpretability of the findings. 
Logistic regression analysis was performed to identify associations between comorbidity and 
key risk factors for chronic disease. 
 
Results 
 
Table 1 shows the descriptive characteristics of the participants. Worth noting is that among 
those with no comorbidities, a greater proportion were males who were single or married. A 
greater proportion of those without comorbidities were also unemployed, engaged in 
frequent physical activity and were not involved in volunteer work. 

 
In contrast, among those with comorbidities, a greater proportion were females who were 
unemployed, engaged in infrequent physical activity and not involved in volunteer work. 
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Table 1: Descriptive statistics 
 

Variable Without Comorbidities With Comorbidities 

Mean age, years [SD] 70.38[8.69] 73.66[8.72] 

Female (%) 34.47 65.13 

Single (%) 36.38 29.25 

Married (%) 34.79 32.94 

Divorced (%) 3.26 4.25 

Widowed (%) 17.39 27.69 

Common law (%) 4.61 2.50 

Separated (%) 2.86 3.00 

Other (%) 0.08 0.06 

No formal school (%) 6.04 5.25 

Primary school (%) 69.98 72.25 

Secondary school (%) 12.07 12.50 

Technical/Vocational (%) 4.85 4.56 

Employed (%) 30.50 13.50 

Unemployed (%) 67.83 83.88 

Ever Smoker (%) 56.87 27.69 

Never Smoker (%) 42.57 58.69 

Frequent physical activity (%) 62.28 49.83 

Infrequent physical activity (%) 37.72 50.11 

Volunteering (%) 29.31 20.50 

Not volunteering (%) 67.83 76.88 

 
The proportion of participants with each of the chronic conditions examined is shown in 
Figure 1. The highest disease prevalence was recorded for hypertension (61.35%), arthritis 
(34.98%) and diabetes (26.22%). Overall, approximately 80.00% of participants had 2 or more 
chronic diseases. 
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Figure 1: Prevalence of chronic conditions among older adults in Jamaica 

 
 
The total number of comorbidities reported by participants is presented in Figure 2. The 
greatest proportion of participants were recorded as having 2 or 3 chronic diseases (24.48% 
and 23.54% respectively). A relatively small proportion of participants were recorded as 
having between 6-8 co-occurring diseases. 
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Figure 2: Total Number of Comorbidities among Older Adults in Jamaica 
 

 
Four disease patterns were extracted. The first pattern identified was labelled ‘Metabolic and 
Inflammatory’ and was characterised by hypertension, arthritis, diabetes and poor circulation. 

The second disease pattern identified was called ‘Cancer and Vision’ with cataracts, glaucoma 
and cancer clustering together. Disease pattern 3 was characterised by depression and 

cognitive impairment and so was labelled ‘Psychological and Neurodegenerative’ and the 
final disease pattern was referred to as ‘Brain Disturbance’ as it was characterised by stroke 
and seizures. 

 

Logistic regression analysis was conducted to determine the predictors of chronic disease 

comorbidity (see Table 2). Covariates considered for inclusion in the model included age, 

gender, marital status, employment status, education level, smoking status, physical activity 

level and participation in volunteer work. As age increased, the odds of chronic disease 

comorbidity also increased [Odds Ratio (OR) 1.03 (95% CI: 1.02 – 1.06), p-value = 0.00]. 
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Table 2: Logistic regression: The effect of key risk factors on chronic disease comorbidity 
 

Variable Odds Ratio 95% CI p-value 

Age 1.04 1.02–1.06 0.00 

Sex (Female) 3.69 2.87–4.75 0.00 
Married 1.26 1.23–2.12 0.00 
Divorced 1.96 1.11–3.47 0.02 
Separated 2.00 1.08–3.70 0.03 
Working 0.65 0.50–0.84 0.00 

Physically active 0.69 0.55–0.86 0.00 
Volunteer 0.77 0.61–0.87 0.03 

Ever smoker 0.82 0.65–1.05 0.11 

 

Females were more likely to have co-occuring conditions [Odds Ratio (OR) 3.69 (95% CI: 2.87 
–4.75), p-value = 0.00]. Compared to those who engaged in regular physical activity, the odds 
of chronic disease comorbidity were greater in those who were less active [OR 0.69 (95% CI: 
0. 55 – 0.86), p-value = 0.01]. Compared to those who were single, those who were married, 
divorced and separated had greater odds of having 2 or more chronic conditions [OR 1.26 
(95% CI: 1.23 – 2.12), p-value = 0.01, [OR 1.96 (95% CI: 1.11 – 3.47), p-value = 0.02 and OR 2.00 
(95% CI: 1.08 – 3.70), p-value = 0.03 respectively]. 
 
 

Discussion 

In this study, the most prevalent diseases were hypertension, arthritis, diabetes and poor 
circulation. These findings are supported by data from the ‘Statistical Institute of Jamaica’ and 
the ‘Ministry of Health and Wellness’ which indicate that diseases of the circulatory system 
and metabolic diseases are among the leading causes of death in Jamaica (Ministry of Health 
Jamaica, 2013; Wilks, Younger, Tulloch-Reid, McFarlane, & Francis, 2008). Chronic diseases 
such as these, develop over a long period of time, share common risk factors, and have 
persistent effects (World Health Organization, 2020). Although it is generally accepted that 
many of these diseases often co-occur, most healthcare systems still focus on treating a 
single/primary disease (Britt et al., 2008). For researchers and policymakers to address 
comorbidity from a public health perspective, it is therefore critically important to examine 
the incidence and prevalence of key risk factors for chronic diseases, determine the most 
prevalent comorbid conditions that exist in populations under study, identify common 
comorbidity patterns and determine the implications of these on disease prevention and 
management, policy development and clinical practice (Held et al., 2016). 
 
Overall, it was found that compared to those with no comorbidity, participants with comorbid 
chronic conditions were more likely to be older, not in the labour force, be less physically fit, 
be married, divorced or separated and do not partake in volunteer work. Despite differences 
in methodology and diseases examined, our comorbidity findings can be compared to those 
published for other parts of the world (Garin et al., 2016; Goodman et al., 2016). This study, 
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reported the identification of a ‘Psychological and neurodegenerative’ disease pattern 
characterised by depression and cognitive impairment, a ‘Metabolic and inflammatory’ 
pattern which included hypertension, arthritis, diabetes and poor circulation, a ‘Cancer and 
vision’ pattern comprised of cataracts, glaucoma and cancer and a ‘Brain disturbance’ pattern 
characterised by stroke and seizures. These findings share some similarities to comorbidity 

patterns which have been reported in a multi-country study examining Europe, Africa, Asia 

and South Africa (Garin et al., 2016). Several distinct patterns were frequently observed across 

these countries including a ‘Cardio-respiratory’ (angina, asthma and chronic obstructive 
pulmonary disease), ‘metabolic’ (diabetes, obesity and hypertension) and ‘mental-articular’ 
(arthritis and depression) pattern (Goodman et al., 2016). The most prevalent dyad patterns 

were high cholesterol + high blood pressure (52.9%), high cholesterol + ischemic heart disease 

(36.2%), high cholesterol + diabetes (32.3%), high cholesterol + arthritis (31.1%) and ischemic 

heart disease + high blood pressure (29.6%). The most prevalent triad patterns recorded were 

high cholesterol, high blood pressure + ischemic heart disease (33.7%), high cholesterol, high 

blood pressure + diabetes (29.9%), high cholesterol, high blood pressure + arthritis (25.7%), 

high cholesterol, diabetes + ischemic heart disease (21.5%) and high cholesterol, ischemic heart 

disease + arthritis (19.3%) (Goodman et al., 2016). As this study did not examine cholesterol, 

the prevalence of high cholesterol was omitted. High cholesterol however has been well 

established as a component of metabolic syndrome and it is likely that it may be reflected in 

the ‘Inflammatory and Metabolic’ disease pattern. The results of these studies conducted all 
over the world which showcase disease pattern similarities supports the notion that a 

common underlying aetiologic relationship, which trumps the effect of geographical region 

and culture, may exist that influences patterns of disease and that some chronic diseases may 

be risk factors for each other. 

 

Strengths of this study centre on the inclusion of cognitive impairment and vision problems. 

Age is a key risk factor for such declines which have been shown to have significant psycho-

social implications in the quality of life of older adults. These include loss of independence, 

increased risk of falls, fractures and hospitals stays, loneliness, impaired communication 

ability and greater risk of depression and anxiety (Kiely et al., 2013). To the authors’ 
knowledge this study is the only one to examine chronic disease comorbidity in the Jamaican 

setting using such a wide range of conditions and so makes a valuable contribution to the 

literature. In addition, the chronic disease prevalence data presented are supported by other 

survey data (Wilks et al., 2008). Limitations of the study include the inability to include high 

cholesterol and overweight/obesity in the list of chronic diseases examined as weight and 

height data was only collected from a small subset of the cohort. 

 

The findings of high chronic disease and comorbidity prevalence has significant implications 

not only for the delivery of healthcare services but also for the development of infrastructure 

to create supportive environments that promote behaviour change. As it pertains to clinical 

treatment of patients with coexisting conditions, evidence is limited as research studies often 

have as an exclusion criterion the presence of a comorbid condition (Boyd, Vollenweider, & 

Puhan, 2012). 
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Prior research has aimed to evaluate the applicability of clinical practice guidelines to the care 

of older adults with comorbidity and highlighted the issue of polypharmacy, medication side-

effects and drug interactions which is a real concern for patients with multiple conditions. 

While beyond the scope of this study, it was acknowledged that there is a need for greater 

research which provides clear options about how to inform the reformation of primary 

healthcare services and the development of sophisticated algorithms to examine complex 

patients using a patient-centred approach (Salisbury, 2012). 

 

Conclusion 

The vast majority of older adults in this study had 2 or more coexisting chronic diseases and 

four distinct disease patterns were observed. While those with chronic disease comorbidity 

require greater medical care and support, the dialogue needs to not only focus on the financial 

implications of comorbidity but also the need for research on how such patients should be 

effectively managed. Future studies would better inform health service providers and 

policymakers about the specific changes needed to improve healthcare service and delivery. 
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Abstract. The Mini-Mental Status Examination is the most commonly used and widely applied 
test for assessment of cognitive impairment and memory problems. This paper examines 
reliability-related characteristics and factor structure of the MMSE tool in older persons (age 60 
years and over) in a Caribbean country, Jamaica. In 2012, a nationally represented sample of 2943 
persons aged ≥60 years were selected using a two-stage cluster sampling technique. MMSE 
screening tool was administered to eligible participants (2742) to assess cognitive function. 
Reliability analysis was performed generating inter-item, item-total correlations and 
standardized Cronbach’s alpha values. Exploratory factor analysis elucidated the factor structure 
of the MMSE instrument. The variation of factor score (composite sub-test scores) with MMSE 
score was also examined. The Cronbach’s alpha coefficient of the MMSE instrument was 0.742, 
and item-total correlations varied from 0.2 to 0.5. On factor analysis, three factors (‘executive 
functioning,’ ‘memory’ and ‘attention’) were extracted, which accounted for 32.9% of the total 
variance in MMSE scores. The variation of factor scores with total MMSE score revealed pattern 
suggesting that sensitivity of the instrument pivots around MMSE score 18. The MMSE is 
considered as a reliable instrument for this study and has a three-factor structure. The 3-factor 
structure parallels recognized dimensions of neurocognitive ability. The established factor 
structure provides context and understanding, which can aid clinicians and researchers in 
interpreting data obtained from the use of the MMSE. 
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Abstracto. El Examen del Estado Mini-Mental (EEMM) es la prueba más común y 
ampliamente utilizada para evaluar el deterioro cognitivo y los problemas de memoria. 
Este documento examina las características relacionadas con la confiabilidad y la 
estructura de factores de la herramienta EEMM en personas mayores (de 60 años o más) 
en el país caribeño, Jamaica. En 2012, se seleccionó una muestra representada a nivel 
nacional de 2943 personas más de 60 años utilizando una técnica de muestreo 
conglomerada en dos etapas. La herramienta de detección EEMM fue administrado a 
los participantes elegibles (2742) para evaluar la función cognitiva. El análisis de 
confiabilidad se realizó generando correlaciones entre ítems, ítems totales y valores alfa 
estandarizados de Cronbach. El análisis factorial exploratorio dilucidó la estructura 
factorial del instrumento EEMM. También se examinó la variación del puntaje del factor 
(puntajes compuestos de subprueba) con el puntaje EEMM. El coeficiente alfa de 
Cronbach del instrumento EEMM fue de 0.742, y las correlaciones ítem-totales variaron 
de 0.2 a 0.5. En el análisis factorial, se extrajeron tres factores ("funcionamiento 
ejecutivo", "memoria" y "atención"), que representaron el 32,9% de la varianza total en 
las puntuaciones EEMM. La variación de las puntuaciones de los factores con la 
puntuación EEMM total, reveló un patrón que sugiere que la sensibilidad del 
instrumento gira alrededor de la puntuación EEMM 18. El EEMM es un instrumento 
confiable para usar en nuestro entorno de estudio y tiene una estructura de tres factores. 
La estructura de 3 factores es paralela a las dimensiones reconocidas de la capacidad 
neurocognitiva. La estructura de factores establecida proporciona contexto y 
comprensión, lo cual pueda ayudar a los médicos e investigadores a interpretar los 
datos obtenidos del uso del EEMM. 
 
Palabras claves: Fiabilidad, análisis factorial, Jamaica. 
 

 
Introduction  
 
The Mini-Mental Status Examination (MMSE) is the most commonly used and widely applied 
test for assessment of cognitive impairment and memory problems in clinical medicine and 
geriatrics (Bour, Rasquin, Boreas, Limburg, & Verhey, 2010; Elhan et al., 2005).  There has 
however been debate and criticisms about its broad applicability in multifarious cultural 
settings and in linguistically disparate patients. There have also been questions concerning its 
performance among people of low education status and its ability to identify persons with 
very mild cognitive difficulties (Carnero-Pardo, 2014). 
 
The MMSE is a brief 11-item screening tool that provides a quantitative assessment of 
cognitive impairment (Folstein, Folstein, & McHugh, 1975). The tool evaluates performance 
related to orientation to time and place, immediate recall, short-term verbal memory, 
calculation, language, and construct ability. The score is the number of correct items, with a 
maximum total score of 30.  The component domain scores with regard to items are: 
Orientation (total points = 10), Registration (total points = 3), Attention and calculation (total 
points = 5), Recall (total points = 3), and Language (total points = 9).  Generally, a score of 23 
or less is deemed indicative of the presence of cognitive impairment (Ruchinskas & Curyto, 
2003).   
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An updated scheme for interpreting scores with regard to level of impairment has been 
outlined by Folstein, Folstein and Fanjiang (2001) as : ≥ 27, none; 21-26, mild; 11-20, moderate; 
≤10, severe. A refinement of an earlier rubric by Tombaugh & McIntyre (1992) where the 
categories 24-30, none; 18-23, mild; and 0-17, severe, were stipulated. However, the trust 
placed in the results obtained and their subsequent interpretation is inter alia dependent on 
reliability of the instrument; reliability being the degree to which an assessment tool produces 
stable and consistent results (Leech, Barrett, & Morgan, 2015). Internal consistency reliability 
is a measure of reliability used to evaluate the degree to which different test items that probe 
the same construct produce similar results (ibid.). If an assessment tool is reliable, one can be 
confident that repeated or equivalent assessments will provide consistent results (ibid.). 
Attention to reliability issues is especially important when using the results of an assessment 
to make decisions about clinical and social care. 
 
