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ABSTRACT 

The demographic landscape of Bangladesh is undergoing a transformative shift, with nearly 

22.9 million older persons, forming a substantial portion of the population. In response to the 

challenges posed by this ageing population, policy agendas have underscored the 

significance of active and healthy ageing. While the World Health Organization (WHO) 

introduced a policy framework to advocate for such a paradigm, its application in the context 

of Bangladesh has remained limited. Increasing interest among researchers globally has lead 

a bulk of literature on active ageing, although its exploration in Bangladesh has primarily 

gained momentum in recent years. 

This doctoral thesis undertakes a comprehensive investigation into the effectiveness of the 

World Health Organization (WHO) model of Active Ageing within the unique situation of 

Bangladesh. The study investigate the factors that contribute to the realization of active 

ageing, while critically evaluating the adaptability of the WHO model within the complex 

fabric of Bangladeshi society and culture. Through an empirical examination of this 

interface, this research aims to offer invaluable insights that can guide the development of 

pragmatic policy interventions by addressing the needs and aspirations of the ageing 

population. 

Using advanced statistical techniques, the study yields a refined six-factor model for active 

ageing, which accommodates the distinctive feature of the context. Apart from established 

determinants, the research found the paramount influence of spiritual and religious 

dimensions on active ageing among older individuals in Bangladesh. A diverse array of 

activities contributing to active ageing is identified. It encompasses domains from rural- 

urban differentials in health conditions as well as the pivotal role of education and gender 

dynamics. 

The implications of this study are multifold. It opens the window for research to carry 

forward. Policymakers are urged to apply comprehensive frameworks that encompass 

accessible healthcare, robust social safety nets, and support systems tailored for the elderly. 

Following the reconfigured model of Active Ageing, these efforts should facilitate flexible 

work arrangements, empower economic independence, and fortify financial security. A focus 

on enhancing the holistic well-being of the elderly by nurturing physical health, maintain 

mental well-being, and mobilizing intergenerational interactions were found vital. This 

research sets a pattern for future research avenues, including the economic valuation of the 

active ageing population's contribution and its subsequent impact on the nation's Gross 

Domestic Product (GDP). 
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.Executive Summary 

 

Background and Problem Statement: 

 
The demographic transition and the resulting phenomenon of population ageing as well as the 

trend toward longer life expectancy is likely to continue. According to the United Nations 

Population Division, the elderly population in Bangladesh is estimated to be 22.9 million in 

2021, which is often regarded as a dependent population. In order to fully realize the potential 

of older people and address the challenges that come with an ageing population, policy 

agendas now emphasize the importance of active and healthy ageing. Wellbeing of the ageing 

population has become an important concern for the government and policy makers. Active 

ageing, which was first introduced as a policy framework by the World Health Organization 

(WHO) and various organizations in the 1990s, aims to promote healthy ageing and 

independence. However, its implementation in the context of Bangladesh has been limited so 

far. 

In recent years, active ageing has gained significant attention from researchers and 

policymakers worldwide. The World Health Organization (WHO) initially focused on health 

and social policies for older people, but later proposed a six-factor model for the active 

ageing framework, which was achieved by Paul Constanca et al. (2012). Many countries, 

including the USA, Canada, Australia, Singapore, Thailand, Malaysia, and several in Europe, 

have engaged in active ageing research. Despite this, active ageing research in Bangladesh 

has only gained momentum in the last decade, with few researchers now actively engaging in 

this field. Recent studies have explored various aspects of active ageing, including the 

challenges and opportunities, the relationship between social support and quality of life, 

physical and mental health, social policy, economic engagement, and general well-being. In 

Bangladesh, efforts to construct an Active Aging Index (AAI) to monitor the quality of life, 

insufficient physical activity, measuring Successful Aging, including adaptation to an aging 

body, financial security, family and intergenerational care, and social participation, has been 

observed in limited scale. The measurement of active ageing levels among Bangladeshi older 

persons using the Active Ageing model developed has only just begun. Following a research 

gap of establishing the WHO model for Bangladeshi society and culture, this study will help 

the researchers and policymakers. 
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Objectives of the Study 

 
Older persons in Bangladesh faces many challenges that threaten their quality of life. 

Therefore, this study aims to investigate the effectiveness of the World Health Organization 

(WHO) model of Active Ageing in Bangladesh, and examine the factors that contribute to 

active ageing as well as the challenges faced by older people. The specific objectives include 

determining the socio- demographic profile of older persons in Bangladesh, finding out the 

factors that determine active ageing, testing the fit of the WHO model in Bangladesh society 

and culture, exploring the challenges faced by the ageing population in Bangladesh, and 

providing a policy framework for active ageing. To achieve these objectives, the study will 

answer research questions related to the facilitators and barriers of implementing the WHO 

model, its impact on health and well-being of older adults, the perception of older adults on 

active ageing, and the implications of the study's findings for policy and practice. Ultimately, 

this study will contribute to policy recommendations that can enhance the quality of life of 

older people in Bangladesh. 

 
Findings of the Study 

 
A modified six-factor model for active ageing was established, which includes dimensions 

such as health and social services, personal determinants, behavioral and psychological 

determinants, social determinants, spiritual/religious determinants, and physical environment 

determinants. The study found that spiritual/religious determinants significantly influence 

active ageing among older persons in Bangladesh, in addition to other determinants. 

