SHORT COMMUNICATION

Adults aged 70 years and older face a global, regional, and national
burden of disease and injury
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ABSTRACT

To estimate mortality and disability trends for the population aged 70 and
examine patterns in causes of death, disability, and risk factors using data
from the Global Burden of Diseases, Injuries, and Risk Factors Study 2019

(GBD 2019). Since 1990, the global population of older adults has grown,
but all-cause mortality rates for men and women have dropped. However,

between 1990 and 2019, the number of people who died as a result of falls
grew. The risk of death among people aged 70-90 has decreased, owing to
lower rates of no communicable diseases. Globally, functional decline, visual
and hearing loss, and pain symptoms were the leading causes of disability.
Globally, life expectancy at 70 years old has continued to rise, owing to a
decrease in chronic diseases. Adults over the age of 70 who live in the highest
life expectancy and healthy life expectancy were observed in high-income
countries and regions with greater healthcare access and quality.
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INTRODUCTION

ost infants may live into their 70s and beyond for the first time in

history. With the world’s population living longer, the health and well-
being of older persons is critical in order for them to remain active members
of society. However, if additional years are spent in poor health, health-care
costs will rise as a result of greater demand. A variety of ageing indicators
have been created to conceptualize years of life spent in excellent health.
Healthy and effective ageing, as well as frailty, predict high or low wellbeing
in the elderly. Functional decline and health loss, rather than chronological
age, appear to be more reflective of healthy ageing, according to study.
As a result, monitoring the health of the elderly is critical in determining
their age. There are various definitions of old age that take into account
chronological age or remaining life expectancy [1]. Population ageing
patterns are shifting, according to epidemiological data, with those aged
70 to 90 being the fastest growing sector in Europe, Asia, and the United
States. In 1950, older persons accounted for 5% of the global population;
by 2050, this number is expected to climb to 16%. As a measure, the health
and well-being of the elderly has become a major public health concern with
far-reaching economic ramifications that include medical care, in-home care
and support, and health providers [2].

The burden and duration of no communicable illnesses are expected
to rise as the population ages. According to the Global Burden of Disease
(GBD) 2010 data, musculoskeletal disorders, cardiovascular illnesses,
diabetes, and neurological disorders were the leading causes of impairment
in persons aged 60. The World Health Organization designated the growth
in chronic illnesses among the elderly to be a global epidemic in 2015 [3].
In both high-income and low-to-middle-income regions, the management
of accumulated chronic illnesses is projected to put a strain on healthcare
financing in the next decades. Low- and middle-income countries are
dealing with an on-going epidemic of communicable diseases, and they
will have to deal with the increased burden while working with limited
resources and infrastructure. Understanding and minimizing the burden
of disease among the elderly is crucial for reducing the economic cost of
ageing and ensuring the global health system’s long-term viability for future
generations [4]. While policymakers and stakeholders are paying more
attention to the issue of ageing, worldwide epidemiological data on the
burden of disease in older persons is sparse. Although there are studies from
high-life-expectancy populations, the majority of them are based on small
sample populations with no extensive assessments of persons over the age
of 70. WHO epidemiological studies, such as the recently released World
Report on Ageing and Health, have emphasized the world’s rapidly ageing

population and the need for immediate public health measures. The Global
Burden of Diseases (GBD) 2019 study updates global, regional, and national
population data on mortality, 369 diseases and injuries, and 87 risk factors
in 204 countries every year. As a result, it offers a unique opportunity for
global and regional systematic investigation of the causes of fatal and non-
fatal health loss, as well as risk factors in old age group [5].

The overall goal of this study was to use GBD 2019 data to describe
levels and trends in death and disability burden in the population aged 70.
We came up with a number of new measures and assessments based on
the GBD 2019 results. These assessments included calculating healthy life
expectancy at age 70 (HALE-70), calculating life expectancy at age 70 (LE-70),
calculating the probability of death between the ages of 70 and 90 (20q70),
assessing diseases and injuries leading to changes in 20q70 through causal
decomposition [6], and calculating the proportion of remaining years in poor
health at age 70 (PYIH-70). To put these findings in context, we looked at
the historical relationship between LE-70, HALE-70, and PYIH-70 using
two social development proxies: the socio demographic index (SDI) and the
healthcare index (HI). The HAQ index measures access and quality. The data
coverage that supports the GBD estimations was also evaluated. Overall, this
study provides a thorough and extensive assessment of older persons’ health.