Studies indicate variations in the reliability of the MMSE screening tool as reflected by 
Cronbach’s alpha, a commonly recognized measure of the internal consistency (reliability) of 
scale or tool items (Creavin et al., 2016; Hopp, Dixon, Grut, & Bäckman, 1997; Jorm et al., 1988; 
Kabátová, Puteková, Martinková, & Súkenníková, 2016). Possible values of Cronbach’s alpha 
generally range between 0 (‘no reliability’) and 1 (‘perfect reliability’), but if items on a scale 
or tool are in systematic disagreement, negative values may be obtained ( Leech, Barrett, & 
Morgan, 2015). Values above 0.7 are generally considered acceptable with greater reliability 
as values increase (George & Mallery, 2003). Low values for Cronbach’s alpha have been cited 
for the MMSE instrument; 0.54 among educated (> 8th grade) (Jorm et al., 1988). In a study 
among adults without dementia who were over the age of 75 years, Hopp, Dixon, Grut, & 
Backman (1997), reported Cronbach’s alpha to vary between 0.31 and 0.52.  On the other hand, 
higher and more desirable values such as 0.75 (Elhan et al., 2005), 0.78 (Kabátová et al., 2016), 
0.82 (Ong et al., 2016) and 0.96 (Foreman, 1987) have been documented. These latter studies 
were conducted respectively in Turkey among acute brain injury patients, Slovakia among 
geriatric patients, China among patients with schizoaffective disorders, and the USA in 
hospitalized medical-surgical patients age 65 years and over. Overall, these observations point 
to the need to establish reliability of the MMSE for the local populations and specific contexts 
in which the instrument is used. Furthermore, performance of the tool may be affected by 
variables such as age, education, gender, socioeconomic status, culture, language and 
ethnicity and test location (for example, home versus hospital) (Li, Jia, Yang, & Moreau, 2016; 
Norris, Clark, & Shipley, 2016; Ridha & Rossor, 2005).  
 
It is therefore useful to evaluate various aspects of the psychometric properties of the MMSE 
tool in any population in which it is being used. Although the performance of the MMSE 
screening tool among older persons in Jamaica with respect to sensitivity, specificity and 
receiver operating characteristics (ROC) parameters has been recently reported  (James et al., 
2019),  a search of peer-reviewed literature found no published reports or details on attributes 
related to reliability/internal consistency of the tool in Jamaica or the Anglophone Caribbean. 
Given projected increases in cognitive impairment and dementia in the region (ADI/Bupa, 
2013), with the likelihood of greater dementia and cognitive impairment screening, coupled 
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with rapid population ageing (Quashie, 2017), it is imperative that reliability of this widely 

used tool is be established. This paper examines reliability related characteristics of the MMSE 

tool in older persons (age 60 years and over) in a Caribbean country, Jamaica. It specifically 

reports Cronbach’s alpha and item-total correlations in the aforementioned population for the 

MMSE tool. The factor structure of the instrument when administered in the local population 

is also explored for comparison with previously reported and established domains.  

                                                                                       
 
Method 
 
In 2012, 2943 persons aged 60 years and above in Jamaica constituting a nationally 

representative sample were surveyed. Data collected during the study pertained to health, 

lifestyle, and socio-economic aspects of older adults in Jamaica. The study employed a two-

stage cluster sample with a probability proportional to size (PPS) to obtain participants for the 

survey. Parish enumeration districts and households were first- and second-stage cluster units 

respectively with subsequent selection of eligible participants age 60 years and older. Details 

of methodological approach and procedures have been published elsewhere (Mitchell-Fearon 

et al., 2014).  

 

Face-to-face interviews were conducted with study participants. A structured and pre-coded 

questionnaire elicited socio-demographic information, and the MMSE screening tool was 

administered to assess cognitive function.  From the sample of 2943, 161 persons 

(approximately 5%) were unable to do the test due to severe illness or physically debilitation 

or known neurological disease (e.g., severe Parkinson’s disease). Mini-Mental Status 

Examination scores were determined for the remaining 2782 persons. 

 

The MMSE data for the 11 questions of the instrument were entered into a SPSS database 

(Statistical Package for the Social Sciences, version 19). Reliability analysis was performed 

generating Cronbach’s alpha values as well as inter-item and item-total correlations. Overall 

Cronbach’s alpha based on standardized items was preferentially reported as recommended 
by Gliem & Gliem, (2003) and Santos, (1999) as the 11 individual items are not scaled the same.  

For example, the ‘Read and Obey’ item has - possible scores of 0-1 while the ‘Serial 7’s’ item 
has possible scores of 0-5. 

 

Given that there are 11 items on the MMSE instrument, an inter-item correlation matrix 

produces multiple (55 distinct) correlation coefficients; each attempting to capture the 

relationship between each possible pair of the 11 different items. The data from items on the 

MMSE tool was subject to principal axis factor analysis (PA) using Varimax rotation; allowing 

for the aforementioned large amount of information generated to be distilled into a few 

components that succinctly capture and convey the main constructs which underlie these 

items in our local context. Values for the determinant (0.178), Keiser-Meyer-Olkin test of 

sampling adequacy (0.81), Bartlett’s test of Sphericity (p<0.001) confirmed that criteria for 
factor analysis were met. Items (subtests) correlated with each other without multicollinearity.   
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Exploratory factor analysis was done to identify and generate composite scores for factors 

underlying the MMSE instrument used. Factors with primary factor loading or cross-loadings 

of 0.4 were used to elucidate the simple factor structure of the MMSE instrument: items being 

clustered into groups defined by their highest factor loadings.  

 

A scree plot was also used to identify the number of factor components that should be retained 

in the emergent simple factor structure by identification of the pattern of eigenvalue decline. 

Consistent with convention, only components with eigenvalues one or greater were retained 

(Field, 2005; C. H. James, David, & Vida, 2004).  

 

For each respondent, a factor score was generated by summing the score obtained for the 

items that constitute the factor. The variation of factor score with MMSE score was 

subsequently examined for factors identified and retained.  

 
Results 
 

There was a total of 2782 participants in the study, with the majority (51.6%) being females. 

Almost 44% of participants were between the ages of 60-69 years, those in the age categories 

70-79, 80-89 and ≥ 90 years accounted for 33.7% (n=936), 18.7% (n=519) and 3.3% (n=93) 
respectively. The majority (77.6%, n=2144) of participants had primary level education or 

below, while 12.4% had secondary level education. The remaining portion (10%, n=275) had 

post-secondary or tertiary level education. Approximately 76% of respondents had one or 

more doctor-diagnosed chronic disease. 

  

Descriptive statistics for the individual items (subtests) of the MMSE instrument administered 

to the sample are displayed in Table 1. Respondents generally were able to complete most 

subtests successfully as highlighted by the relatively high means. Exceptions were those tasks 

related to attention and calculation, copying design/drawing and recall of three words. 
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Table 1: Mean score and standard deviation for MMSE items (n=2782) 

 

Items (Subtests) Possible Score Range Mean Std. Deviation 

Orientation – time 0 – 5 4.265 1.194 

Orientation – place 0 – 5 4.693 0.815 

Registration - 3 words 0 – 3 2.895 0.456 

Attention and calculation 0 – 5 2.424 2.112 

Recall of 3 words 0 – 3 1.325 1.102 

Naming of objects 0 – 2 1.912 0.370 

Repetition 0 – 1 0.890 0.313 

Following/effecting three-

stage command 
0 – 3 2.692 0.814 

Read and obey 0 - 1 0.753 0.432 

Write a sentence 0 - 1 0.694 0.461 

Copy design/drawing 0 - 1 0.539 0.499 

 

 

The Cronbach’s alpha coefficient of the MMSE instrument based on standardized items was 
0.742, and item-total correlations varied approximately from 0.2 to 0.5 (Table 2). Of these item-

total correlations (standardized or not) 72.7% were approximately 0.4 and above (rounded to 

one decimal place). Lower item-total correlations were observed for the items pertaining to 

‘recall of three words’, ‘naming of objects’ and comprehending/effecting ‘the three-stage 

command’.  Each individual item would result in lower or approximately the same 
Cronbach’s alpha if it was deleted, suggesting that all items should be kept as part of the scale. 
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Table 2: Item-Total correlations of the MMSE tool in persons 60 years and over, Jamaica 
 

Item 
Item-Total  
correlation 

Item-Total  
correlation 

(standardized) 

Cronbach’s Alpha 
if Item deleted 
(standardized) 

Orientation- Time 0.500 0.493 0.708 

Orientation -Place 0.426 0.458 0.713 

Registration- 3 words 0.369 0.395 0.722 
Attention and calculation  

(serial ‘7s’) 0.430 0.420 0.719 

Recall of 3 words 0.253 0.214 0.746 

Naming of objects 0.275 0.316 0.733 

Repetition 0.353 0.383 0.724 
Follow/effect three-stage 

command 
0.229 0.293 0.736 

Read and obey 0.407 0.446 0.715 

Write a sentence 0.408 0.445 0.715 

Copy design/drawing 0.394 0.406 0.720 
 
On factor analysis, three factors were extracted. These three factors had eigenvalues (an 
indicator of explained variance) greater than 1 suggesting that they explain more information 
than just what a single item would have explained. The scree plot below (Figure 1) 
corroborates this observation showing that after these three factors, the curve flattens, and 
differences between eigenvalues diminish and values are less than 1.  
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Figure 1: Scree plot for the MMSE among community dwelling older adults, Jamaica 

 

 
 
The three identified factors explain approximately 32.9% of the total variance in MMSE score. 

The first (Factor I), the second (Factor II) and the third (Factor III) account for 12.3%, 11.5% 

and 9.1% of variance respectively. The factors and their loadings are presented in Table 3. 

Factor loadings > 0.4 are marked in bold. Table 3 also displays the communalities which 

ranged from 0.175 – 0.503 and reflect the proportion of variance in each item that can be 

explained by the three retained factors.  
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Table 3: Varimax Rotation Factor Matrix for the factor structure of the 11 item MMSE instrument  
                for older adults, Jamaica  
 

 Factor Communality 

 I II III  

Item     

Write a sentence .680 .140 .144 .503 

Copy design/drawing .582 .103 .174 .379 

Read and Obey .554 .255 .100 .382 

Orientation –Place .064 .545 .365 .434 

Following/effecting 3-stage command .183 .456 -.074 .247 

Registration- 3 words .058 .455 .281 .289 

Naming of Objects .160 .434 .012 .214 

Repetition .111 .401 .245 .234 

Orientation – Time .191 .302 .579 .463 

Recall of 3 words .085 .000 .410 .175 

Attention and calculation (serial ‘7s’) .342 .124 .402 .294 

 
 

Factor I, comprises three items which relate to psychomotor and sequencing aspects of 
cognition and reflect the ability to plan and execute a goal. This is now labelled ‘Executive 
functioning’. Factor II includes five items which appear to relate to short term and immediate 
memory. This factor is now labelled ‘Memory’. Factor III is composed of three items which 
predominantly pertain to attention and concentration. This is now labelled ‘Attention’. For 
each of the three factors identified, the variation of factor scores with total MMSE score is 
shown in Figure 2.  Accompanying 95% confidence intervals for each factor score is also 
displayed. For Factor I, scores generally remained flat with a slight increase after MMSE score 
of 18. For Factor II, there was a positive correlation between Factor II scores and total MMSE 
score. There was a notable increase in Factor II scores as MMSE scores increased up to MMSE 
score of 18, after which, the scores generally remained constant. With regard to Factor III, there 
was a marginal change in scores as MMSE increased up to MMSE score of 18, after which, 
there was a sustained increase in factor scores. For all three factors, 95% confidence intervals 
were relatively narrow and precise, except for MMSE score five as only two participants had 
a score of five.    
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Figure 2: Variation of factor score with total MMSE score 
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Discussion 

Establishing reliability is an acknowledged critical step for instruments used in research. For 
the MMSE in our studied population, Cronbach’s alpha was 0.742.  This, according to the 
popularly used scale by George and Mallery (2003)   implies an acceptable reliability and 
moderate internal consistency of the MMSE tool (George & Mallery, 2003). Previous studies 
have reported comparable Cronbach’s alpha values of 0.75, 0.74 and 0.80 respectively (Awan 
et al., 2015; Elhan et al., 2005; Iatraki et al., 2017); the latter two from Pakistan (a developing 
country) and from a rural population of relatively low educational status in Greece 
respectively. Moderate internal consistency of the MMSE tool in our study is corroborated by 
the fact that 72.7% of the item total correlations was above 0.4. De Vaus (2013) recommend 
item total correlation values of 0.40 and above (De Vaus, 2013) and Carmines & Zeller (1974) 
advocate having at least 50% of the item total scores being in the range of 0.30 to 0.70 
(Carmines & Zeller, 1974).  
 
Factor analysis of the present study resulted in three factors which we designate ‘Executive 
functioning’, ‘Memory’ and ‘Attention’. The three factor solution parallels results of other 
studies such as Shyu & Yip (2001) and Shigemori, Ohgi, Okuyama, Shimura, & Schneider 
(2010) which had similar structure.  For example, compared with Shyu and Yip (2001) our 
Factor I ‘Executive functioning’ mirrored the ‘Complex processing’ factor in that study and 
included the items (subtests) ‘Write a sentence’, ‘Read and Obey’ and ‘Copy design/drawing’. 
The Factor II ‘Memory’ was analogous to their ‘Simple processing’ which included naming, 
command, repetition and registration, and reflects processes related to short term memory, 
storage and simultaneous processing. The Factor III ‘Attention’ was equivalent to their 
Attention/Memory factor and consequently is concerned with items such as spelling, 
arithmetic and attention to calculation. Orientation in time also loaded on Factor III. It may 
appear counterintuitive, however, it is known that orientation in time is associated with 
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functions in the pre-frontal cortex (Gozlan, 2013; Rao, Mayer, & Harrington, 2001), a region 

which regulates attention (Arnsten, 2009).  

 

The triple factor structure was deemed optimal because of: evident leveling off of eigenvalues 

below one after three factors and because the three-factor grouping facilitated represented a 

simple structure that facilitated logical interpretation and characterization of the factors; the 

primary purpose of factor analysis. Approximately one third of the variance in MMSE subtests 

was explained by these three factors. Other studies with three factor extractions have reported 

percentage of total variance explained ranging from 44.6% - 85% (Brugnolo et al., 2009; 

Fillenbaum, Heyman, & Haynes, 1987; Shigemori, Ohgi, Okuyama, Shimura, & Schneider, 

2010). The wide variation in variance explained across studies and the contrast with our study 

could be due to a number of factors. The differences in clinical profile of the populations 

studied and second, differences in educational level. In this study, subjects were community 

dwelling older persons from the general population compared to other studies (Brugnolo et 

al., 2009; Fillenbaum et al., 1987; Shigemori et al., 2010) which were confined to groups with 

specific morbidities for example, Alzheimer’s disease, hospitalized stroke patients and 
patients with mild cognitive impairment (MCI). Self-care ability influences ‘attention’ and 
‘simple processing’ (memory) (Shyu & Yip, 2001). Education level can impact the responses 

obtained on the MMSE and the percentage of total variance explained. Educational level has 

been associated with complex processing ability (akin to ‘executive processing’ in our study) 
accounting for as much as 88% of its variance (Shyu & Yip, 2001).  

 

This study’s elucidation of a three-factor structure may have implications for existing and 

future shortened versions of screening tests for cognitive impairment, example the Mini-Cog© 

test. Shortened tests ought to reflect these three factors or domains in their construction. The 

Mini-Cog© test would arguably be very useful in our local setting as its three constituent items 

are aligned to elements from each of our three factors: three item registration (Factor II), three-

word recall (Factor III) and clock drawing (Factor I). The World Health Organization (2008) 

‘Age Friendly Primary Health Care Centres Toolkit’ is a  ten-minute comprehensive screening 

tool developed to work in a number of countries including Jamaica (World Health 

Organization, 2008) This tool utilizes registration and recall of three words for preliminary 

rapid screening of memory function with subsequent detailed screening using the MMSE, as 

necessary.  Registration and recall of three words are related to Factors II and III of this study 

respectively. Future efforts for improving this instrument may involve including an item from 

our Factor I domain.  

 

The pattern of variation of factor scores with total MMSE scores provides additional insight 

on the way its constituent items (sub-test) collectively influence MMSE scores and subsequent 

screening results. The pattern for Factor I with total MMSE scores shows a subtle but evident 

decline from higher scores, until MMSE score of 18 and was generally flat for the lower scores 

thereafter. This factor appears to be useful for detecting early decline. Factor II remained 

relatively constant at scores above MMSE score of 18, but displayed a sharp linear decline 

with scores below MMSE score 18. Factor II and its constituent sub-tests appear to be relatively 

insensitive to early cognitive decline and mild impairment, but effectively identifies 
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deterioration in MMSE scores and cognitive function subsequently. Previous authors have 

noted that the items which comprise Factor II are concerned with verbal skills that arise from 

entrenched knowledge, and these are conserved in early dementia and cognitive decline, 

explaining the relative insensitivity at higher MMSE scores (Brugnolo et al., 2009; Feher et al., 

1992). Factor III was highly sensitive to decline in higher MMSE scores and thus may be useful 

in efforts to identify early or mild cognitive impairment.  