The study also identified a diverse range of activities that contribute to active ageing among 

the elderly population in Bangladesh, with religious activities, family work, and grandchild 

care being the most prevalent. Despite the challenges faced by older persons in Bangladesh, 

including poverty, lack of social support, and inadequate healthcare services, they have a 

positive outlook on life and value spiritual and social activities. 

Despite the greater availability of healthcare services in urban areas, older persons residing in 

rural areas exhibit higher levels of activity and better health conditions compared to their 

urban counterparts. Education was found to play a pivotal role in determining active ageing, 

while gender was found to be a significant determining factor for life satisfaction and 

personal control. 
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Family was identified as the core care place, with the majority of older persons in Bangladesh 

receiving care from their children. However, the trend towards smaller, nucleus families in 

Bangladeshi society may increase the vulnerability of older persons who rely on family care. 

The study suggests that daughter-in-law being the primary carer in most cases and having a 

good relationship with daughter-in-laws is crucial for the happiness and satisfaction of older 

adults receiving care. FGD unfolded that there is a negative social attitude towards the 

institutional care or residential care. 

Mental health education and awareness programs can promote positive aging and well-being 

for older persons in Bangladesh, given the high prevalence of non-communicable diseases 

among them. 

Despite the commonly held belief that women require less care in their old age, the study 

found that the majority of women in Bangladesh are still actively engaged in household 

chores and taking care of grandchildren. On the other hand, the very old population (over 80 

years of age) face neglect, receiving inadequate attention from caregivers and society. 

In Bangladesh, spiritual activities are highly valued by older adults, and religious practice and 

community engagement contribute to their active ageing. There has been differences in the 

social support received by the elderly based on their geographical location and social status, 

indicating the need for targeted interventions. These findings provide valuable insights for 

policymakers, practitioners, and stakeholders working in the field of gerontology and ageing. 

. 

 

Recommendations 

 
To promote active ageing and improve the quality of life of older persons in Bangladesh, 

policymakers should prioritize developing comprehensive plans that provide access to 

healthcare, social safety nets, and support systems for the elderly by following the modified 

model of Active Ageing. This should include creating flexible working conditions and 

retirement options, as well as promoting economic empowerment and financial security. 

Policymakers should also focus on improving the overall health and well-being of older 

persons by providing access to better nutrition, mental health services, and promoting 

physical activity and healthy ageing practices. Healthy ageing, such as regular health check- 

ups, preventive healthcare services, and access to affordable medications and treatment 

options. 
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It is also important to encourage intergenerational activities and mutual learning 

opportunities, as well as developing a pool of healthcare workers who can provide home 

visits and assistance with activities of daily living. Voluntary activities can play an important 

role in keeping older persons socially engaged. But they need to be designed in a way that is 

accessible and appealing to them. 

 
Cultural activities can be a great way to promote social engagement and community 

connection among older persons, and community-based programs that promote active ageing, 

such as walking groups, music groups and yoga classes, should be developed and adapted to 

the needs of older persons. Community events can help them feel connected to their 

communities and provide them with opportunities for self-expression and creativity. 

 
Strengthening social support systems and increasing accessibility to essential services such as 

transportation, housing, and healthcare through public-private partnerships and collaborations 

with NGOs is crucial. Policy planning, budgeting, and actions are necessary to increase the 

accessibility and needs of the older persons. Awareness-raising programs about the 

importance of active ageing and disability rights should also be developed and incorporated 

into existing initiatives. 

 
Further research should be conducted to better understand the needs and experiences of older 

persons in Bangladesh, and to identify best practices for promoting active and healthy ageing. 

This can help policy development and improve the quality of life of older persons in the 

country. 

--------------O------------ 
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Chapter 1 

Introduction 

 
1. Introduction 

The context of demographic transition and the resulting phenomenon of population ageing 

are well known. Rising life expectancy has been observed as well as mortality rates continued 

to fall even at late old age in both developing and developed nations (Afrin 2022, Haque, 

2018, Ahmed, 2021, Rampioni 2021). Emphasis has therefore moved to ensuring that the 

potential of older people is fully realized and many policy agendas now stress the need for 

active and healthy ageing. In a country like Bangladesh, government face a significant 

challenge to ensure that ageing population meet the mobility needs and remain active. 

According to the latest estimates from the Bangladesh Bureau of Statistics (BBS), the 

population of Bangladesh as of 2021 is approximately 170.97 million and elderly population 

of Bangladesh (age 60 and above) in 2021 is 20.9 million. This is often considered as 

dependent population. Therefore, from socio-economic perspective it is critical to investigate 

the mobility as well as socio-economic participation of the older person. 