DISCUSSION

Methods of determining mortality have been well-documented elsewhere. In a
nutshell, all available global data was discovered, retrieved, and standardized,
including vital registration, sample registration, household surveys, censuses,
disease registries, notification systems, and police records. Then, using
standardized methodologies, internal consistency estimates of population,
fertility, net migration, all-cause mortality, and cause-specific mortality were
produced. Estimates of all-cause mortality for each place, gender, and year
were used to calculate overall life expectancy and LE-70 [7]. The number
of years of life lost was calculated using cause-specific mortality rates and
the remaining GBD standard life expectancy at death. The methodologies
for estimating risk factor exposure, relative risk, and population attributable
fraction have all been extensively documented previously. Exposure
models, in a nutshell, used the same data sources as non-fatal estimates.
Using ensemble distribution methods developed for GBD, a continuous
distribution of exposure was estimated for many risk variables (e.g., high
BMI) known to have a spectrum of related severity and outcome. Exposure
data was modeled using either spatiotemporal Gaussian process regression or
DisMod-MR 2.1 Bayesian statistical models for risk factors [8].
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In practically every country, adults over the age of 70 lived longer in
2019 than they did in 1990. In the global population over the age of 70, a
total extension of life of over two years (LE-70) was observed, or nearly 1.5
years of diseasefree life (HALE-70). Although disease burden was linked to
societal development and overall healthcare quality, LE-70 showed relatively
little regional variability starting at the age of 70, which could be attributable
to a lack of variance in the SDI and HAQ index within areas [9]. Women
lived longer on average, but spent a disproportionate proportion of those
years in poor health. Even before 1990, steady increases in LE-70 were
reported, with life expectancy assumed to be a complicated consequence of
age-sspecific mortality, risk factor exposures, and biological advancements.
This backs up our findings of little geographical variation in life expectancy
after the age of 70. Furthermore, there is evidence that influences as broad as
lifestyle and socioeconomic development have predictable effects on healthy
ageing. Our research found significant reductions in cardiovascular and
chronic respiratory disorders, as well as several malignancies. Nonetheless,
neurological disorders, falls, and several cancer types that have not previously
been addressed by prevention programs were discovered to be the cause of an
increase in mortality [10].

In various countries, the fatal and non-fatal burden of injuries caused by
falls has increased, implying that functional loss will play a role in the disease
burden among the elderly. To change this tendency, interventions targeting
disorders that progressively degrade physical capability may be required.
Disorders of functional status (e.g., Alzheimer’s disease and other dementias,
and stroke), conditions associated with long-term pain (e.g., low back pain,
neck pain, osteoarthritis, road injuries), sensory organ dysfunction (e.g., age-
related hearing loss, blindness, and vision loss), and oral disorders were the
main disability drivers globally. Alzheimer’s disease and other dementias
play a significant impact in people’s functional status and, according to
our findings, are contributing to greater death and morbidity rates among
the elderly than would be predicted [11]. Physical function limitations,
pain complaints, and sensory organ deficiencies were the leading causes of
morbidity among the elderly. Importantly, our global analysis revealed that
four of the top ten causes of death and disability were the same: blindness,
hearing loss, low back pain, respiratory disease, oral disorders (total tooth
loss), and falls. These are the causes of direct functional decline, whereas
other causes of years lived with disability, such as diabetes, are indirectly
related to disability and functional loss. Sex stratified analysis revealed a
similar pattern, with falls for older women and strokes for older men as main
factors.

There are three major implications for health policy and data gathering
from the current findings. First, while tracking regional estimates, country-
specific standards can be utilized to plan and implement health intervention
programs to address and minimize the burden of disability in older persons.
These programs must account for the rise in healthcare spending that comes
with population ageing, particularly in the area of long-term care [12]. Even
in socioeconomically developed countries, a projected shortage of long-
term care services could overwhelm the hospital system if it is not planned
for in advance. Second, the findings of this study’s cause and risk analyses
might be used to create policies aimed at preventing functional loss and
disability advancement among the elderly, with a focus on men and women
of various socioeconomic levels. Policy initiatives to limit smoking exposure
and ambient and household air pollution have yielded positive results, and
they should be maintained and expanded. With mounting evidence that
older people are particularly vulnerable to environmental risk factors, similar
widespread efforts are required to address increased exposure to other risk
factors, such as the oncoming effects of climate change, such as extreme
weather events, natural disasters, and wildfires [13].

CONCLUSION

Adults aged 70 lived significantly longer in 2019 than they did in 1990, owing
to reductions in death due to cardiovascular diseases and chronic respiratory

disorders. However, disability burden rates have remained consistent, owing
primarily to functional decline, falls-related injuries, hearing loss, and back
discomfort. Monitoring mortality and morbidity risk factors on a global scale
is critical for sustaining and advancing research and health policy among the
elderly. Regions with lower socio demographic development and healthcare
quality did worse, indicating the areas that require the most attention.
Qur findings suggest that we should devise and implement specific ways to
address functional abilities, sensory organ deficiencies, pain complaints, and
unintentional falls. Because universal plans may be ineffective, programs
must address country-specific socio demographic and cultural development.
To be successful, public health policies will need a well-coordinated ageing
health policy, focused data coverage, and persistent engagement among
stakeholders. The current estimates could be used as a healthy ageing
benchmark by countries attempting to focus ageing policies on major risk
factors and determinants, enhance healthcare access and quality, and reduce
healthcare expenditures.
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