 

Each factor maximizes sensitivity across different ranges of scores. Taken collectively, they 

constitute a robust instrument and the MMSE as a tool is likely to be useful in our, and similar 

settings. In this study, changes in patterns seem to pivot around MMSE score of 18. Previously 

published findings utilizing data derived from the same sample of participants in this study 

has noted that the MMSE score cut-point which maximizes sensitivity and specificity was 

18/19 (K. James et al., 2019). Graphical analysis of the relation between factor score and total 

MMSE score appears to indicate and corroborate optimal cut-points.  

 

It was recognize that education level may influence emergent factor structure and item 

performance (Vissoci et al., 2019). In this study, participants predominantly had low 

educational level, with 78% achieving primary level education and below as their highest level 

of schooling; consequently, effects of education level could not be substantively addressed. 

Nevertheless, this study proposed many strengths. A nationally representative sample was 

used, and the sample size was large. The study provides new information on factor structure 

and reliability of the MMSE in the Caribbean region - the second most rapidly ageing region 

of the world. Furthermore, it adds to the global body of literature being one of the few studies 

that have examined and reported on the variation and relationship of factor scores and overall 

MMSE scores. 

 

Conclusion 

The MMSE is a reliable instrument for use in our study setting and optimally has a three-

factor structure (‘executive functioning,’ ‘memory’ and ‘attention’). The 3-factor structure 

parallels recognized dimensions of neurocognitive ability. There is variation in the 

relationship of individual factors across total MMSE scores. The established reliability and 

factor structure provides greater contextual understanding of the psychometric attributes of 

the MMSE, which can aid clinicians and researchers in interpreting data derived from its use.  
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Abstract. This paper seeks to describe the severity of lower urinary tract symptoms and 
quantify their effect on quality of life among male urology clinic attendees 50 years and 
older. Two hundred and ninety-four men were recruited from an out-patient urology 
clinic and interviewed. The International Prostate Symptom Score was used to measure 
urinary symptom severity and related quality of life. Symptoms were classified as 
moderate for 52.2% of the men, mild for 31.6% and severe for 15.8%. It was found that 
symptom severity increased significantly with age. The odds of impairment in quality 
of life were 1.94 times higher for men with moderate symptoms (odds ratio 1.94, 95% 
confidence interval 1.07, 3.51) and 6.34 times higher for those with severe symptoms 
(odds ratio 6.34, 95% confidence interval 2.43, 16.54) than their counterparts with 
no/mild symptoms. Lower urinary tract symptoms significantly impair men’s quality 
of life. Research is needed to identify social and emotional support initiatives which can 
be incorporated in the management of affected persons.  
  
Keywords: aged, healthy ageing, lower urinary tract symptoms, quality of life, self-help 
groups.  
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Introduction  
                                                                                       
Ageing and diseases associated with ageing cause changes in the structure and functioning of 
the genitourinary system often resulting in genitourinary disorders. Middle-aged and older 
men frequently report lower urinary tract symptoms (LUTS) related to storing and/or voiding 
urine which become more bothersome with severity (Irwin et al., 2006). Much of our 
understanding of the epidemiology and impact of LUTS is from research conducted in 
developed countries (Irwin et al., 2006, 2009; Knott, 2015). Data is comparatively sparse from 
developing countries, where medical care and support, as well as social values and norms are 
different (Nnabugwu, Okoronkwo, & Nnabugwu, 2020; Raharjo, 2016).  In a multi-country 
(Canada, Germany, Italy, Sweden, and the United Kingdom) population-based study, Irwin 
et al. found that storage symptoms were most common (51.3%) followed by voiding 
symptoms (25.7%) and post-micturition symptoms (16.9%) and that the prevalence of 
symptoms increased with age (Irwin et al., 2009). In the United Kingdom it was reported that 
approximately 30% of men 50 years and older experienced bothersome LUTS (Knott, 2015). 
Overactive bladder syndrome (OABS) has been shown to occur frequently in older men 
(Dmochowski & Gomelsky, 2009) and is characterized by increased urination frequency, 
nocturia, and urinary urgency, often accompanied by episodes of urge-incontinence (storage 
symptoms) (Abrams et al., 2009). Its prevalence is similar to that of diabetes, heart disease, 
and asthma and is outranked only by arthritis in this older age group (Dmochowski & 
Gomelsky, 2009). The severity of LUTS has been shown to vary by socio-demographic 
characteristics. Older age, lower income, lower education levels, and absence of a spouse have 
been linked to increased symptom severity, particularly at diagnosis (Jo, Kim, Nam, Choi, & 
Moon., 2017).  
 
LUTS can have adverse psychological effects and diminish men’s sense of well-being 
(Adegun, Adebayo, & Areo, 2016; Dmochowski & Gomelsky, 2009; Liao et al., 2019). This is 
evident with OABS which has been associated with higher rates of depression, lower quality 
of life and poorer sleep quality- which itself is a common precursor to poor moods and 
depressive symptoms (Dmochowski & Gomelsky, 2009). One of the few identified studies 
from the developing world found the presence of LUTS to be associated with some 
impairment in quality of life (Adegun et al., 2016).  Additionally, increased severity of LUTS 
was shown to be associated with diminished quality of life (Adegun et al., 2016; Liao et al., 
2019) and dissatisfaction with the symptoms being experienced (Taylor et al., 2006). The 
bothersome nature of the symptoms has been identified as the leading reason for seeking care 
for LUTS in the United Kingdom (Speakman Kirby, Doyle, & Ioannou., 2015). This is another 
indication of the burden of LUTS on those affected. Although these studies provide valuable 
insight regarding the negative impact of LUTS on quality of life and well-being, more research 
is needed from developing countries to facilitate documentation of those experiences and also 
to add to the global literature on LUTS. Furthermore, perspectives in medical sociology argue 
that illnesses are “socially constructed at the experiential level” (Conrad & Barker, 2010) 
allowing for similar medical phenomena to be differentially experienced.  
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Healthy ageing is a fundamental concept in the life course approach to studying and 
practicing gerontology and geriatric medicine. It is defined as “the process of developing and 
maintaining the functional ability that enables well-being in older age” (World Health 
Organization, 2015). This emphasis on functionality and well-being requires research and 
interventions for conditions like LUTS which, by themselves, are not life-threatening but can 
result in loss of independence and reduced quality of life. These outcomes decrease the 
capacity for healthy ageing (ibid.). Most of the published work on male genitourinary health 
in Jamaica has addressed prostate cancer which has high incidence and mortality rates (Aiken 
& Eldemire-Shearer, 2012; Gibson, Hanchard, Waugh & McNaughton, 2010, 2011; 
International Agency for Research on Cancer/World Health Organization, 2018), whereas 
LUTS are less visible in the literature. This paper shall describe the severity of LUTS in male 
urology clinic attendees 50 years and older. As well as quantify the effect on men’s quality of 
life and assess the influence of socio-demographic covariates. The selected covariates are 
established predictors of a wide range of health outcomes including LUTS severity and quality 
of life. In countries like Jamaica where diagnostic opportunities are reduced due to limited 
urological services and poor health-seeking behaviour (Morrison, Aiken, & Mayhew, 2014; 
Willie-Tyndale et al., 2019), conditions that are not life-threatening may not be prioritized. 
Research highlighting these issues can contribute to the provision of appropriate healthcare 
services and encourage health seeking in the population.  
 
Method 
 
Sample, design and data collection 
 
Two hundred and ninety-four participants were recruited from among men accessing 
outpatient urology services at a hospital in Jamaica during the periods June 2012-March 2013 
and January-May 2014. Men were eligible if they had reached their 50th birthday or would in 
the same year as recruitment. At the study site, a member of the study team approached clinic 
attendees in the waiting room, provided study information and sought written informed 
voluntary consent. Interviewers administered a questionnaire to those who agreed to 
participate. The study was approved by The University of the West Indies Ethics Committee 
and supported by a grant from the Research Fellowship Committee of The University of The 
West Indies. 
 
Variables 
 
The questionnaire captured socio-demographic data, self-reported medical history, and 
lifestyle practices. The International Prostate Symptom Score (IPSS) was also included. The 
IPSS is identical to the American Urological Association symptom index for benign prostatic 
hyperplasia (Barry et al., 1992) but with the inclusion of an assessment of quality of life. IPSS 
measures seven urine voiding and storage symptoms and is scored based on a respondent’s 
answers concerning symptom severity. In the single disease-specific ‘quality of life’ question 
respondents choose the option which best describes how they would feel if they had to spend 
the rest of their life with their present urinary condition: delighted, pleased, mostly satisfied, 
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mixed feelings, mostly dissatisfied, unhappy, terrible. For this paper, analyses of key socio-
demographic data (age, relationship status, employment status and educational attainment) 
and data from the IPSS was captured. 
 
Data Analysis 
 
Socio-demographic characteristics were measured as categorical variables and relative 
frequencies reported. Total possible IPSS scores range from 0-35 with higher scores meaning 
more severe symptoms. Symptoms were classified in three severity groups: no/mild (score 0-
7), moderate (score 8-19), and severe (score 20-35). Chi square analysis was used to explore 
associations between symptom severity and socio-demographic characteristics; quality of life 
and socio-demographic characteristics; and quality of life and symptom severity. Quality of 
life responses were collapsed into two categories: unimpaired (for those who responded 
‘delighted’, ‘pleased’, or ‘mostly satisfied’) and impaired to some extent (for those who 
responded ‘mixed feelings’, ‘mostly dissatisfied’, ‘unhappy’ or ‘terrible’). Logistic regression 
was used to identify variables independently associated with impaired quality of life with 
only significant variables (p < 0.05) from chi-square analyses included in the model. Statistical 
Package for the Social Sciences (SPSS) Version 20 was used in data analysis. 
 
Study design and sample 
 
This study draws on data derived from the Health and Social Status of Older Persons in 
Jamaica Study. With approximately 3000 participants, the was considered as a large 
population-based cohort study which collected data on adults over age 60 across 4 Jamaican 
parishes (Kingston, St Andrew, St Thomas and St Catherine). The University of the West 
Indies Ethics Committee approved the study and written informed consent was received from 
all participants. Details about the design of this study have been published elsewhere 
(Eldemire-Shearer, James, Waldron, & Mitchell-Fearon, 2012).  
 
Statistical analysis 
 
A cross-sectional analysis among those ≥ 60 years of age was conducted. Twelve chronic 
conditions (heart trouble, cancer, arthritis, cataracts, asthma, diabetes, stroke, hypertension, 
depression, anxiety, overweight/obesity and cognitive impairment) were selected for 
inclusion in analyses in this study. Each disease examined was recoded to create a binary 
outcome variable – ‘disease present’ or ‘disease absent’. Comorbidity was defined as the co-
occurrence of two or more of these conditions (Smith et al., 2016). Principal component 
analysis was conducted to detect underlying disease patterns using Stata version 14. Similar 
to other studies, in determining the number of components to retain for further analysis,  
component eigenvalues greater than 1 was considered (Garin et al., 2016). Varimax rotation 
was performed in order to improve the comprehensibility and interpretability of the findings. 
Logistic regression analysis was performed to identify associations between comorbidity and 
key risk factors for chronic disease. 
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Results 
 

Table 1 shows the socio-demographic characteristics of participants. Ages ranged from 50 
years to 91 years with the plurality (38.9%) in the 60-69 age group. Of the 291 persons who 
provided information regarding educational attainment, 62.5% had primary level 
(approximately Grade 6) or lower while 37.5% completed schooling at the secondary level 
(High school) or higher. Eighty-eight persons or 30.4% stated they were working at the time 
of the study. Most men (71.7%) reported being in union (married or common-law). 
 

Table 1: Socio-demographic profile of sample 

Variable % (n) 

Age, years (n+ = 293)  

50-59 17.7 (52) 

60-69 38.9 (114) 

70-79 34.1 (100) 

80 and over 9.2 (27) 

Relationship status (n+ = 293)  

In union 71.7 (210) 

Single/Divorced 20.5 (60) 

Widowed 7.8 (23) 

Educational attainment (n+ = 291)  

Primary level or lower 62.5 (182) 

Secondary or higher 37.5 (109) 

Employment status (n+ = 289)  

Working 30.4 (88) 

Not working 69.6 (201) 

                      + represents the number of respondents to the item. 
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IPSS Results 
 
Total IPSS scores ranged from zero to 30 with a median of 11 (IQR 6-17). More than half of the 
men (52.2%) had moderate symptoms and for 31.6% symptoms were mild. Symptoms were 
severe for 15.8% of men while only one man reported experiencing no symptoms. The 
variation in symptom severity by socio-demographic characteristics is shown in Table 2. A 
greater proportion of men in the oldest age category (70 and over) reported severe symptoms 
(24.0%) than those in the younger age categories (8.7% [60-69] and 14.0% [50-59]). Symptom 
severity showed no statistically significant variation with educational attainment, 
employment status or relationship status.  
 

Table 2: Associations between symptom severity and socio-demographic variables 

Variable Severity of urinary symptoms % (n) χ2  p-value 

Age, years No/Mild Moderate Severe 11.45 0.022* 

   50-59 39.5 (17) 46.5 (20) 14.0 (6)   

   60-69 36.9 (38) 54.4 (56) 8.7 (9)   

   70 and over 24.0 (24) 52.0 (52) 24.0 (24)   

Relationship status      

   In a relationship 32.2 (58) 52.8 (95) 15.0 (27) 0.88 0.928 

   Single/Divorced 32.7 (16) 51.0 (25) 16.3 (8)   

   Widowed 29.4 (5) 47.1 (8) 23.5 (4)   

Educational attainment      

   Primary level or lower 30.5 (46) 53.6 (81) 15.9 (24) 0.64 0.728 

   Secondary or higher 35.1 (33) 48.9 (46) 16.0 (15)   

Employment status      

   Working 36.8 (28) 50.0 (38) 13.2 (10) 1.78 0.412 

   Not working 28.9 (48) 53.6 (89) 17.5 (29)   

χ2 - Pearson Chi-Square value. *p-value < 0.05 
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Quality of Life 
 
Two hundred and eighty-seven men responded to the quality of life question. Approximately 
57% indicated that the urinary symptoms impaired their quality of life to some extent. Table 
3 shows this sentiment was most common among men aged 70 and over (72.4%) and least 
common in the 60-69 year old (43.8%) age group. The proportion of men whose quality of life 
was impaired by the presence of the urinary symptoms increased significantly with symptom 
severity: 36.7% of men with no/mild symptoms compared with 53.9% of men with moderate 
symptoms and 82.1% with severe symptoms. Men’s quality of life did not vary by relationship 
status, educational attainment, or employment status.  
 

Table 3: Quality of life (QOL) and covariates 

Variable Unimpaired QOL Impaired QOL χ2 p-value 

Symptom severity     

No/Mild 63.3 (50) 36.7 (29) 21.66 <0.001*** 

Moderate 46.1 (59) 53.9 (69)   

Severe 17.9 (7) 82.1 (32)   

Age, years     

50-59 49.0 (25) 51.0 (26) 20.64 <0.001*** 

60-69 56.2 (63) 43.8 (49)   

70 and over 27.6% 72.4 (89)   

Relationship status     

In a relationship 43.4 (89) 56.6 (116) 0.41 0.816 

Single/Divorced 42.4 (25) 57.6 (34)   

Widowed 36.4 (8) 63.6 (14)   

Educational attainment     

Primary level or lower 43.2 (76) 56.8 (100) 0.01 0.922 

Secondary or higher 42.6 (46) 57.4 (62)   

Employment status     

Working 49.4 (42) 50.6 (43) 2.60 0.107 

Not working 39.1 (77) 60.9 (120)   

χ2 - Pearson Chi-Square value. ***p-value < 0.001 

 
As shown in Table 4, logistic regression analysis confirmed severity of urinary symptoms as 
an independent predictor of quality of life. The odds of asserting that quality of life was 
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impaired by urinary symptoms were approximately two times higher among men with 
moderate symptoms and approximately six times higher among men with severe symptoms, 
than their counterparts with no or mild symptoms.  
 