 
Wellbeing of the ageing population has become a main concern for the government and 

policy makers. This is a concern from socio-economic, socio-psychological and health 

perspective. Therefore, knowing the status, condition and contribution of active ageing 

population is of great importance to the researchers and policy makers (Paul C et all. 2012, 

Rudnicka 2020). Knowing their condition would help policy makers to allocate resources and 

turn a portion of dependent population from dependent to active. And active population will 

contribute to the economy in many ways. Nowadays, an ageing population is a global 

phenomenon that is affecting many countries. The World Report on Ageing and Health 2021 

reveals that life expectancy continues to increase globally, with significant gains made in 

low- and middle-income countries. A child born in Myanmar or Brazil today can expect to 

live an average of 20 years longer than their previous generation. This increase in life 

expectancy is attributed to the reduction in mortality rates, especially at younger ages. The 

report emphasizes that improving health outcomes and reducing disparities in health equity 

remain key global challenges. However, progress has been made, and the trend toward longer 

life expectancy is likely to continue. Several studies (Islam 2017, Tareque 2015, World Bank 
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2020 etc.) now indicate that in the face of increase life expectancy in both developed and 

developing countries it is the time to be concerned about active aging. Active ageing 

encompasses healthy and active lifestyles among older adults. It involves creating supportive 

environments and providing opportunities for older adults to continue to participate in social, 

economic, and cultural activities, and to contribute to their communities (WHO, 2012). This 

study aims to show the importance of active ageing and also WHO model implementation in 

Bangladesh context. According to WHO, Active Ageing emphasizes the importance of 

promoting healthy and active lifestyles among older adults by creating supportive 

environments and providing opportunities to continue to participate in social, economic, and 

cultural activities, and to contribute to their communities. Active ageing recognizes that older 

adults are a diverse group, and that their physical, mental, and social needs vary depending on 

factors such as gender, ethnicity, culture, and socioeconomic status. The goal is to enable 

older adults to age in place, maintain their independence, and achieve a good quality of life, 

while also addressing any health conditions or disabilities that may arise. 

 
 The Demographic Revolution 

Recent global statistics suggest that the aging population is growing at a faster rate than any 

other age group. The United Nations estimates that the number of older people worldwide 

will increase by approximately 1 billion between 2021 and 2050, with the majority residing 

in developing countries. By 2050, there will be an estimated 2.1 billion people over the age of 

60, accounting for 22% of the world's population. This demographic shift is a result of 

declining fertility rates across the world. 

 
Table 1.1- distribution of elderly population (aged 60 and above) in some selected Asian 

countries in suitable age groups: 

Age 

Group 

China India Indonesia Japan Philippines Vietnam 

60-64 8.8% 7.9% 6.8% 6.5% 5.7% 7.7% 

65-69 7.7% 6.7% 6.2% 7.4% 5.4% 6.8% 

70-74 6.4% 5.4% 5.3% 8.3% 4.2% 5.8% 

75-79 4.8% 3.9% 4.4% 7.3% 3.0% 3.9% 
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80-84 3.5% 2.7% 3.0% 5.6% 1.8% 2.2% 

85+ 2.5% 1.8% 2.2% 3.8% 1.0% 1.2% 

Note: Data is from the United Nations World Population Prospects 2019 Revision. 

Percentages are based on total population of each country. 

 
The elderly population is growing rapidly in Bangladesh, and this trend is mirrored in many 

other Asian countries. The above table presents the distribution of the elderly population 

(aged 60 and above) in selected Asian countries in suitable age groups. The percentage of the 

elderly population in Bangladesh is increasing, and the country is facing new challenges in 

providing adequate healthcare and social welfare for this demographic group. Active ageing 

has become an important concept in addressing the needs of the elderly population. This 

study aims to explore the challenges and opportunities of active ageing in Bangladesh, 

focusing on the social, economic, and health aspects of this phenomenon. By examining the 

policies and programs that support active ageing in Bangladesh, the study will contribute to a 

better understanding of the needs and aspirations of the elderly population in the country. 

It is evident from the above data that distribution of older person of most of the Asian 

countries will create huge burden in the society in terms of healthcare and projections shows 

it will continue to increase. As of 2021, the global population of older adults aged 60 years 

and above has reached 1.1 billion, representing 15% of the global population. By 2050, this 

number is projected to double to 2.1 billion, making up 22% of the total population. Asia has 

the largest number and proportion of older adults, with China, India, and Indonesia having 

the highest number of older adults in the world. The aging population in Bangladesh is also 

increasing at a significant rate, with the number of older adults expected to triple by 2050. In 

addition, Sri Lanka has a high proportion of older adults due to its early fertility and mortality 

transitions. Following are the population pyramid of the world, Europe and North America 

and the South East Asia for the year 2023. 

 
The population pyramids for the World population, Europe and Northan America and Eastern 

and South-Easten Asia by age and sex for the year 2023 are presented in Appendix-(1.1A, 1.1 

B, 1.1C). Form the population pyramids it is very clear that the developed countries have the 

load of huge elderly population compared to the developing one but at the same time it is true 

that due to the increase of life expectancy, health service and education the developing 
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countries will face the same. As per the latest data available, the global fertility rate continues 

to decline. In 2020, the world's average fertility rate was 2.4 children per woman, down from 

2.5 in 2015. The United Nations predicts that by 2030, almost half of the world's population 

will live in countries with fertility rates below replacement level. Currently, approximately 83 

countries are estimated to have fertility rates below replacement levels. This decline in 

fertility rates is attributed to various factors, including increased access to family planning 

services, education, and employment opportunities for women, and changing societal norms. 

According to the United Nations World Population Prospects 2022, (Economic and Social 

Affairs, Population Division) the percentage of the population aged 60 years or over in 

Bangladesh was 9.5% in 2020. 

 
And the projected population of Bangladeshi older persons (60 and above) are: 

• 2021: 17,442,000 (10%) 

• 2030: 25,909,000 (14.1%) 

• 2050: 47,759,000 (24.8%) 

Up until now, ageing population has generally been associated with the world's more 

industrialized countries. For instance, Europe now has nine of the ten nations with 

populations of more than 10 million and the greatest proportion of older residents . No 

change in the ranking is anticipated by 2025, when the populations of countries like Japan, 

Germany, and Italy would contain almost one-third of those 60 and older, closely followed by 

other European countries. 

 
The rate and significance of population aging in less developed areas are less well 

understood. Around 70 percent of older people already reside in poorer nations. These figures 

will keep rapidly increasing. The senior population itself is aging in all nations, but especially 

in developed ones. According to the latest data, the number of people over the age of 80 

continues to grow, with the current estimate being around 110 million. While the majority of 

these individuals still reside in more developed areas, there has been a significant increase in 

their population in developing countries as well. This section of the elder population is also 

the fastest-growing, making up approximately 1.5% of the global population and 4% of the 

population in developed nations. 
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Demographic changes and increased life expectancy have a significant impact on the society 

in which we live. Similarly, Bangladesh has an ageing population where the average life 

expectancy is 72.8 years, which increased from 72.6 in 2020. Before that, it was 72.3. 

 
Table-1.2: Demographic Indicators of elderly and total population of Bangladesh with 

projection for 2021, 2025, 2030, 2035, 2040. 

 
 

Indicator 2021 2025 2030 2035 2040 

Total Population 169,872,4 

19 

175,052,395 180,107,711 185,008,503 189,728,066 

Population aged 60 

and above (total) 

24,547,09 

0 

28,057,048 32,107,545 36,520,559 41,262,860 

Population aged 60 

and above (% of 

total population) 

14.47% 16.02% 17.83% 19.74% 21.81% 

Older women aged 

60+ (% of total 

population) 

7.77% 8.23% 8.75% 9.34% 9.97% 

Life expectancy 

(males) 

71.8 72.6 73.5 74.3 75.1 

Life expectancy 

(females) 

76.8 77.6 78.5 79.3 80.1 

Old-Age 

Dependency Ratio 

(Age 65+ I Age 15- 

64) 

13.84 15.78 18.08 20.62 23.40 

Rural older people 

(% of total 

population) 

10.27% 10.88% 11.57% 12.34% 13.22% 
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Urban older people 

(% of total 

population) 

4.20% 4.79% 5.26% 5.40% 5.59% 

Older persons living 

alone aged 60 and 

above (% of total 

population aged 

60+) 

13.13% 12.90% 12.67% 12.44% 12.21% 

Source: United Nations Population Division (2021). World Population Prospects 2020: 

Highlights. New York: United Nations. 

 
The above data presented highlights the demographic changes that are taking place in 

Bangladesh, with a particular focus on the older population. The total population of 

Bangladesh is projected to increase steadily over the next two decades, along with an increase 

in the number and proportion of older people. The data also shows that the life expectancy of 

both males and females is projected to increase over the next two decades. Old age 

dependency, older persons living alone, urban and rural older population etc. are increasing 

as a notable rate. However, this demographic transition poses several challenges for the 

country, including an increase in the old-age dependency ratio and an increase in the 

proportion of older people living alone. It is well-established that the increase of old age 

population, particularly a non-active ageing population of any country and world in general, 

poses economic, healthcare and many social problems. Therefore, understanding the 

dynamics of active ageing is crucial for promoting the well-being of older people in 

Bangladesh. In this situation, it is important to ensure that elderly people's potential is fully 

realized and many policy initiatives have to be taken to make their lives impactful for our 

society. 

 
 Context of Active Ageing in Bangladesh 

Researchers of Bangladesh have been engaged in Ageing research over decades. In recent 

years, there has been a significant increase in the number of research studies on ageing and 

very few on active ageing. For instance, in Bangladesh, the research work on ageing has been 

gaining momentum, with many researchers actively engaging in this field. A recent study by 

Ahmed et al. (2021) explored the challenges and opportunities of active ageing in 
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Bangladesh, while another study by Islam et al. (2022) examined the relationship between 

social support and quality of life among older adults in Bangladesh. These studies and many 

others have provided valuable insights into various aspects of active ageing, including 

physical and mental health, social policy, economic engagement, and general well-being in 

old age. Couple of researchers used the concept of WHO to develop active ageing indexes but 

nobody tried whether the WHO active ageing model fits in Bangladesh or if any adjustment 

is necessary. Their findings of those studies can serve as a useful guide for policymakers and 

practitioners in promoting active ageing in Bangladesh and beyond. 

 
In recent years, Bangladesh has become one of the countries with the fastest-growing older 

populations in the world. Despite this demographic shift, there has been little effort to 

construct an Active Aging Index (AAI) to monitor the quality of life of senior citizens. Md 

Aminul Haque and Sadiya Afrin (2022) attempted to develop an AAI for Bangladesh based 

on the concept of World Health Organization (WHO). The index included eight indicators of 

the ‗health dimension,‘ three indicators of the ‗participation dimension,‘ and seven indicators 

of the ‗security dimension.‘ Gender and residential differences were distinct in all three 

dimensions. But one of the strong dimension like spiritual/religious dimension didn't get 

proper focus. Iftekhar Amin (2017) emphasized that successful aging is multidimensional in 

Bangladesh and includes adaptation to an aging body, financial security, family and 

intergenerational care, and social participation. It is furthermore, a different concept than 

active ageing. Disease and disability are considered a normal part of aging, and family care is 

a key component of successful aging. This study highlights the need to understand 

Bangladeshi culture and its specific beliefs and values as it relates to views on aging well. 