Table 4: Odds of impaired quality of life due to urinary symptoms from binary logistic regression 
               analysis 
 

Variable Adjusted Odds Ratio 95% Confidence Interval p-value 

Age    

   50-59 (reference) 1.00   

   60-69 0.69 0.33, 1.45 0.325 

   70 and over 2.01 0.94, 4.31 0.074 

Symptom severity    

   No/Mild (reference) 1.00   

   Moderate 1.94 1.07, 3.51 0.028* 

   Severe 6.34 2.43, 16.54 <0.001*** 

Model statistics: Hosmer-Lemeshow p value = 0.935. *p-value < 0.05, ***p-value < 0.001 
 
 
Discussion 

This paper examined severity of LUTS and their effect on quality of life in a sample of men 50 
years and older accessing urology services in Jamaica. Most men had mild or moderate 
symptoms and only 15.8% had severe symptoms. This percentage is higher than the estimate 
obtained by Taylor et al. (2006) for a clinic-based sample in the United States of America. They 
reported a prevalence of 6.6% for severe symptoms among men 65 years and older. On the 
contrary, our finding is lower than that reported in a study among men 55 years and over in 
rural Uganda who were seeking care for urinary symptoms. Approximately 30% of them had 
severe symptoms (Stothers, MacNab, Bajunirwe, Mutabazi & Berkowitz, 2017). The authors 
conceded that their estimate of severe symptoms was higher than what had been reported 
elsewhere and suggested the difference may be linked to low socio-economic status. In a clinic 
sample, a low level of severe symptoms could be explained by factors including (i) high rate 
of treatment success (Yuan et al., 2013), (ii) a preponderance of mild to moderate symptoms 
in the parent population (Maserejian et al., 2013) and (iii) early health seeking before 
symptoms progress in severity (Presicce, De Nunzio, & Tubaro, 2018). The relatively low 
estimate found in this study could be due to high treatment success rates at the study site. The 
ability to make a definitive statement is limited because medical records were not assessed in 
this study. However, healthcare workers at the facility have noted that well-established and 
effective management protocols for LUTS are in use there, despite the existence of some 
resource limitations in the delivery of care (Willie-Tyndale, 2017). This increases the likelihood 
of attaining good treatment success rates. The epidemiology of LUTS in Jamaica has not been 
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previously documented and this study presents the only known documentation of its severity 

profile. In the United States of America higher severity LUTS has been documented to occur 

at a lower incidence than more moderate LUTS (Maserejian et al., 2013). If Jamaica follows a 

similar pattern, greater levels of mild to moderate symptoms may exist in the population and 

may influence the severity profile observed in this study. It is unlikely that early health 

seeking is driving the low prevalence of severe symptoms in this sample, especially given the 

poor health seeking behaviors for genitourinary issues documented in the population (Willie-

Tyndale, 2017).  

 

Severity of urinary symptoms increased significantly with age. This agrees with the literature 

and may be a result of declining bladder function and/or disease, both of which are likely to 

increase with age (Dmochowski & Gomelsky, 2009; Irwin et al., 2009). It was unexpectedly 

found that symptoms were similar in severity across the other socio-demographic categories 

studied. To the extent that they influence health care access, health services utilization, and 

treatment adherence, these socio-demographic characteristics were expected to vary with 

symptom severity even in a clinic population. Perhaps variation would have been observed if 

the study had focused on treatment naïve individuals as was found in a community-based 

study in Korea where higher severity of LUTS on diagnosis was associated with lower income 

and lower education levels (Jo et al., 2017).  

 

LUTS impaired quality of life for 57% of men and this was more likely to occur among those 

who had moderate or severe symptoms than those whose symptoms were mild. This was 

expected as these symptoms can be highly disruptive to everyday life; affecting social 

activities, work productivity, intimate relationships and persons’ general sense of well-being 

(Coyne et al., 2008; Dmochowski & Gomelsky, 2009; Speakman, Kirby, Doyle & Ioannou, 

2015). Jamaican men have been documented to subscribe to a typology of masculinity which  

is defined by dominance and virility (Anderson, 2012). They have also been reported to delay 

and avoid seeking healthcare (Morris James, Laws & Eldemire-Shearer, 2011). The magnitude 

of the effect of moderate and severe symptoms on quality of life may therefore be a social 

construct influenced by how the symptoms challenge men’s way of life regarding 
independence and functionality, their roles in intimate relationships, and dependence on 

medical interventions. It should be noted that in this study, there was no difference in quality 

of life by employment or relationship status. This could be due to measurement error as the 

variables analyzed (employment status and relationship status) may not have been ideal 

proxies, being somewhat distant from the concepts of interest (work productivity and 

intimacy). 

 

Conclusion 

This paper assessed the severity of urinary symptoms and quantified the extent to which they 

impaired quality of life among men in a clinic setting. The findings may inform initiatives 

aimed at improving quality of life and supporting healthy ageing. The negative effect of 

urinary symptoms on men’s quality of life calls for a holistic approach to healthcare delivery 
with a focus on psychosocial interventions and outcomes and not only medical management. 
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This may take varied forms in different settings. One approach could involve the formation 

of support groups which can operate through health facilities with leadership from a 

motivated patient and a social worker, nurse or other appropriate health care worker. Such 

groups provide access to social networks which can be leveraged for health education, 

building self-esteem, and providing emotional support and community. This may help men 

successfully navigate phases of illness and disease management with the benefit of shared 

experiences. A further public health response can involve educating younger men about age-

related changes in the genitourinary system, genitourinary diseases and good health seeking 

practices to increase their chances of good outcomes in the future.  

 

LUTS negatively affect men’s quality of life. Additional research should seek to identify 

support strategies and systems which may improve quality of life for persons with LUTS. This 

may be particularly beneficial where effective medical management options are limited. 
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Abstract. This paper looks into the study titled “Misión Dominicana Envejece” which is 
considered as the first research effort in the Dominican Republic that comprehensively addresses 
old age and aging. The objective of this research was to enquire the situation of older people and 
the challenges faced with the change in the population structure associated with the aging of the 
country. The “Misión Dominicana Envejece” focused on six key aspects: demography; health; 
education and employment; savings and pensions; and migration. The methodology applied was 
a multi-method study with retrospective observation, evaluation and mixed quantitative and 
qualitative analysis, accompanied by: surveys carried out in the Dominican Republic, a database 
review, followed by primary and secondary analysi. For qualitative research, three main 
strategies were used: focus groups, case studies and in-depth interviews. These strategies are 
articulated with each other and triangulated with the quantitative results, strengthening their 
validity and reliability. The results show that the Dominican population aged 60 years and over 
by 2050 will reach 15.2% of the total and life expectancy will be 78 years for men and 82 years for 
women. The data represents challenges for the Dominican health and pension system, as well as 
chalenges related to education, employment, care among other issues related to the older adult 
population of the Dominican Republic. 
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Resumen. El estudio denominado “Misión Dominicana Envejece” es el primer trabajo de 
investigación en la República Dominicana que aborda la vejez y el envejecimiento de manera 
integral, El objetivo de esta investigación es conocer la situación de las personas mayores y 
evidenciar los desafíos ante el cambio de la estructura poblacional asociado al envejecimiento del 
país. La “Misión Dominicana Envejece” se enfoca en seis aspectos clave: Demografía, Salud, 
Educación y Empleo, Ahorro y Pensiones, y Migración. La metodología desarrollada fue un 
estudio multimétodo con observación retrospectiva, evaluación y análisis mixto cuantitativo y 
cualitativo, acompañado de encuestas realizadas en República Dominicana, revisión de bases de 
datos, análisis primarios y secundarios de las mismas. Para la investigación cualitativa se usarán 
tres estrategias principales: grupos focales, estudios de caso y entrevistas a profundidad. Estas 
estrategias se articularán entre sí y se triangularán con los resultados cuantitativos afianzando su 
validez y confiabilidad. Los resultados muestran que la población dominicana de 60 años o más 
para el 2050 alcanzará el 15.2% del total y la expectativa de vida será de 78 años para los hombres 
y 82 para las mujeres. Estos datos representan retos para el sistema de salud y pensional 
dominicano, así como los temas relacionados con la educación, el empleo, el cuidado y otros 
temas vinculados a la población adulta mayor de la República Dominicana, los cuales son 
abordados más ampliamente en cada capítulo. 

 
Introduction  
 
The demographic process in Latin America and the Caribbean marks a continuous trend 
towards the aging population. Despite the differences between countries in the region, in the 
last decades this region has experienced a considerable increase in the number of people aged 
60 and over (Centro Latinoamericano y Caribeño de Demografía - CELADE, 2017). It is 
predicted that this will result in a change in the distribution between age groups in the 
population of the Latin American and Caribbean countries and will be characterized by the 
increase in life expectancy of individuals, greater relative weight of older persons within 
households and the shift of the age structure in society (Fundación Saldarriaga Concha, 
Fundación NTD Ingredientes, 2018). 
 
It is stated that it is possible to identify three different expressions of population aging: (1) 
individual aging; that consist of the ageing process of each individual, (2) domestic aging; 
which is the increase in the proportion of people 60 years of age or older in households, and 
(3) demographic aging; which is the systematic increase in the relative weight of people 60 
years or more over the total population. Each of the concepts stated mentions a process that 
includes repercussions and challenges. 
 
The Dominican Republic is not unbeknownst to this reality. “Misión Dominicana Envejece”, 
which means “Mission, The Dominican Republic is Aging”, is the first national study which 
deals with aging and old age in a comprehensive manner. It focuses on six sections: 
demography; health; care; education and employment; savings and pensions; and migration. 
The objective of this research was to enquire the situation of older persons and to shed light 
on the challenges of the country’s population structure when associated with aging (Flórez , 
Villar, Puerta, & Berrocal, 2015). 
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Method 
 
This paper combines analysis methods trough a cross sectional design to describe the 
conditions of ageing in the Dominican Republic and explains the current situation of its older 
population. For the quantitative analysis, sociodemographic information databases available 
in the Dominican Republic were consulted. The qualitative analysis recurred to focus groups, 
case studies, and in-depth interviews. Quantitative data was described with relevant data for 
each section. Qualitative results were analyzed within each other and triangulated with 
quantitative results. 
 
Results 
 
Demographic Situation in the Dominican Republic 
 
World population aging is a reality, in Latin America and the Caribbean, the population is 
going through a demographic transition due to accelerated aging (Fundación Saldarriaga 
Concha, Fundación NTD Ingredientes, 2018; United Nations CEPAL, 2014). According to the 
National Statistics Office ‘ONE’ (2013), the Dominican Republic is a country with a population 
of more than 10 million people.  
 
The Dominican Republic, has witnessed a shift of its population aged over 60 years of age, 
from 2.7% in 1950 to 6.1% in 2015. It is estimated that by 2050 it will increase further by 15.2%. 
This increase in its older population implies challenges for the country in terms of 
guaranteeing access to health, work, pension, and decent wellbeing in older years (Fundación 
Saldarriaga Concha, Fundación NTD Ingredientes, 2018).  
 
The main indicator of individual aging is the life expectancy of the population, both at birth 
and at specific years that people expect to live (Comisión Económica para América Latina y el 
Caribe (CEPAL), 2008). In the Dominican Republic, life expectancy is seen to increase over 
time, especially for women. While in 1960, the life expectancy at birth for men was 
approximately 46 years, for women, this stood at 49 years. In contrast, in 2020 it is expected 
that the life expectancy at birth is of 72 years for men and 78 for women, while by 2040 it will 
be approximately 78 for men and 82 for women (Fundación Saldarriaga Concha, Fundación 
NTD Ingredientes, 2018).  
 
Demographic aging has implications for the structure of the population. The depiction of 
population as a pyramid shape is being transformed (ibid.).  As can be seen in the figures 1 
and 2, in the years 1950, 1985, and 2016, it is evident how the proportion of people over 40 
years is increasing progressively while also having a decrease in the number of children under 
14 years. This situation can be explained by the change in the fertility rate and the increase in 
the life expectancy of the population, generating a greater relative weight of adults in relation 
to younger people (ibid.).   
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Figure 1: Aging Demographic 1950 

 

             Source: Misión República Dominicana Envejece (2018). 
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Figure 2.: Aging Demographic 2050 

 

            Source: Misión República Dominicana Envejece (2018). 

The country is going through a stage of demographic transition. During the five-year period 
between 2015-2020, the fertility rate is estimated at 2.38 children per woman, and the aging 
rate at the end of 2020 will be 26.7%. In 1950, the volume of the total Dominican population 
registered less than three million inhabitants and it is assumed to increase to 14 million by 
2020. If this trend continues, by 2030, it is predicted that there will be no generational renewal 
due to the sustained decline in the fertility and mortality rates of the population (Fundación 
Saldarriaga Concha, Fundación NTD Ingredientes, 2018). Almost zero in population growth 
is expected by the year 2050. The adult population of 60 years old and over, will be the only 
portion of population with positive growth with approximately three million people (ibid.).  
Feminization of aging is another reality in the country due to a higher life expectancy of 
women, especially after 60, to 80 years. By 2040, life expectancy is assumed to be 82 years for 
women and 78 years for men (Fundación Saldarriaga Concha, Fundación NTD Ingredientes, 
2018).  
 
Challenges of the health system against old age and aging: The situation in the Dominican Republic.  

 
In maintaining the health status and quality of life of older populations, presents challenges 
on a personal, economic, and social level. The challenges faced by the health system is at the 
level of prevention, promotion of healthy lifestyles, and care of chronic and noncommunicable 
diseases, where prevalence tends to increase with age (ibid.).  
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The morbidity and mortality in the country has experienced variations in recent years, which 
is associated with better health outcomes, a decrease in communicable or infectious diseases, 
such as tuberculosis, and also an increase in chronic noncommunicable diseases (ibid.). 
Among chronic diseases in people over 60, hypertension is the most common with a 
prevalence of 48% (36.3% in men and 60% in women), followed by diabetes (12.6% in men 
and 18.2% in women), arthritis (15.6% in men and 21.6% in women), cardiovascular disease 
(7.9% in men and 12.4% in women), kidney failure (4.8% in men and 3.1% in women) (ibid.). 
Recent and chronic morbidity and disability rates were estimated for all age groups. Chronic 
morbidity and disability rates are higher in advanced ages. From 0 to 14 years old 1.2% of the 
population has some form of disability, becoming as high as 44.4% for people 80 years and 
older. Chronic morbidity is present for 4,5% in the age group from 0 to 14 years and 72% for 
older people (80 years and over) (Figure 3). 

 

Figure 3.: Recent morbidity, chronic disease and disability rates bay age group 

 

              Source: Misión República Dominicana Envejece (2018). 

Figure 4 present data gathered from the 2015 World Health Organisation (WHO) mortality 
database and the 2016 National Survey of Demography and Health ENDESA (Social and 
Demographic Studies Centre (CESDEM), 2016), shows the mortality rate of the population 
from 1950 to 2050 (projection). Although mortality has lowered in all ages and both sexes, 
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children under 5 years and adults above 60 years have the highest chance of death. The 

probability of dying increases for both sexes from 10 years of age, and it’s higher after the age 
of 60, decreasing for women than men (Figure 4). 

 

Figure 4.: Mortality rates from 1950 to 2050 for all age groups and both sexes 

 

        Source: Misión República Dominicana Envejece (2018). 

The disability average in older persons is 23.5% (21.4% for men and 25.6% for women), which is greater 

than the prevalence in the population between 0 and 59 years, standing at 3%. This prevalence increases 

with age, from 12.9% in people between 60 and 69 years to 44.4% in people over 80 years. In turn, the 

prevalence of recent morbidity does not show such a marked growth with age, being 33% in people 

between 0 and 59 years old, and 39.5% in people 60 years or older. With regard to older persons who 

reported a recent morbidity, it should be noted that only 30% received some type of care for it 

(Fundación Saldarriaga Concha, Fundación NTD Ingredientes, 2018). 

 

Insurance coverage within the health system has shown a significant increase in the last 10 years, from 

28.1% for older persons in 2007, to 87.1% in 2016 (ibid.). No difference was shown in the percentage of 

affiliation between men and women.  

 

The health expenditure for 22.4% of households was greater than 10% of total income; for 12.7% of 

households the expenditure was greater than 20%; and for 8% more than 30%. Belonging to a low 

socioeconomic level was associated with a higher percentage of health expenditure due to felt 

morbidity, when compared to high-income households (ibid). 
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Care and caregivers in the Dominican Republic 
 
The Dominican Republic has initiatives both legal and institutional for the care of old persons, together 

with a broad legislative framework that favors care actions for its older population. However, it is stated 

that this still is not enough in covering the different aspects of care and response to caregivers (ibid.). 