 
Active ageing is an important aspect of the ageing process, and understanding its 

determinants and indicators is crucial for developing effective policies and programs. Md. 

Nuruzzaman Haque's (2018) study aimed to measure the active ageing level in Bangladesh. 

Although he used the Active Ageing concept proposed by World Health Organization by 

using six determinant factors it found the gender difference of overall active ageing level in 

Bangladesh is low, with males having a significantly higher active ageing level than females. 

It is further lacks the establishment of the model for Bangladeshi society. Another study by 

Rajesh Das et al. (2021) examined the impact of the COVID-19 pandemic on mental health 

among the Bangladeshi population, finding that females, the unemployed, students, the obese, 

and those living without family were associated with poor mental health during the pandemic. 
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Masud Karim et al. (2020) discussed the challenges of population ageing in Bangladesh and 

presented an organizing framework for assessing the quality of life of older persons. Finally, 

Rahman D. (2014) provided a detailed discussion of ageing and social policy in Bangladesh, 

highlighting similarities and differences between the social policies of Bangladesh and 

Britain. Hanif , AAM et. al, (2021) estimated the prevalence of and factors associated with 

insufficient physical activity (IPA) among the elderly people in Bangladesh. They found 

insufficient physical activity is highly prevalent among Bangladeshi elderly men and women. 

The researchers mentioned that nearly two-fifths of the elderly population in Bangladesh does 

not meet the World Health Organization recommendations of physical activity. 

 
Bangladesh with its limited resources is positively trying to fight this global issue. The 2013 

National Policy for Older Persons aims to enhance primary healthcare services and facilities 

that are age-friendly. The Parents Care Act of 2013 requires children to take appropriate care 

of their parents and guarantees older persons' social security. The children are required by 

law to take the appropriate actions to care for their parents, including giving them food, 

clothes, access to medical care, housing, and companionship. Social pensions are paid to one- 

third of the elderly population. Men and women over 65 and 62 who are eligible for the Old 

Age Allowance get 500 Taka (4.60 USD) every month after being put through a means test 

based on socioeconomic variables. Public Pension Plan for the elderly are extremely 

vulnerable and insecure when they retire because of their advanced age. So there exists 

efforts from government level to keep the older population safe and secure. An active ageing, 

thus can enhance the quality of their lives modeling of it can help researcher for further 

planning and distributing resources. 

 
 Background of the study 

This study was inspired by the concept of active ageing suggested by WHO. To make ageing 

a positive experience, the World Health Organization (WHO) acquired the term "Active 

Ageing" at the beginning of the 21st century. Depending on relevant studies, WHO (2002) 

concentrated on health and social policies for older people. But later, a six-factor model was 

proposed for the active ageing framework and it was achieved by Paul Constanca et al. 

(2012). 

In the last decade, several researchers have been found who are researching on active ageing. 

There were more than 27 countries involved, and they are already working on it, including 
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Singapore, Thailand, Malaysia and many in Europe. However, the majority of research on 

active aging has been done in developed nations, where older people's cultures and physical 

characteristics are different from Bangladeshi culture. So, there is a clear gap in the literature 

in the Bangladeshi context. More specifically studies for identifying determinant factors and 

their indicators related to active ageing in Bangladesh are scarce (Haque M. N 2021). Study 

on Bangladesh is very important cause it has an older population of nearly 20 million. The 

goal of this study is to close that gap and establish a connection between those studies of 

developed and developing societies. 

In the beginning of the 21st century, the world summit on population took place in Madrid 

approved active ageing, WHO (2002) focused it for health and social policies for older 

people. Later, a model was proposed for the active ageing framework and a six-actor model 

was empirically achieved by Paul Constanca et al. (2012). Few studies have been done on the 

scientific validity of the proposed constructs. A bunch of researchers are found in research 

and publication on active ageing in last decade. However, there have been studies on ageing 

and related issues in Bangladesh since at least the 1990s. For example, a study published in 

1993 examined the living arrangements and social support networks of the elderly in rural 

Bangladesh (Rahman, 1993). Another study published in 2006 investigated the health status 

and healthcare utilization of the elderly in urban areas of Bangladesh (Molla et al., 2006). 

These studies and others like them may have laid the foundation for subsequent research on 

active ageing in Bangladesh. Therefore, an intensive investigation on the status, aspects, 

determinants and factors of Active Ageing is necessary. It is also worth to test empirically 

whether the WHO (2002) model of Active Ageing is confirmed for all its construct and 

determinants among the ageing population in Bangladesh. Or some modification for the 

existing model in Bangladeshi context might be necessary. Establishment of such a model 

will help policymakers to plan and undertake programs on the ageing population and that will 

add values to the knowledge body. The emergence of Active Ageing concept back in the 

1990s developed through the WHO and several other governmental and nongovernmental 

organization initiatives offers a policy framework that emphasizes the link between activity, 

health, independence, and ageing well. In being of unquestionable importance as a key policy 

concept, efforts to add some empirical evidence on its operative definition and criteria are 

still scarce. In future, window will be opened for the researchers to estimate the economic 

contribution of this active population and the impact of these activities on the GDP of 

Bangladesh leading to further scope of proper planning. 
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As a disease prone country, older persons in Bangladesh are in most cases live in poor health. 

Many longitudinal research in some other countries have suggested that poor health do not 

have to be the dominant and limiting factor of older populations. Most of the health problems 

of older age are the result of chronic diseases. Many of these can be prevented or delayed by 

engaging in healthy behaviours. In Bangladesh many of the older persons are away from this 

behavior because of the lifestyle and unhealthy food habit. In older ages, physical activity and 

good nutrition can have powerful benefits for health and wellbeing. People at old age 

experiencing declines in capacity, and supportive environments can ensure better mobility. 

Unhealthy behaviours are prevalent among many older people, in many parts of the world. 

(WHO 2015). The ageing of populations thus demands a comprehensive public-support 

response where active ageing is a dominant phenomenon. If we don't consider the health and 

well-being of our older adults, many will lead to disability which in the long run, will burden 

the society leading to slow developmental process in a country like Bangladesh. 

Pruchno et al. (2010) tested the two factor model of successful ageing by doing a 

confirmatory factor analyses. In a different society (Taiwan), Lee et al. (2011) confirmed a 

four-factor model of successful ageing. When examining the concept of ageing well in 

Europe and Latin America, Fern´andez-Ballesteros et al. (2008, 2010) found evidence of 

considerable consistency across countries, continents, and ages. McLaughlin et al. (2010) 

based on the Rowe and Kahn model (1987, 1998) had already estimated the prevalence of 

successful ageing on a national sample of older adults. Depp and Jeste (2006) made an 

extensive review on successful ageing studies and found 28 selected studies that 26 of them 

included disability and very few psychosocial variables. More recently, Stenner et al. (2011) 

reported the subjective aspects of active ageing by inquiring people about the meaning of the 

words ―active ageing.‖ The authors criticized the deterministic view of the WHO model and 

emphasized the need for a ―challenge and response‖ framework. In a recent study Sultana, R. 

(2013) depicted ―though there have no reliable statistics about the active elderly women in 

urban Bangladesh, it can be assumed that their number is increasing‖. Asghar Zaidi et. al, 

(2013) in their study on active ageing index (AAI) 2012 Concept found that AAI 

measurement would fall within four domains: Contributions through paid activities: 

Employment, Contributions through unpaid productive activities: Participation in society, 

Independent, healthy and secure living and Capacity and enabling environment for active 

ageing. 

In a study of active ageing and quality of life among institutionalized older adults with and 

without dementia, Gloria Fernández-Mayoralas et. al (2015) found that a higher level of 
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activity was associated with better cognitive function (Pfeiffer scale), self-perceived health 

status and functional ability, as well as with a higher frequency of gathering with family and 

friends, and higher educational level. They found that decline in physical and mental health, 

the weakening of family and social ties, and the loss of functional capabilities form a 

significant barrier to active ageing in an institutionalized context. Emily Z.K. Lim et. al. 

(2014) used the Active Ageing Index (AAI), the same technique in Singaporean older adults. 

They studied the Singaporeans of Chinese, Malay and Indians ethnicities. They also used the 

Spirituality Index of Well-Being, to see if the predictive power of AAI improved. 

Hierarchical multiple regression showed that the AAI alone (controlling for age) did not 

significantly predict the activity level of older persons. The predictive power of the AAI 

improved significantly with spirituality included which gave a new understanding of active 

ageing situation in Eastern countries. 

 
Qualitative approach of Active ageing is not very rare so authors have found those qualitative 

aspects like psychological phenomenon highly relevant and significant for active ageing. A 

Qualitative Study of Thai cultural understanding was conducted by KattikaThanakwang et. 

al. (2014). They identified six themes of active ageing as being self-reliant; being actively 

engaged with society; growing spirituality; maintaining healthy lifestyle; being active 

learners; and managing later life security. The perceptions of active ageing among the Thai 

elderly involved health, social participation, and security in life. When compared to research 

in a Western context, some of the dimensions of Thai active ageing were distinct, specifically 

growing spirituality and managing later life security. This could be a very important aspect 

for Bangladeshi older adults as there exist much similarities in societal issues between these 

two countries. For government policy planning in Russia Liudmila Zasimova1 et. al (2014) 

measured and shown that 70% of the elderly population are at the intersection of ―health‖ and 

―participation in  social  activities‖; 61,2% between ―health‖ and  ―security‖; 73,5% between 

―security‖ and ―participation in social activities‖. Overall, 58,5% of Russian senior citizens 

meet all three criteria of active aging, thus creating a great challenge for policy response. 

Jui-Ying Hung &Kuo-Song Lu (2014) studied how a high-quality, healthy lifestyle can 

impact the effectiveness of active ageing programs and alleviate loneliness in aged 

individuals by allowing them to participate in learning activities designed especially for them. 