Care still depends on families (traditional care arrangement). This caregiving role was also discussed 

during the focus groups, where the older persons themselves stated that this is considered as normal 

practice. 

 

Data analysis showed that 12% of Dominican households consist of single parents and older adults. In 

addition, 23% are made up exclusively older adults headed households. Within this percentage, the 

64.7% are single-person households (older person residing alone). This suggests a special household 

dynamic of older persons in the Dominican Republic: they usually live alone or with their partners. 

This is not a problem per se, however may imply a need for community care support. 

 

Traditional gender care roles care continues being predominant in the Dominican Republic, according 

to qualitative data; it is the daughters who are the ones who take care of the grandparents (ibid.). The 

family then becomes the primary reference for the older person in order to receive care. There is poor 

knowledge about the options available for the care of older persons that are currently available by 

government and other institutions. All this suggests that, given the imminent increase that the 

population older than 60 years will experience, a phenomenon of overloading family care is expected 

in the midterm. 

 

Education, employment and economic situation of older persons in the Dominican Republic 
 
Education, employment, and the economic situation implies development challenges for 
countries. This section focuses on these important topics. Although in recent years, most of 

Latin America and the Caribbean countries have presented high rates of economic growth, it 

is also one of the regions with the highest levels of informality, in which case the low 
educational level of people has an important role (Fundación Saldarriaga Concha, Fundación 

NTD Ingredientes, 2018). 

 
There is a high correlation between the level of education of a person and the chance of being 

employed (Bertranou, 2005). It was analyzed by the gross coverage rate, that is the percentage 

of individuals enrolled at a specific level of education (regardless of their age) over the total 
population with the appropriate age to pursue that level of education. It was found, according 

with the data of the Social indicator system (SISDOM, for its initials in spanish), the rate of 

lowest coverage is in initial education (preschool to 2nd degree) 32.9% and the highest in basic 
education (3rd degree to 5th degree) with 118.8% (ibid.). However, data shows that the highest 

gap occurs in higher education; also, the gross coverage rate for urban areas is 31.3 percental 

points higher than rural areas. By gender, it is women who have greater access to education 
with 58.9% whereas 33.2% for men. The higher participation of women in education system 

could contribute to solving inequities within the labor market, if there were no problems with 

labor discrimination against women (ibid.). 
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The education scene for older persons in the Dominican Republic differs from that of the 

general population. According to ENHOGAR surveillance data, illiteracy rates are higher and 

increase with age, which the higher incidence among people aged 70 years and over. With 

20.6% in the urban areas and 34.1% for rural ones; in both cases illiteracy is greater for women 

(ibid.). This highlights the inequities in access to the education system from decades ago, since 

at the time the inaccessibility of education for women was more prevalent. In rural areas, 91% 

of the population of 70 or more only achieved basic or primary education, while in urban 

settings about 17% of people in the same age group achieved some access, at least, to high 

school (ibid.). 

 

In relation to employment, the Dominican Republic presents very high figures in the informal 

economy. 2.3 million people worked in informality in 2016, according to figures from the 

Central Bank (2014). In the group of older people, according to that data, the development of 

the Global Participation Rate (GPR) is decreasing, being higher in the age group between 60 

and 69 years, the rate has been decreasing since 2000 until 66.4% in 2016. Official data recorded 

in 2000, 2005, 2010 and 2016, show a decrease in participation for men aged 70-79, and 

especially for those who are 80 or older (ibid.). In 2016, the GPR of men aged 80 and over 

registered a GPR of 29.9%, 36.5 percental points less than men aged 60 to 69 in the same year. 

In the case of women 60 to 69 years, they registered a GPR of 22.5% while those of 80 and 

more years old, had a GPR of 7.0%, that is, 15.5 percental points below (ibid.). When 

comparing this difference between that registered by men, it is found that the GPR gap 

between women aged 60-69 and 80, is lower by 21 percental points than GPR of men at same 

ages (Fundación Saldarriaga Concha, Fundación NTD Ingredientes, 2018). 

 

In terms of occupation, the highest occupancy rate (OR) within the group of older persons 

corresponds to people between 60 and 69 years (46.9%), with 23.5 percental points of 

difference with those between 70 and 79 years old, and 38.1 with people 80 and over. The wide 

differences show a significant fall in employment of older persons once they reach 70 years 

(ibid.). 

 

According to the figures presented in the National Survey of Demography and Health 

(ENDESA for its Spanish acronym), Social and Demographic Studies Centre CESDEM (2016), 

the economic situation of older persons in the Dominican Republic through the analysis of 

their income indicates that 34.3% of people between 60 and 69 receive income only for their 

work, 34.8% only through family assistance, 7.8% for pensions and 23% through other sources 

of income. In the case of older persons located in the subgroup aged between 70 and 79 years, 

the relative weight of income accrued by the help of family members, only pension and other 

sources of income increases, while those whose income comes only for their work, decreases. 

The same dynamic is identified among people aged 80 and over, since 46.2% only receive 

income through the help of family members, 41.3% from other sources of income, 9.3% only 

from pensions and only 3.3% from work. 
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In terms of the amount of income of households with or without older persons, the data of 
ENDESA shows that the per capita income average of households with and without older 
persons is higher in urban areas than rural ones. On the other hand, in the larger households, 
the per capita income is higher than in the cities, in contrast to the reality of the rural area 
where it is the households without older persons who have a higher per capita income. 
However, it is important to keep in mind that the gaps are not too high (ibid.). 
 
Savings and investment for old age 
 
The Dominican social security system establishes a mixed benefit structure with individual 
contributions through a personal account and a solidarity component in favor of low-income workers 
and the population (Bosch, Melguizo, & Pagés, 2013). Likewise, there are some special regimes for 
pensions established prior to the social security law of 2001. The pension system is made up of three 
regimes: contributory pension, subsidized pension and subsidized-contributory pension. In all cases, 
the aim is to cover the adult over 60 with an old-age pension, total or partial disability, and survivor's 
pension (Fundación Saldarriaga Concha, Fundación NTD Ingredientes, 2018). 
 
In 2014, only 2.9% of older persons that were in extreme poverty and 6.0% of older persons in conditions 
of moderate poverty are covered by a pension. 17.0% of the non-poor older adult is covered by a 
pension. These poverty differentials were smaller in 2000: 12.4% of the non-poor and 5.0% of the 
extreme poor had pension coverage, that is, the gap by level of poverty in pension coverage has 
increased in the last 15 years (ibid.). 
 
This pension system achieved a coverage of 14.4% of the population over 60 years of age in 2014, a 
figure that is by far below the regional average in terms of pension coverage. Despite this, it is worth 
highlighting the reform carried out after the year 2000 in which the coverage of the groups did not 
depend on whether or not they were salaried. This notion favoured Dominican women in terms of 
equity, evidencing that the gap by sex has been declining. While in 2000 the coverage of men was 2.5 
times that of women, by 2014 the gap decreased by 1.76. As of 2014, 61.9% of pensioners are men (ibid.). 
One of the differences to highlight on pensions between urban and rural areas, is that, while in the 
former a coverage of 18.5% is reached, in rural areas it is only 6.8%. These coverage levels indicate a 
difference of 11.7 percental points between the urban area and the rural one, thus demarcating the need 
to prioritize additional efforts in coverage for rural areas. In terms of differential coverage by 
population group according to poverty status, the analyzes show that in 2014 only 2.9% of older persons 
were in extreme poverty and 6.0% of older persons in moderate poverty, both of which were covered 
by some pension. 17.0% of the non-poor older adult is covered by a pension. These poverty differentials 
were smaller in 2000; 12.4% of the non-poor and 5.0% of the extreme poor had pension coverage, that 
is, the gap by level of poverty in pension coverage has increased in the last 15 years (Fundación 
Saldarriaga Concha, Fundación NTD Ingredientes, 2018). 
 
Significant progress has been made on the proportion of the contributing population with respect to 
the number of employed persons, especially in the last decade. In 2016, 38.9% of those employed were 
contributing for pensions, while in 2000 only 25.4% of those employed were listed. In 16 years (2000 to 
2016), coverage increased 13.5 percentage points. These coverages have increased particularly for 
women. The proportion of men contributing to the economically active male population was, in 2003, 
14.1% and for women 19.1%, by 2017, the proportion of men contributing increased to 36.8% and that 
of women at 45.7%. That is to say, the population of contributing women tripled in the period, while 
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that of men doubled, but this data must be interpreted carefully, as this ratio is based on people who 

contribute with respect to economically active or employed people. To analyze the figures in reference 

to 2016, it is noted that while the number of male contributors is 1.2 times greater than the number of 

female contributors, the economically active male population is 1.7 times greater than the female and 

the male employed population is 1.6 times larger than the female (ibid.). 

 

 
 
Savings 
 
In terms of savings and as a protection mechanism for aging, it is the accumulation of assets 

during the productive life. 85.9% of older adults live in a home that has at least one of the 

following assets: motorcycle, car/truck, land, farms/herds/livestock, or housing (ibid.). The 

highest proportion of older adults are living in a home with an asset is observed in 

homeownership. By differentiating the Urban-Rural area, the rural older population are more 

protected, since 91.7% of them live in a home with ownership of the dwelling they inhabit. In 

the urban area this population represents 83.2%. Thus, although the proportion of rural older 

adults with pensions is so low, at least housing ownership represents a form of financial 

protection for old age (Fundación Saldarriaga Concha, Fundación NTD Ingredientes, 2018. 

The percentage of households with older persons, and at least one asset, could be used as a 

protection mechanism for old age. According to the Pension Superintendence, older people 

choose for investment in their own home as an insurance strategy for their old age, as an asset 

that allows them in the least productive age to insure against lower expected levels of income 

(Social and Demographic Studies Centre (CESDEM), 2014). Alternatively, the life cycle 

hypothesis becomes relevant to explain this higher concentration of homeownership in homes 

with older adults, in relation to households without at least one older adult. 

 

The distribution of homes with older adults and house ownership is especially concentrated, 

72.9% of households with older adults and homeownership register their homes as fully paid. 

In the case of households without older adults, this percentage amounts to only 43.9% (ibid.). 

These results may suggest that older persons, especially the rural, due to the low coverage 

rates of the pension system, have chosen to have their home as an investment strategy for old 

age, which allows them to be less productive with lower levels of income. Alternatively, the 

life cycle hypothesis becomes relevant to explain this higher concentration of homeownership 

in homes with older adults, in relation to households without at least one older adult. 

However, these results also indicate that the older person who do not have their housing are 

barely protected due to the low coverage of the pension system, as they will be more 

vulnerable to changes in the income. This result is consistent with the low coverage rate of the 

pension system for older persons in extreme poverty. 

 
International Immigration and older persons in the Dominican Republic 
 
The Dominican Republic within the region is the fifth country with the lowest proportion of 

international migrant population. As regards to the average for the region, the Dominican 
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Republic is located 0.8 percentage points above the average for the region, which is 3.9%, and 

well below the average for high-income countries, which according to the ENI surveil 

(National Survey of Inmigrants) (National Statistics Office, ONE. 2013)  is 14.1%. These results 

suggest that the phenomenon of immigration in the Dominican Republic is relatively 

moderate compared to the standards of the region (Fundación Saldarriaga Concha, Fundación 

NTD Ingredientes, 2018). 

 

Analyzing the distribution of the older adult population of foreign origin by area of residence, 

a greater concentration of this population is found in the urban areas: 70.2% of the total, reside 

in urban centers and 29.8% in the rural area. Besides, a higher proportion of older adults of 

foreign origin are males. The results indicate that 4.1% of the total foreign population in the 

Dominican Republic are old persons, 40.8% of the older population in the country are not in 

possession of an Identity Card or Dominican Passport. 

 

The Constitution of the Dominican Republic establishes the right to equal treatment to all 

people, even if their migratory situation is irregular. It’s unconditional also, the right to receive 
good health treatment for their illnesses. Immigrants have the right to a healthy family unit 

and work (ibid.). 

 

Conclusion 

The process of ageing is complex and is full of challenges for both governments and societies. 

Also, each country has different cultures, political traditions and legal arrangements that 

conditions the way in which the ageing challenge may be solved. For the case of the 

Dominican Republic, the Misión República Dominicana Envejece looks to point at some of the 

challenges (and risks) affectingh oldr persons this country. The below highlight the main 

challenges in the context of the Dominican ageism: 

 

1. As of today, the Dominican Republic has 22 years to pay social and economic capital, 

because it is in an intermediate phase of aging and if it manages to make the necessary 

adjustments it will be a better-prepared country and able to take advantage of the 

opportunities that aging brings. 

 

2. As is happening in the world, caring for its older population is a great challenge, preparing 

in the setting up of a care system, as soon as possible will not only ensure financial resources 

but also ensure social resources for the population that needs care. 

 

3. Improving the educational levels of the general population and generating strategies to 

reduce informality are strategies to prioritize to contribute to the better aging of the 

population, as it will produce a more productive work force and embrace the enrollment in 

the formal economy. 
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4. There is a clear feminization of aging. This is undoubtedly a characteristic that must be 
considered when establishing health, pension, care, savings and education policies. 
 
5. The situation of immigrants raises the need to generate inclusive policies for this 
population, particularly because they are people who are aging with needs and conditions 
that make them more vulnerable to the rest of the population. 
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Abstract. The project “Promoting Local Commissions for Political Incidence from 
Municipalities” has been driven by the Political Incidence Program at Costarican Gerontological 
Association (Asociación Gerontológica Costarricense: AGECO) since 2016. The main objective 
focuses on promoting the creation of Local Incidence Commissions. These commissions are 
organized by municipalities, and are committed with the efforts made locally in accordance to 
older adults’ active ageing and rights.  Different social sectors, holding common aims within the 
local sphere, are usually involved in these commissions. Some of the participants are:  the 
municipalities (which assume the coordination tasks), public institutions, civil organizations, as 
well as older adults who participate as leaders. There are currently 9 of these commissions in 
cantons such as Nicoya, Hojancha, Garabito, Poás, Naranjo, Heredia, San Pablo, Acosta, and 
Alajuelita. People who participate receive training on gerontological topics, counseling, and 
support from AGECO.  Provided with this orientation they are able to perform tasks such as 
preparing the “Report on Older Adults’ Realities in the Canton.” This report is of utmost 
importance as it would be presented to the local government in order to present the current 
situations faced by this age group. The objective of this report is to help with political incidence 
to achieve actions, projects and other policies that benefit them as a social group.   Among the 
main outcomes, it has been possible to get support from the local governments to improve 
sidewalks, parks, community halls, and other accessibility related spaces. Also, socio-educational 
actions have been implemented for and with older adults, and public policies as well as budget 
plans have been created and approved in order to help this population group. This paper 
examines the project and refers to its objectives, methodological strategy, results, discussion and 
conclusions.  
 
 
Keywords: Municipality, local commissions for political incidence, older adults, active ageing, 
political incidence. 
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Introduction  
 
The work on Political Incidence in AGECO is focused on intersectional and generational 
articulation in order to create local commissions for political incidence. These commissions 
are known for being a group of people from institutions, organizations and older adults 
themselves who work in their town to bring about changes that contribute with active ageing 
and rights defense for the ageing members living their local community.  
 
With this in mind, the Project “Promoting Local Commissions for Political Incidence from 
Municipalities” started in 2016 from the Political Incidence Program, and its purpose is to 
encourage municipalities to create a Local Commission. This Commission has the task of 
preparing the “Report on Older Adults’ Realities in the Canton” in order to trigger political 
actions that contribute to favor active ageing and older adults’ rights.  
 
This paper examines the project and refers to its objectives, methodological strategy, results, 
discussion and conclusions.  
                                                                                       
 
Project objectives 
 
Overall objective 
 
Promoting the creation of Local Commissions for Political Incidence organized by the 
municipalities and committed to working locally on active ageing and older adult’s rights.  
The commissions are spaces in each local government, of articulation with other instances of 
the community and the elderly, who meet periodically to promote active aging at a local level. 
 

Specific objectives  

 

- Creating articulation and coordination with municipalities to shape and work with 
Local Commissions for Political Incidence that generate actions in older adult’s favor. 

- Developing processes for training and encouraging awareness about topics that are 
framed within the purpose of promoting active ageing and older adult’s rights with 
the Local Commissions for Political Incidence.  