Their results indicated that most senior learners are female, have high school educations, and 

perceive themselves to be healthy. Senior learners express positive perceptions in terms of 

their overall quality of life evaluations and levels of satisfaction with overall health. Several 
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authors replicated the model with either three, four or six factors of active ageing depending 

on their country situation. A recent study on work and employability by the seniors (above 

75) in Australia by Margaret Patrickson (2016)found deterioration, both physically and 

mentally, remaining employed. She stressed that the proportion of older workers is increasing 

and forecast to continue to increase. A small proportion of the Australian population 

continues in the labour force beyond 75. Factors contributing to their continued employability 

are both personal and contextual. Personal factors include high qualifications, excellent 

reputations, and strong professional identities. Contextual factors include strong professional 

networks, and high demand for their scarce skills. 

 
Successful ageing, active ageing, and other related terms as positive ageing or ageing well are 

viewed as scientific concepts operationally portrayed by a broad set of biopsychosocial 

factors, assessed through objective and subjective indicators as well as being closely related 

to lay concepts reported cross-culturally by older persons (R. Fernandez-Ballesteros, 2011). 

Few authors have explored the WHO‘s model of active ageing (2002) that embraces positive 

outcomes of the ageing process. A very limited number of studies in Bangladesh is found so 

far and no one is directly related to WHO model, rather they seem to be inclined to Active 

Ageing Index and some other similar studies lie mental health, quality of life, healthy ageing, 

successful ageing, factors and determinates of active ageing etc. This will be a unique study 

to know the aspects of Active Ageing in different walks, the situation and challenges of 

active ageing in Bangladesh as well as help proper planning. 

 
 Rationale of the Study 

Unlike most of the changes that societies will experience during the next 50 years, these 

underlying trends are largely predictable. We know that the demographic transition to older 

populations will occur, and we can plan to make the most of it. This study on active ageing 

will be a tool for the societal progress, provided the Bangladeshi policy makers to come up 

with appropriate policy responses to activate the potential of older people. This study is 

intended to serve as a baseline for the development of more specification from the policy 

perspective for the ageing population in Bangladesh. 

Older people contribute to society in many ways – whether it be within their family, to their 

local community or to society more broadly. However, the extent of these human and social 

resources, and the opportunities available to each of persons who age, is heavily dependent 
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on their health and other characteristics. If people are experiencing these extra years in good 

health, their ability to do the things they value will have few limits. If these added years are 

dominated by declines in physical and mental capacities, the implications for older people 

and for society may be much more negative. 

 
Although it is often assumed that increasing longevity is being accompanied by an extended 

period of good health, the evidence that older people today are experiencing better health than 

their parents is less encouraging. A bunch of researchers are found in research and 

publication on active ageing in last decade. As most of the studies related to active ageing are 

focused on the developed societies where the culture and physical construction of the older 

persons are far more different than Bangladeshi societies, there has been a clear GAP in the 

literature. Also most of the authors are from Europe and some countries of Asia, but study on 

Bangladeshi society is seldom found, specially on the WHO model. Now as there exist a 

scope of testing the model as well as suggesting necessary modification in the existing model, 

this study aims to address that gap and make a link between those studies of developed and 

developing societies. 

 
Intensive research is necessary for every country to know the status, aspects, determinants, 

and factors of active ageing, there has been few research reported in Bangladesh on active 

aging. But just now, testing of the WHO (2002) active aging model in Bangladesh is 

necessary. Alternatively, we may make certain adjustments to the current model in the 

Bangladeshi context, which would increase the value of the knowledge body. Additionally, 

there is always a chance for researchers to calculate the economic impact of this active 

population on Bangladesh's GDP, thus expanding the potential for sound planning. So, it is 

also worth to test empirically whether the WHO (2002) model of Active Ageing is confirmed 

for all its construct and determinants among the ageing population in Bangladesh. Or some 

modification for the existing model in Bangladeshi context might be necessary that will add 

values to the knowledge body. Moreover the model was proposed in 2002, the context might 

have change in 2023 after a global pandemic and it might be necessary to redesigned the 

factors and determinants. In future, window will be opened for the researchers to estimate the 

economic contribution of this active population and the impact of these activities on the GDP 

of Bangladesh leading to further scope of proper planning. 
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 Problem Statement 

In Bangladesh, the population of older adults is increasing rapidly, and this demographic shift 

presents significant challenges for policymakers and healthcare providers. While the World 

Health Organization (WHO) has developed a model of Active Ageing to promote healthy 

ageing and independence, its implementation in the context of Bangladesh has been limited. 

also there exists scarce of studies for identifying determinant factors and their indicators 

related to active ageing in Bangladesh (Haque M. N 2021).Pin-pointing the indicators of 

active ageing in Bangladesh can help policy makers and relevant development organizations 

to formulate more customized policies for the targeted people. Despite the potential benefits 

of adopting the WHO model of Active Ageing, little is known about its effectiveness in 

Bangladesh. Thus, this study aims to investigate the application and effectiveness of the 

WHO model of Active Ageing in Bangladesh. 

 
 Objectives of the Study 

The objective of this thesis is to explore ways to help older people in Bangladesh stay active, 

healthy and engaged as they age, given the increasing life expectancy. The study will 

examine the different factors that contribute to active aging and the challenges faced by older 

people in Bangladesh. By doing so, this study will provide valuable insights for policymakers 

to develop effective policy solutions for the aging population. Additionally, this research 

aims to establish a baseline for future policy recommendations that can enhance the quality of 

life of older people in Bangladesh. Ultimately, this study aims to be a tool for the 

advancement of society by promoting active aging among older populations. The 

policymakers can establish strategies for older population in order to keep them engaged as 

they age because the demographic shift occurring in most of the counties including 

Bangladesh. 