- Advising and assisting municipalities on building and executing the process of 
Political Incidence according to the local realities.  
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Methodology 

 
The Project implements three stages: Elaboration of a diagnosis of the Situation of the human 

rights of elderly people in the community, execution and evaluation. These stages are 

described below. 
 
Stage 1. Elaboration of a diagnosis of the Situation of the human rights of elderly people 
in the community  
 

The project is promoted in the framework of the Older Adult’s Law, Act N°7935, which 
encourages municipalities to take actions that benefit the older population in article 3, clause 

b. This article states:  

 

“All older adults will have the right to have a better quality of life by the 
creation and execution of programs that promote: (…) b) Participating in 
recreative, cultural and sports activities promoted by organizations, 

associations, municipalities and the state”, among other actions”. (CONAPAM, 

1999: 6).  

 

b) “La participación en actividades recreativas, culturales y deportivas 

promovidas por las organizaciones, las asociaciones, las municipalidades y el 

Estado”. (CONAPAM, 1999: 6). 

 

In addition, the statement “encouraging comprehensive and institutional care for older adults 
from public and private institutions, and (to) ensure that programs and services for this 

population work properly” (CONAPAM, 1999: 4) supports the creation and efforts of Local 
Commissions for Political Incidence. “Impulsar la atención integral e interinstitucional de las 

personas adultas mayores por parte de las entidades públicas y privadas, y velar por el 

funcionamiento adecuado de los programas y servicios, destinados a esta población.” 
(CONAPAM, 1999: 4) 

 

Moreover, in 2015 AGECO sent letters to the 81 town councils in the country in order to learn 

about the existing resources that these councils have which benefit older adults. Regarding 

this issue, 26 municipalities provided an answer by handing the requested information. These 

towns were: Heredia, Flores, San Isidro, Cartago, Oreamuno, La Unión, Alvarado, El Guarco, 

Paraíso, San José, Curridabat, Aserrí, Escazú, Santa Ana, Goicoechea, Moravia, Tibás, Dota, 

Hojancha, Guatuso, San Ramón, Buenos Aires, Garabito, Parrita, Coto Brus, and Mora. From 

the mentioned municipalities, Dota, Guatuso and Oreamuno replied that currently they do 

not have projects or policies for older adults specifically.  

 

The following are the resources currently available for older adults from the information 

provided by the towns:  
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The municipalities of Heredia, San Isidro, San José, Coto Brus, Santa Ana, Moravia, 

Curridabat, Goicoechea, Tibás, Cartago, Paraíso, Mora, San Ramón, and Hojancha hold 

participation and support the “Red de Atención Progresiva para el Cuido Integral de las 
Personas Adultas Mayores”, or “Progressive and Comprehensive Care for Older Adults 
Network.” Also, several municipalities such as San José, Parrita, Buenos Aires, Cartago, 

Escazú, Flores, Goicoechea, El Guarco, Hojancha, Paraíso, Tibás y Santa Ana hold events to 

commemorate the National Day Against Older Persons’ Abuse, Mistreatment, Exclusion and 
Neglect on June 15th, and The International Day of Older Persons on October 1st.  

 

In summary, some municipalities are part of the “Progressive and Comprehensive Care for 
Older Adults Network”, others commemorate important dates for this population, while 
others do not take any form of action. 

 

These previous facts support the importance of the project “Promoting Local Commissions 
for Political Incidence from Municipalities”, holding the target of population and participants 

which involve:  

- Municipalities around the country. 

- Local Commissions for Political Incidence which are defined as: A team of people from 

institutions, organizations and older community leaders who work in their 

communities to bring about change that contributes with active ageing and advocacy 

rights for this age group.  

 

Stage 2. Project Implementation 
 
As previously mentioned, this project started in 2016 and continues to this day.  

 
Implementation Activities:  
The project is implemented by taking the following steps: 

 

1. Ensuring contact with the 82 municipalities in the country 

In March 2016 the municipalities were contacted by sending a letter to each town council. 

The letter explained AGECO’s intention and commitment to articulate and coordinate 
actions, so the municipalities create and work on Local Incidence Commissions that 

receive advice from AGECO’s Political Incidence Program.  
 
2. Briefing with municipalities 

 
AGECO conducted a briefing with the municipalities that replied to the letter sent, and 

were therefore interest in being part of the project.  

 

The matters considered at the meeting included: 
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- Welcome and introduction of the participants.  

- Significant data regarding population ageing worldwide and in Costa Rica 

specifically.  

- What is AGECO? 

- What are the institution’s Gerontological Programs? 

- What are the Local Commissions for Political Incidence? 

- What are the project’s actions to help municipalities create and work with a Local 

Commission for Political Incidence? 

- How does the agreement between the municipalities and AGECO to participate in 

the project “Promoting Local Commissions for Political Incidence from 

Municipalities” work? 

 
3. Signing of the agreement between the municipalities and AGECO. 

 
The agreement was signed in the respective municipalities during a meeting between 
the mayor and AGECO’s Chairperson of the Board of Directors. The project’s manager 
for the Political Incidence Program by AGECO, as well as the coordinator for the Local 
Incidence Commission in each municipality also attended this meeting.   

 

4. Invitation to constitute the Local Commission for Political Incidence for different social groups.  

Once the agreement between the municipalities and AGECO was signed, the project 
implementation started. The municipality was in charge of making the invitation and 
confirmation of the different social sectors such as public institutions, organizations, 
civil society, and others. 

 
5. Meeting to create the Local Commission for Political Incidence for different social groups.  

 
The different social groups that confirmed participation attended to this meeting. It was 
conducted by the municipal official assigned to coordinate the project and by the 
project’s manager for the Political Incidence Program from AGECO. 

 

6. The following issues were addressed at the meeting to create the Local Commission for Political 
Incidence: 

 
- Welcome and introduction of the participants. 

- Reference to the agreement signed between the municipality and AGECO. 

- Project Promoting Local Commissions for Political Incidence from Municipalities 

Presentation. 
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- Time for comments and questions. 

- Creation of the Local Commissions for Political Incidence.  

- Selection of the person who will be the sub coordinator for the Local Commissions 

for Political Incidence. Regarding this, it is important to clarify that the municipality 

is the one in charge of the project’s coordination because by signing the agreement 
the municipality assumes this task. 

- Schedule dates for monthly meetings and for the socio-educational training 

workshop. 

 

7. Socio-educational Workshop with the Local Commissions for Political Incidence.  
  

Once the Local Commissions for Political Incidence were created, a training workshop 
was conducted. The issues addressed in this workshop were: 

 
1. Ageing and old age. 

2. Specific rights for older adults.  

3. Political Incidence as a means to work for older adults’ rights. 
 

The topics were discussed during a 5-hour workshop which had a participative 
approach in order to encourage collective thinking and creation.  

 
8. Organizing and preparing the “Report on Older Adults’ Realities in the Canton.”   

 
After the workshop, the Local Commissions for Political Incidence has to attend the 
monthly meetings to organize and fulfill the “Report on Older Adults’ Realities in the 
Canton.”  
 
The creation of this report is important because it is considered a reference, and it is one 
of the first steps to take in order to promote political incidence as part of the work done 
by the Local Commissions.  

 
The implementation of this action is focused on: 
 
- Being informed and aware of the older adult’s reality in their own town. This has 

to be socialized through team meetings as well as with collective work and analysis.  
- In addition, it is key that each Local Commission collects and analyses the gathered 

information by preparing the “Report on Older Adults’ Realities in the Canton” as 
a product of this action. 
 

The elaboration process of this report requires gathering literature and applying 
investigation techniques such as survey, interview, and observations, among others.  
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The purpose of this is to explore older adults’ reality based on these six aspects: 

 

- Democracy 

- Sociocultural 

- Education 

- Health. 

- Economy 

- Infrastructure 

 

The project’s manager for the Political Incidence Program by AGECO will advise and 
clarify any inquiry related to the report and the Local Commission’s work. That person 
accomplishes this by conducting follow up meetings to encourage the work with the 

coordinators (municipal worker) in each Local Commission. 

 

By means of a report system with the coordinators it will be possible to learn about the 

progress made, where the manager is able to check and provide feedback about them. 

 

It is important to point out that for the Political Incidence Program it is considered 

essential that the commissions have these reports. As it provides a closer look at the 

older adult’s realities in each town. This in turn is useful to identify gaps that need to be 
addressed in order to improve or change current situations for this age group.  

 

Thereupon, the Local Commissions for Political Incidence must depict in the report all 

the conclusions and requests that they will make to the Municipal Council in order to 

successfully achieve political impact and benefit older population. Therefore, the next 

and last task in the project is necessary.  

 

9. Presentation of results on the “Report on Older Adults’ Realities in the Canton” to the Municipal 
Council  

 

The Local Government must be aware of the elaboration of this report. Each commission 

presents the results in order to show the older adults’ reality in their town and make 
political impact by making requests or motions. These requests have the purpose of 

making positive changes to benefit older adults. 

 

It is important to mention that the definition of requests is made by the Local 

Commissions for Political Incidence themselves. In doing so, they take the report’s 
results, in line with the active ageing approach and the older adults’ rights as reference 
to propose action on their behalf. 
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It is advised that the report is presented in the Municipal Council session which is the 
local authority, and invite older adults and local institutions, especially the ones that 
work with and for older adults, to be part of the audience. 
  
Joining the report presentation to the Municipal Council along-side the Local 
Commissions is the manager from AGECO. As mentioned earlier, the Local 
Commissions are in charge of presenting the results and making the requests. 

 

10. Follow up meetings and organizational strengthening with the Local Commission for Political 
Incidence coordinator.   

As mentioned earlier, the coordinator of the Local Commission is the municipal 
representative. During these follow up meetings the manager from AGECO advises the 
commission’s coordinator about the different requirements to implement the project. 
The follow up is conducted through in-person meetings, e-mails, phone calls, and other 
means.   

 
Stage 3. Assessment  
 
Through a brainstorming meeting with the Local Commission for Political Incidence there is 
a discussion about the achievements and limitations of the project’s issues.   
In this sense, the achievements the Local Commissions consider are: 
 

- The municipality as a coordinator figure and representative of the Local Commission 

for Political Incidence. 

- AGECO’s support, training and counseling.   
- The “Report on Older Adults’ Realities in the Canton” and the approval and support 

from the Municipal Council.  

- The older adult’s whose participation in the political incidence process makes them 

feel self-fulfillment.   

 

The main limitation that the Local Commissions for Political Incidence report is:  
 

- There is the need that more institutions in the canton join the Local Incidence 

Commission in order to reach more representation.  
 

Opportunity for improvement: 
 

- Arrange meetings with institutions in order to persuade them about the importance of 

their participation. This is a way to strengthen representativeness from different social 

sectors in the Local Commission for Political Incidence.  
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Results 
 
The project “Promoting Local Commissions for Political Incidence from Municipalities” has 
shown the following results:  

 
- 9 agreements have been approved by the respective Municipal Councils, and they 

have been signed by Municipalities.  

- 9 Local Commissions for Political Incidence have been created in Nicoya, Hojancha, 

Garabito, Poás, Naranjo, Heredia, San Pablo, Acosta, and Alajuelita.   

- 7 Reports on Older Adults’ Realities in the Canton were concluded and presented to 
the Local Governments in Poás, Hojancha, San Pablo, Nicoya, Naranjo, Heredia, and 

Acosta. 
The results that were presented have consequently brought support from the local 

governments. They have improved sidewalks, parks, community halls, among other 

issues regarding accessibility. Also, they have taken socio-educational actions for and 

with older adults, and they have approved and created public policies as well as 

assigning budget to work for this population group. 
 

Discussion 

Costa Rica has laws that favor older adults’ rights. Among them, there is the Integral Law for 

Older Persons (Ley Integral para la Persona Adulta Mayor) N°7935, the National Policy about 

Ageing and Old Age, the Inter-American Convention for the Protection of Older Persons’ 
Human Rights, among others. All of them urge local governments to take action for these rights. 

In doing so, the national policy on Ageing and Old Age 2011-2021 (CONAPAM, 2013), in its 

strategic line III, about social participation calls on local governments to take action regarding 

active ageing and rights. In addition, the Inter-American Convention for the Protection of Older 

Persons’ Human Rights defines the institutions’ duty of working for healthy and active ageing. 
Hence, the project “Promoting Local Commissions for Political Incidence from Municipalities” 
is framed by these regulations and by the challenges that come to implement them within their 

communities. 

 

In discussing the results, it is important to point out that creating the Local Commissions for 

Political Incidence as well as preparing the “Reports on Older Adults’ Realities in the Canton”, 
and presenting them to the Municipal Councils allow the articulation of different social sectors. 

They are able to organize and work collectively in order to politically advocate before their local 

governments. In consequence, it is possible to progress and make impact in the older adults’ 
agendas. In this regard, Wola states: 
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Political incidence represents the efforts of organized citizenry to weigh in the 

creation and implementation of public policies and programs. They can achieve 

this by persuading and pushing state authorities, international financial 

institutions and other institutions of power. These activities are aimed to gain 

access and influence over the people who have decision-making power in 

important issues regarding a particular group or society as a whole. (Wola, 

2005: 21). 

 

The previous quote helps to think about the afore-mentioned project since it shows how 

important it is that different social sectors, including older adults themselves, are organized 

strategically. Together they can persuade other decision-making authorities such as local 

governments to achieve progress and changes that support active ageing and rights.  

 

The International Longevity Center Brazil (2015), further states that the World Health 

Organization (WHO) urges the countries and institutions to promote actions for active ageing 

based on a collective responsibility from society and politicians. Therefore, local governments 

must comply and provide inclusive policies and action plans. Also, they must understand 

how active ageing factors correlate (context, culture, and each person’s backgrounds) in order 
to define these policies and actions, so they can be elaborated with the older population 

participation and taking into account their interests and needs. 

 

Conclusion 

This paper has discussed the project “Promoting Local Commissions for Political Incidence 

from Municipalities” and its importance in relation to continuously strive for active ageing 
policies and older persons rights. The main conclusions highlighted are:  

 

- Local governments and municipalities must facilitate and push for current laws 

regarding older adults. In doing so, the scope of this project becomes important since 

it allows for a close dialogue with municipalities in order to bring collective action for 

active ageing and the rights for this age group.   

- Political incidence guides the project, thus, it allows to: 

▪ Design a participative methodology strategy that is focused on the shape and 

work of the Local Commissions for Incidence, which are made up of different 

social sectors such as municipalities and older adults. 

▪ Grant the fulfillment of older adults’ rights by actions and local public policies 
that are inclusive with this group.  

 

At present the respective “Report on Older Adults’ Realities” shows the affirmative actions 
carried out by the Local Commissions for Political Incidence. This report serves as means to 

weigh on local governments as decision makers. 
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Abstract. Population ageing is an unprecedented phenomenon happening on a global scale 
(United Nations, 2020). Many existing studies analyse population ageing in both developed and 
less developed countries. The research on quantum and tempo of ageing, however, is scarce. The 
aim of this research paper is to answer the question of how sub-regions and selected countries in 
the world are differentiated in terms of the quantum and tempo of population ageing based on 
the data for the period 1950–2100. The research results showed that European sub-regions, 
Northern America and Australia/New Zealand experienced the lowest quantum and tempo of 
population ageing. Western Asia along with selected countries including Albania, Afghanistan, 
Singapore and the United Arab Emirates are in turn estimated to experience the most intensive 
processes of ageing. The findings of this work have demonstrated that the less developed 
countries are ageing with a higher speed and intensity which requires timely policy action to 
mitigate the negative consequences of the phenomenon and utilize the emerging opportunities. 
 
Keywords: population ageing, demography, world, sub-regions, less developed countries, more 
developed countries. 

 
Introduction  
 
“We are ageing – not just as individuals or communities but as a world” (National Institute of 
Aging & U.S. Department of State, 2007:4). The process of population ageing is the direct 
outcome of demographic transition which is expected to be experienced by each and every 
country worldwide (Dyson, 2010; Kirk, 1996). The extent of the demographic changes taking 
place during the demographic transition varies among the countries but they follow more or 
less analogous pattern of declining death rates followed by the declines in birth rates (Pavlik, 
1980; Reher, 2004). While it is widely accepted that mortality decline is the first driving force 
behind the demographic transition, the opinions regarding the main determinant behind the 
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process of population ageing are not quite unanimous. The earliest reference of age structural 

determinant usually refers to Coale (1956), who concluded, using the stable model, that 

fertility decline plays the dominant role in population ageing. Kinsella (2000) and Wilmoth 

(2015), for instance, also state that the ageing process is primarily driven by fertility while 

mortality decline is secondary. Even though, the aforementioned conclusion remains to be a 

classical view on the primary determinant of the ageing process, recent empirical evidence 

suggests that since the second half of the 20th century mortality improvement in older ages 

has come to contribute significantly to the age structural changes resulting in the ageing of 

populations (Caselli & Vallin, 1990; Murphy, 2017; Preston & Stokes, 2012; Preston, Himes, & 

Eggers, 1989). The impact of replacement migration on population ageing is found to be quite 

minor in general (Burcin, Drbohlav & Kucera, 2005; United Nations (UN), 1973; 2011), albeit 

Kinsella and Phillips (2005) argue that international migration can play a significant role in 

smaller populations, namely, some parts of the Caribbean. Nevertheless, it is important for 

policy makers, especially in the less developed countries with observed heterogenous 

demographic trends, not to base conclusions on generalized statements about the 

determinants of population ageing. There is no ‘one-fits-all’ worldwide model of population 
ageing process and each country has to approach the issue on empirical grounds considering 

its unique socio-economic development.  

 

The shift from relatively young to older population structure occurs when the proportion of 

individuals aged 65 and older expands from 7% to 14% (Harper, 2011; Kinsella, 2000). Based 

on this notion, according to the United Nations (2019a) estimates, the less developed countries 

today are at the same stage, as the more developed ones were back in the beginning of the 

1950s, with just over 7%. The population in the less developed countries is estimated to 

become ‘old’ by mid-century reaching around 14.2%. Nearly every fifth person in the more 

developed countries is aged 65 and over today, while by 2050, the proportion of older persons 

is projected to increase to one quarter of total population (ibid.). In Japan, one of the countries 

with the oldest age structures in the world, individuals aged 65 and over already comprise 

over a quarter of total population today (Statistical Handbook of Japan, 2019). 

 

Older population around the world is growing both in relative and absolute terms. The most 

rapid growth, in its turn, belongs to the proportion of oldest old (80 and over) among the older 

population (European Union (EU) 2018; United Nations, 2019a). Based on the United Nations 

(2019a) estimates, in 1950 the proportion of population aged 80 and over in more and less 

developed countries was just 8 and 6 million in absolute numbers, and a mere 1% and 0.4% in 

relative terms respectively. In 2019 this population segment has increased to 5.3% and 1.2% 

(67 and 78 million in absolute terms) relative to the population living in more and less 

developed countries accordingly, and it is expected to undergo a dramatic surge reaching to 

as much as 10% and 3.5% respectively, i.e. 129 million and nearly 300 million individuals by 

2050. The growth of the proportion of older population is generally associated with the more 

developed countries, which is true as those countries have relatively high proportions of older 

persons but this segment of population is actually growing at a much faster rate now in the 

less developed countries. 
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Most of the scientists acknowledge that conventional measures of population ageing reflect 
the process substantially accurately and continue using them in their research. There have 
also been a number of new proposed estimates and approaches to measuring ageing, most of 
which are based on the notion of ‘tempo effects’ introduced by Ryder (1964). Among those 
are: ‘prospective age approach’ by Sanderson and Scherbov (2005), later modified by the 
authors to ‘characteristic approach’ (Sanderson & Scherbov, 2013) as well as ‘tempo adjusted’ 
total fertility rate (TFR) and life expectancy (Bongaarts & Feeney, 1998; 2003). These alternative 
measures, however, have received critiques from other researchers (Balachandran, de Beer, 
James, van Wissen, & Janssen, 2019; Guillot, 2006; Luy, 2010; van Imhoff & Keilman, 2000) 
arguing that the new proposed indicators and approaches require further analysis and are not 
straightforward measures that can only be used in specific scenarios. In this research paper 
conventional indicators are used to describe and analyze the process of population ageing. 
 
Figure 1 illustrates that worldwide, the old-age dependency ratio (OADR) was estimated at 
14.3% in 2020 compared to 8.4% in 1950 and is expected to increase to 25.3% and 37.7% by 
2050 and 2100 respectively. The trend of OADR in the less developed countries follows nearly 
an identical pattern with slightly lower estimates, where currently there are on average 11 
individuals aged 65 and over per 100 individuals of working age. This figure is set to double 
by 2050 reaching 22 to 100 ratio and more than triple with 36 to 100 ratio by 2100. In the more 
developed countries, there were already on average 30 individuals aged 65 and over per 100 
individuals of working age in 2020. The OADR here is estimated to reach 46 to 100 ratio by 
mid-century and slowdown in its pace reaching 54 to 100 ratio by 2100.  
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Figure 1: OADR in less developed regions, more developed regions and worldwide, 1950–2100 

 

            Source: United Nations, (2019a). 

Figure 2 indicates that TFR has been steadily decreasing having dropped twofold over the 
course of the last seven decades, from approximately 5.0 to 2.5 live births per woman on a 
global scale. In the more developed countries, average TFR has dropped below replacement 
level around the year 1975. Global level (2.5 live births per woman in 2020) is kept above 
replacement fertility due to high rates among the less developed countries. As seen from 
Figure 2, the fertility rate has, nevertheless, been decreasing at a much faster pace in the less 
developed countries, which has narrowed the gap with the levels of the more developed 
countries. Based on the United Nations (2019a) medium fertility projections, TFR in the less 
developed countries is expected to fall below replacement level around 2070–2075.  
 

0,0

10,0

20,0

30,0

40,0

50,0

60,0

19
50

19
55

19
60

19
65

19
70

19
75

19
80

19
85

19
90

19
95

20
00

20
05

20
10

20
15

20
20

20
25

20
30

20
35

20
40

20
45

20
50

20
55

20
60

20
65

20
70

20
75

20
80

20
85

20
90

20
95

21
00

O
A

D
R

 (%
)

YEAR

World More developed regions Less developed regions



Mustafina Marta  
 
 

186 

 
 

 

Figure 2: TFR in less developed regions, more developed regions and worldwide, 1950–2100 

 

Source: United Nations, (2019a). 

 

Early increase in life expectancy at birth (LEB) resulting from declines in child mortality lead 

to increased numbers of infants and children as well as reductions in the proportions of older 

individuals, while continued progress into the later years of the lifespan contributes to the 

growing proportion of older population as more and more people survive to older ages 

(United Nations, 2013). 

 

It is estimated that LEB was between 25 and 35 years up until the mid-18th century 

(Notenstein, 1953; Vallin, 2002). According to Oeppen and Vaupel (2002), Swedish women, 

for instance, held a record of LEB of approximately 45 years in 1840 which has been steadily 

increasing by 3 months per year ever since. As further argued by the authors, this linear 

increase of record lifespan should be seen as a continuing progress resulting from advances 

in all spheres of life.  
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Figure 3: LEB in less developed regions, more developed regions and worldwide, 1950–2100 

 

Source: United Nations, (2019a). 

In the 1950s, LEB was roughly 65 years in the more developed countries, which was achieved 
by the less developed countries only in the beginning of the 2000s (Fig. 3). Today, it exceeds 
80 years in 39 countries around the world (United Nations, 2019a). The gap between more and 
less developed countries has reduced twofold over the last decades as a result of rapid 
increment observed in the less developed countries. A great leap forward is projected by the 
United Nations (2019a) estimates, as LEB in the less developed countries is expected to nearly 
double from 42 to around 81 years during the period 1950–2100. 
 
It’s been three decades since the UN designated International Day of Older Persons and two 
decades since the ‘International Year of Older Persons’ that recognized the phenomenon of 
global population ageing and its importance (United Nations, 1999; 2019b). Since 2002, the 
Madrid International Plan of Action on Ageing (MIPAA) has been serving as one of the main 
international guiding policy instruments on ageing (United Nations, 2002). MIPAA goes 
beyond theoretical framework on ageing and the progress of its implementation is 
systematically reviewed every five years since 2007 (United Nations Economic Commission 
for Europe (UNECE), 2020). Policymakers in the less developed countries have an opportunity 
to learn from the available best practices and successfully integrated policy measures. 
Nevertheless, policy action can be effective when implemented vertically across national, 
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regional and local levels based on the identified age-structural changes and projected trends 

of demographic changes.  

Method 
 
Data availability and quality are one of the core components of any empirical study. The 

analysis of this work has been mainly carried out based on the data provided by the 2019 

Revision of the World Population Prospects (WPP) of the United Nations. It incorporates 

population estimates and projections for the period of 1950–2100. The base year of the 

projections is 2020. Medium fertility variant was used in the analysis of this work.  

 

According to the United Nations (2019a), past estimates presented in the WPP 2019 Revision 

were collected directly from the national statistical sources as well as registries of vital events, 

demographic surveys, etc. In some instances, the original data was adjusted for deficiencies 

in age misreporting, under-enumeration or underreporting of vital events. Consistency in the 

data was achieved through the use of models along with methods of indirect estimation.  

 

Countries have been grouped in sub-regions according to the United Nations classification. 

The terms of ‘more developed’ and ‘less developed’ regions/countries are based on the United 

Nations definition where the more developed regions constitute Australia/New Zealand, 

Europe, Japan and Northern America and the less developed regions (including least 

developed countries) comprise all of Africa, Asia (apart from Japan), Latin America and the 

Caribbean as well as Melanesia, Micronesia and Polynesia. If not specified, older population 

is referred to population aged 65 and over in this work. Oldest old population in its turn refers 

to individuals aged 80 and over. 

 

Based on the United Nations definition accepted by most of the scholars (Harper, 2011; 

Kinsella, 2000), a society is considered to be ‘ageing’ when the proportion of older people aged 
65 and over crosses the threshold of 7%, while the threshold of 14% denotes already ‘aged’ 
society. The quantum and tempo of population ageing in this study was measured as a ratio 

of percentage point increase in the proportion of population aged 65 and over from 7% to 14%, 

to the number of years required to reach this threshold. 

 

Two factors have been taken into consideration when classifying sub-regions and selected 

countries by the quantum and tempo of ageing: the expected time when the proportion of 

population aged 65 and over would reach 14% (before the year 2050 or during the period 

2050–2100) and the level of the quantum and tempo of population ageing (comparatively low 

quantum and tempo of less than 0.18 percentage points per year, high quantum and tempo of 

0.18–0.30 percentage points and very high quantum and tempo of more than 0.30 percentage 

points per year). 
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Results 
 

The results of this research are based on the analysis of what is already known as well as 

identification of future trends of population ageing in terms of its quantum and tempo effects 

in sub-regions and selected countries worldwide.  

 

The growth of older individuals in absolute and relative terms commenced its acceleration 

towards the end of the 20th century mainly due to rapid increase that started in the less 

developed regions. The number of older people has increased by a factor of five between 1950 

and 2020 from 129 million to 728 million persons and is expected to reach as much as 1.5 billion 

by mid-century of which 1.2 billion will be from the less developed countries (United Nations, 

2019a).  

 

Shift in the median age of a population is another evidence of population ageing. Based on 

the United Nations (2019a) estimates, today, the median age of the world population is 31 

years which has increased by 7 years since 1950 and is projected to increase by another 5 years 

towards the mid-century. The less developed countries differ significantly from the more 

developed countries where the median age of the latter was estimated at 42 years in 2020 

which is 13 years higher than that observed in the less developed ones. But the rate of increase 

in the median age has accelerated in the less developed countries over the past two decades 

and is projected to reach 35 years by the year 2050. The oldest country in the world with the 

median age of 48.4 years in 2020 was Japan while the youngest was Niger where the median 

age was just 15.2 years (United Nations, 2019a).  

 

The breakdown of youngest and oldest sub-regions along with selected countries by the 

median age in 1950 and 2020 is presented in Figure 4. Selected countries are identified in the 

analysis as a result of their atypical rates compared to the averages of the sub-regions they 

belong to. Most atypical cases are observed in Asia as some of its countries have started 

undergoing the demographic transition with declining birth and death rates considerably 

earlier which has resulted in higher proportion of older population. The values in the scatter 

plot (Fig. 4) are relative to the world estimates of the median age of 24 and 31 years in 1950 

and 2020, respectively. Sub-regions and selected countries are scattered from the youngest 

ones at the bottom to the oldest at the top. 
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Figure 4: Breakdown of sub-regions and selected countries by the median age, 1950 and 2020 

 

Source: United Nations, (2019a). 

Figure 4 shows that European sub-regions along with Northern America and Australia/New 

Zealand are concentrated in the upper right corner which signifies that countries in those sub-

regions were already quite ‘old’ in the 1950s. Japan and Afghanistan represent two extreme 

cases where the median age of the latter has remained practically the same while in Japan it 

has more than doubled. All of African sub-regions are gathered in the lower left corner being 

among the youngest in the world while Asian and American sub-regions (Uruguay being an 

exception) are scattered in the left upper and lower parts confirming the heterogeneity of their 

population age structures.   
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The quantum and tempo of increase in the proportion of older individuals shows stark 
differences between more and less developed countries. Furthermore, there are some obvious 
differences within the less developed sub-regions where some of the countries are at a more 
advanced stage of population ageing as a result of earlier onset of demographic transition. 
The more developed sub-regions in their turn show comparatively analogous pace. Figure 5 
illustrates the trend in the proportion of older population around the world since 1950 with 
anticipated estimates towards 2100. Europe is the ‘oldest’ region in the world. According to 
the United Nations (2019a) estimates, the proportion of older people in European sub-regions 
is the highest worldwide with Southern and Western Europe in the lead having had 21.4% 
and 20.8% of persons aged 65 and over in 2020, respectively. Albania is an exception in 
Southern Europe where the proportion was considerably lower – 14.7% in 2020 – compared 
to the average percentage of the sub-region. Yet the rate of increase has been accelerating in  
Albania, where the proportion of older people is projected to reach almost a quarter of the total population 
before mid-century 
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Figure 5: Proportion of population aged 65 and over in sub-regions and selected countries, 1950, 2000,  
2050, and 2100 

Source: United Nations, (2019a). 
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Figure 5 further depicts the increase in the proportion of older individuals in Asian sub-
regions and selected countries over the course of 150 years (1950–2100). Asian countries are 
very heterogeneous with regards to the intensity of increase in the proportion of older 
population. As seen from Figure 5, Singapore is undergoing tremendous acceleration and is 
expected to have as much as 33.3% of older population by mid-century compared to current 
13.4%. Older population in Central Asia is expected to more than double from 5.4% in 2020 to 
11.6% in 2050 and again increase two-fold by the end of the century.   
 
American sub-regions (apart from Northern America) are more or less homogeneous in their 
proportions of older population apart from a few exceptions. This part of the world is rather 
young but the rate of increase in the proportion of older people has started to accelerate. The 
proportion of individuals aged 65 and over is expected to nearly double in the Caribbean from 
10.6% to 18.8% during the next three decades (Fig. 5). Haiti here is an exception where the 
proportion is considerably smaller and is not increasing at a fast pace at the moment but this 
is expected to change from the mid of this century. By 2050, older people in Haiti are estimated 
to represent only 9.6% of the whole population. South America has somewhat similar rates to 
the Caribbean. Central America is a bit ‘younger’ though the proportion is increasing with a 
higher intensity. Uruguay, in turn, is the ‘oldest’ country in the region as a result of the 
historical immigrant population from Europe.   
 
African sub-regions were the ‘youngest’ ones in 2020 (Fig. 5). Northern Africa has the highest 
proportion of older population in the region. The increase of older population from 7% to 14% 
in Southern Africa is estimated to happen in around 38 years from the year 2035 until 2073, 
while in Eastern Africa it is projected to occur in just 30 years in the second half of the 21st 
century (2063–2093) and in Northern Africa it should take roughly 42 years (2028–2070). In 
Middle and Western Africa, the older population is projected to increase up to 7% only by the 
year 2075 and 2078 respectively and is not expected to reach 14% threshold by the end of this 
century (Fig. 6). 
 
The proportion of population aged 65 and older in France grew from 7% to 14% in 115 years 
(1865–1980), in Sweden the process took around 85 years (1890–1975), in Australia – 74 years 
(1938–2012), and the United States needed 68 years (1944–2012) (Kinsella & Phillips, 2005). 
Since historical data series of population size by age groups are not available for all of the 
countries, the data of France, Sweden, United States and Australia will represent the sub-
regions of Western Europe, Northern Europe, Northern America and Australia/New Zealand 
respectively based on the fact that the latest trends of those countries are compatible with 
averages of the whole sub-regions (Fig. 6). The average data for the whole sub-region 
indicated that it took Eastern Europe around 42 years (1963–2005) for the proportion of older 
population to increase from 7% to 14% while Southern Europe required around 45 years 
(1947–1992) (United Nations, 2019a). Albania being an exception reached the proportion of 
7% only in 2001 but it took only 18 years until 2019 to reach the level of 14% which is more 
than twice faster than in Southern Europe, according to the United Nations estimates.  
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The quantum and tempo of population ageing in Eastern Europe, as a result, is roughly 0.17 

percentage points per year, in Southern Europe it is 0.16 (where Albania’s quantum and tempo 
is 0.39 percentage points), while in Northern Europe it is estimated at 0.08 and in Western 

Europe at 0.06 percentage points. In Northern America the quantum and tempo of ageing is 

about 0.10 and in Australia/New Zealand it is 0.09 percentage points.  

 

As illustrated in Figure 6, in Eastern Asia the proportion of older persons reached 7% only in 

1998 but it is projected to increase up to 14% in mere 25 years. Mongolia is also expected to 

pass the threshold of 7% through 14% in just 25 years but much later during 2030–2055. The 

same increment in the proportion of older individuals is projected to happen in Central Asia 

in around 30 years (2028–2058), while Southern Asia should require 28 years (2025–2053) 

(where Afghanistan would need only 20 years (2058–2078) and Sri Lanka – approximately 23 

years (2005–2028)), South-Eastern Asia – 23 years (2020–2043) (where Singapore is expected 

to undergo the increase in record 18 years (2005–2023)), and Western Asia in 22 years (2028–
2050) (where United Arab Emirates are projected to have the proportion increased in just 10 

years (2033–2043) which is a surprising estimate). Georgia was the first country in Western 

Asia to have reached 14% threshold. It took the country approximately 38 years (1965–2003) 

which is much longer than the average for Asian continent.  

 

The quantum and tempo of ageing in Eastern Asia is approximately 0.28 percentage points 

per year. Central Asian population is ageing at a slightly slower pace of 0.23 percentage points. 

Southern Asia is somewhere in between with roughly 0.25 percentage points per year while 

it is 0.35 in Afghanistan and 0.30 in Sri Lanka. In South-Eastern and Western Asia, the 

quantum and tempo of ageing is estimated at 0.30 and 0.32 percentage points per year 

respectively, while in Singapore it is 0.39 and is as high as 0.70 in the United Arab Emirates.  

 

The quantum and tempo of ageing is considerably high in American sub-regions (Fig. 6). The 

Caribbean should require approximately 30 years (2000–2030) for the older population to 

increase from 7% to 14% (where Haiti should also take around 30 years but much later (2035- 

2065), while in Central America the same increase is estimated to occur in just 25 years (2020–
2045) and in South America in about 23 years (2010–2033). 
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Figure 6: Speed of population ageing in sub-regions and selected countries worldwide 

Notes: 1. Data for Uruguay is not available prior 1950. 
Notes: 2. The proportion of population aged 65+ in Western and Middle Africa is not expected to reach 14% 
Notes:      before the end of this century.  
 
Source: Kinsella and Phillips, (2005); United Nations, (2019a) and author’s calculations. 
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As a result, in the Caribbean, population is ageing with a quantum and tempo of 0.23 

percentage points per year. In South and Central America, it is estimated at 0.30 and 0.28 

percentage points, accordingly.   

 

In African sub-regions the quantum and tempo of the ageing process is not as high as it could 

be expected. Eastern Africa is projected to age with a quantum and tempo of 0.23 percentage 

points per year and Northern and Southern Africa with as low as 0.17 and 0.18 percentage 

points, respectively. It is not possible to calculate the approximate quantum and tempo of the 

ageing process in Middle and Western Africa based on available projections since the 

proportion of older population is not expected to reach 14% before 2100.  

 

Subsequently, the classification of sub-regions and selected countries by the quantum and 

tempo of population ageing has been developed based on the results of the analysis of 

population ageing worldwide (Tab. 1). Six different types of the ageing processes are 

identified in reference to the quantum and tempo of ageing and the time period when the 

proportion of population aged 65 and over increased from crucial 7% to 14%. 
 

Table 1: Classification of sub-regions and selected countries by the quantum and tempo of 
population ageing 

Type I – Early ageing with low quantum and 
tempo 
 
Period: before 2050 

Quantum and tempo: < 0.18 

Type II – Early ageing with high quantum and 
tempo  
 
Period: before 2050 

Quantum and tempo: 0.18–0.30 
• Australia/New Zealand 

• Eastern Europe 

• Georgia (Western Asia) 

• Northern America 

• Northern Europe 

• Southern Europe 

• Western Europe 

• Caribbean 

• Central America 

• Eastern Asia 

• Japan (Eastern Asia) 

• South America 

• South-Eastern Asia 

• Sri Lanka (Southern Asia) 

Type III – Early ageing with very high 
quantum and tempo  
 
Period: before 2050 

Quantum and tempo: > 0.30  

Type IV – Late ageing with low quantum and 
tempo  
 
Period: between 2050–2100 

Quantum and tempo: < 0.18 

• Albania (Southern Europe) 

• United Arab Emirates (Western Asia) 

• Singapore (South-Eastern Asia) 

• Western Asia 

• Northern Africa 

• Southern Africa 

Type V – Late ageing with high quantum and 
tempo  
 
Period: between 2050–2100 

Quantum and tempo: 0.18–0.30 

Type VI – Late ageing with very high 
quantum and tempo 
 
Period: between 2050–2100 

Quantum and tempo: > 0.30 
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• Central Asia 
• Eastern Africa 
• Haiti (Caribbean) 
• Mongolia (Eastern Asia) 
• Southern Asia 

• Afghanistan (Southern Asia) 
 
 

 

Sources: Author’s own study based on the data from Kinsella and Phillips (2005), and United Nations 
(2019a). 

 
As evidenced from Table 1, the lowest quantum and tempo of population ageing is observed 
among the more developed sub-regions of the world including European ones, Northern 
America and Australia/New Zealand. Northern and Southern Africa are also expected to age 
with a relatively low quantum and tempo but much later. Most of Asia and America are 
already ageing or expected to go through the process at a high quantum and tempo. The 
highest quantum and tempo are observed in Western Asia and in countries like Albania and 
Singapore. Afghanistan is estimated to age with the highest quantum and tempo during the 
second half of the 21st century.  
 
The above culminates the research findings indicating that the process of population ageing 
has been accelerating in the less developed regions of the world. There exists a close relation 
of the timing and extent of age structure changes established during the process of 
demographic transition and observed further on in the context of population ageing. 
 
Conclusion 

The analysis of the quantum and tempo of population ageing by sub-regions and selected 
countries around the world has resulted in the following conclusions:  
 

- The lowest quantum and tempo of population ageing was observed among 
European sub-regions, Northern America and Australia/New Zealand.  

- Northern and Southern Africa are expected to experience similar quantum and 
tempo of population ageing towards the end of this century what was observed in 
Southern and Eastern Europe towards the end of the last century.   

- The less developed American sub-regions along with most of Asia and part of Africa 
are ageing or estimated to age with a higher quantum and tempo (between 0.18–0.30 
percentage points per year). While in Eastern Africa, Central and Southern Asia the 
proportion of older population should reach 14% of the total population only during 
the period 2050–2100.  

- Western Asia along with selected countries including Albania, Afghanistan, 
Singapore and the United Arab Emirates are estimated to experience the highest 
magnitudes (very high quantum and tempo of more than 0.30 percentage points per 
year).  
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The aforementioned results denote that the processes of population ageing are accelerating 

further. The research findings also confirm the existence of close relation of the timing and 

extent of age structure changes in the context of population ageing. The quantum and tempo 

of ageing process tends to be higher and the duration shorter the more recent the 

demographic transition is.  

 

“The future is upon us” (Schoeni & Ofstedal, 2010: 14). We have to act today, policy makers 

in the less developed countries have to make use of all the existing knowledge and 

experience, and develop measures at both national and local levels taking into consideration 

specific patterns of heterogeneity of ageing processes inherent to their population.  
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                                                                                                Reviewed by Maria Fernanda Ortega1 
 

 

The aim of this book is to determine what “quality of life” means for older people, which is actually 
defined by old people themselves. This approach deviates from the commonly accepted definitions of 
“quality of life” because this idea has largely been formulated, shaped, and developed by scientist 
experts. By focusing on older people’s ideas of quality of life, the author directs us to the real meaning 
of what person-centered care is, because it gives primacy to the voice of those in care.  
 
This book is composed of seven chapters. Two of the seven chapters serve as an introductory, while the 
other four provide context as to what quality of life is according to a specific kind care. The final chapter 
summarizes the perspectives of older people and connects these perspectives to a person-centered care 
approach. 
 
At the beginning, one will find an interesting theoretical analysis about the quality of life at old age. It 
is hard to believe that there is no consensus amongst the scientific community regarding the concept of 
“quality of life,” given its importance to the target community. Considering this concept as a value 
judgement, the author explores the concept from four different meanings: (1) quality of the objective 
life situation, (2) as a general subjective well-being, (3) as a satisfaction of subjective needs, and (4) as 
a multidimensional subjective state.   
  
Despite these existing definitions of quality of life, the author believes that this concept must be defined 
by older people themselves because it is intrinsically subjective, or, in other words, is experienced when 
a person achieves what matters to them.  
 
The author explores more than four hundred studies to identify old people’s perspectives about quality 
of life, which delineate four types of care: 
 

- Chapter 3: The perspective of quality of life in community-dwelling older adults.  
- Chapter 4: Health promotion and disease prevention and how these interventions interfere, or 

contribute, with older peoples’ habitual balance between opposite orientations of action.   
- Chapter 5: Quality of life in long-term facilities from the perspectives of older people and 

their caregivers. 

 
1 Executive Director, Fundación Alivia Diabetes. (maria.ortega@fundacionalivia.org) 
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- Chapter 6: quality of life when nearing death from the perspectives of older people and 
relatives that are involved with the person nearing death.  

 
In each chapter, quality of life of older adults is analyzed based on body, social dimensions, identity, 
and development. The final chapter continues the discussion regarding the meaning of quality of life 
from the view of older adults with the aim of guiding caregivers towards a vision that can exceed the 
needs of old people.   
 
This book facilitates the understanding of the broad variety of perspectives of older people and their 
needs. It reaffirms that there is not one-size-fits-all solution since all old people have different kind of 
demands. The author also provides practical bullet points for improvement in older peoples’ care that 
can be implemented by caregivers. 
 
From all the papers reviewed for this research, only one was made in a Latin-American country and 
which takes into account the reality of developing countries. This may reduce the contribution of the 
book to the social reality of older people from those countries that are less developed. Although the 
book emphasizes the balance that older people require in engaging different orientations of actions or 
goals, that depends not only from what is provided to them but also what older people can do by 
themselves. If developing countries caregivers provides care that, despite the deficits, allows older 
people to find that balance, then the book will accomplish its goals.    
 
This research is useful for policy makers making decisions about the care of our older populations 
because the language it is written in a manner that makes it very easy to follow without downgrading 
its content or quality. Also, the direct quotes from older people further facilitates understanding about 
their opinions and emotions. Each chapters’ technical and layperson content offers more details about 
the papers consulted which is useful to those who want to explore more aspects of quality of life in 
specific populations. 
 



 

203 
 

International Journal on Ageing in Developing Countries, 2020, 5 (2): 203-204  
 
 

Levitin, D. (2020). Successful aging:  A neuroscientist explores 
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                                                                                                Reviewed by Maria Jose Mendez 1 

 

 

The book, “Successful aging: A neuroscientist explores the power and potential of our lives” 
written by neuroscientist, cognitive psychologist, and author Daniel Levitin, is based on a 
comprehensive exploration of something that is dreaded by most people: aging. In this book 
the author shows that for many, it is something negative, just as it is something positive. 
Throughout the book, the author makes particular reference to highlighting the significance 
of taking advantage of the aging process. Additionally, the way in which the author presents 
this topic is extremely clear and to a certain extent even relaxing due to the humorous tone 
that he places in certain parts of the book. He does so, however, without obviously losing the 
seriousness that a topic, such as aging, deserves. Levitin individualizes his writing through 
the use of case studies, personal experiences, and undertaken research.  
 
This writing shows a totally new approach to the aging process in humans. Issues such as 
memory, intelligence, individual personality, and emotions are raised from a scientific point 
of view. The book is aimed at a general audience, but mostly caters to those interested in using 
the right tools to provide themselves with a realistic plan to have a happy and more enjoyable 
developmental stage, no matter in which part of your life they find themselves in. The book 
is divided into three parts. The first part of the book, which is named “Part One: The 
Continually Developing Brain”, focused on some background science that includes brain 
function, human physiology, and psychology. It centers around personalities and their 
differences, memory of an individual, the brain, types of intelligence, how emotions lead to 
motivation, why things hurt us, among others. After touching on such tenants comes the 
middle part of the book, called “Part Two: The Choices We Make”, which, just like the title 
suggests, speaks about why we do the things we do. It focused a lot on why certain things are 
beneficial for our health, such as doing exercise, getting enough sleep, and getting the right 
nutrition. In this part of the book, he recommends many modifications to the everyday 
behaviors of people. One of these modifications, or habits, that he proposes, is to practice the 
act of gratitude as much possible. Lastly, Levitin speaks about adopting simple practices in 
order to further decrease aging in “Part Three: The New Longevity”. He takes his time to 
address the life span of humans and animals and compares them, begging the question of 
“why do humans die?” and why are we programmed to do so. Each and every one of these 
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parts of the book are important and significant topics that allow the reader to gain knowledge, 
assess, and think inward to how it affects them and the people around them, which will then 
leave them with the thought of how, as a community, we can all live longer, smarter, and 
better.  
 
Throughout the entire writing, the author makes remarks about the development and growth 
of the brain from birth to old age. This is evidenced by well-known case studies. His point 
with these case studies is that we need to “unlearn” and “relearn” in a better way about aging 
and aging people along with what we believe is possible after retirement. For example, the 
author shows the particular case of developed countries such as the United States, where there 
is a misinformation and wrongful thinking against older people where many individuals 
think that people of age are useless.  
 
Additionally, speaking of retirement, Levitin believes that we should get rid of it in its 
entirety. This is due to the fact that one of the main reasons why cognitive ability decline 
occurs in older persons is precisely because they do not exercise their brain enough. Work, 
other than work the cognitive part of the brain, also gives people energy and a sense of 
meaning to their lives. This is the reason why there has been an increase in people who retire 
and then rejoin the workforce after retirement, precisely because many consider that work 
well managed can keep cognitive processes active and healthy. In addition, work, for many 
people who spend their entire lives in it without any break, means so much that it is practically 
their source of de-stress and for others it even serves as a hobby. Based on Levitin’s findings, 
loneliness and inactivity caused by retirement are two important causes of cognitive 
deterioration in older persons. This is why the book invites healthy ways in which you can 
grow old slowly and enjoy life more.  
 
Loneliness, as stated previously, is the strongest factor on why people die an early death. 
According to Levitin, “in the UK, 200,000 older adults had not had a conversation with a friend 
or relative in more than a month”. This is considered to be social isolation, which leads to 
feelings of loneliness. Social isolation is observed to be more prevalent in modern societies. 
Most of the book, in fact, speaks largely about developed countries, such as Canada, USA, and 
Europe, rather than developing countries. This is significant considering that the mental state 
of individuals in developing countries versus those who are in developed countries are 
somewhat different. Something Levitin does mention that is significant, is the fact that culture 
has a big influence. In fact, he mentions that depending on the place and its culture, people 
will have a higher or a lower life span. It all centers around the habits that, that culture has 
and whether it benefits the individual in the long run.  
 
In conclusion, successful aging breathes new life and inspires, above all, offers a new and 
strong approach that changes the paradigm that we have about such a transcendental aspect 
in people's lives. It is relevant to every individual, no matter the age they are in, for it is never 
too late to start building healthy habits. This book will make such a shift in people's individual 
perspectives that will practically change the way humans plan their later life.  
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