To have more focused study, there will be some specific objective: 

1. To update the socio-demographic profile of older persons in Bangladesh. 

2. To find out the factors that determine whether or not ageing populations will enjoy 

a positive quality of life in Bangladesh through active ageing. 

3. To test whether the WHO model on Active Ageing fits in Bangladesh society and culture. 

4. To explore the challenges for the active ageing population to the governments, the 

nongovernment, academic, and private sectors in Bangladesh. 
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 The research questions 

 

To understand the concept of active ageing and to evaluate the effectiveness of this model in 

promoting the health, well-being, and quality of life of older adults, this study may seek the 

answer of few questions. The aim of a study on the WHO Model of Active Ageing in 

Bangladesh would be to assess the feasibility and effectiveness of implementing this model in 

the specific cultural, social, and economic context of Bangladesh. 

 
Specifically, the study seek to the answer of questions such as: 

1. What is the current status of active ageing in Bangladesh, and what are the major 

challenges and opportunities? How do older adults in Bangladesh perceive the Active Ageing 

and its effectiveness in promoting healthy ageing and independence? 

2. How does the WHO Model of Active Ageing align with the cultural and social values of 

older adults in Bangladesh, and what modifications may be needed to make it more effective? 

How does the model impact the quality of life of older adults, including their social, 

economic, and environmental circumstances 

3. What are the barriers and facilitators to implementing the model in Bangladesh, including 

factors related to policy, infrastructure, and resources? How effective is the model in 

promoting the health, well-being, and quality of life of older adults in Bangladesh, and what 

are the key outcomes? 

4. What are the policy implications of the model for Bangladesh, and how can it be used to 

guide the development of programs and services for older adults? How to provide a policy 

framework for active ageing and concrete suggestions for key policy proposals. 

5. How the WHO model of Active Ageing could be implemented in Bangladesh? What are 

the factors that facilitate or hinder the implementation of the WHO model of Active Ageing 

in Bangladesh? 

The study would provide evidence-based recommendations for policymakers, healthcare 

providers, and other stakeholders in Bangladesh on how to promote healthy ageing and 

improve the well-being of older adults in the country. 
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 Hypotheses of the Study 

 

The hypothesis is a more precise statement about the expected outcome of the research 

question. However, following are some hypothesis to be tested through the research: 

 There has been a significant difference between the Active Ageing situation in rural 

and urban areas of Bangladesh. 

 There exists a significant difference between the active ageing of male and female 

older persons in Bangladesh 

 Active ageing is associated with educational qualification in Bangladesh. 

 The WHO model of Active Ageing is applicable in Bangladesh. 
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 Organization of the Thesis 
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 Chapter Description of the Thesis 

 

The WHO model, background information, and a holistic view of active aging are presented in 

Chapter one. The literature is reviewed to show the related gaps in the literature and, thus, the 

rationale for this study is presented following the objective, mentioning the preliminary 

hypothesis. We can also call this chapter the summary of this Thesis. 

 
Chapter two is composed of a detailed literature review of past and present research 

publications. The definition and concepts of the component of Active ageing is discussed, and 

the WHO model and other contemporary models along with their applications are presented in 

this chapter. It also addressed the studies from both the developed and developing world. Both 

qualitative and quantitative studies are reviewed following the different models proposed by 

three researchers in this area from all over the world to justify why the researcher chose the 

WHO model even though other models are also available. It also focused on the studies in 

Bangladesh related to ageing as well as active ageing if any, to draw a clear picture of the 

existing situation of this type of study. The gaps in WHO model are discussed through an 

extensive review of the WHO's and other models to explore the relevant variables of the study. 

So a conceptual and theoretical framework for the study of WHO model related to Bangladesh is 

established in this chapter. 

 
Chapter Three is all about the theoretical framework. The factors, variables, models, and other 

relevant issues are discussed in this chapter. Along with the theoretical concept, the demography 

of Bangladeshi older persons as well as their socio-economic conditions is discussed following 

relevant statistics. Special attention to south Asian and developing countries is presented in this 

chapter. A critical evaluation of the existing literature is done to justify the study to minimize the 

several existing gaps. 

 
Chapter Four discussed the Factors and Determinants of Active Ageing. the cross-cutting 

determinants following culture and gender, the determinants related to health and social service 

systems, the behavioral determinants, determinants related to personal factors, physical 

environment, social environment, and other factors are discussed in detail in this chapter. 
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Chapter Five discussed the methodology of the study. The measurement of major variables, the 

questionnaire preparation, and purifications, pilot studies to test the validity of the instruments, 

the location selection process, and the sampling procedure in a thorough manner. The sampling 

methods, sample profile, data collection procedure as well as statistical techniques are presented 

in chapter five. It finally discussed the justification for using the proposed statistical tool to 

establish the relationship between the variables. 

 
Chapter Six discussed the analysis and discussion of the findings. A detailed analysis of the data 

is presented to reach the research objective. A talk about the proposed modified model of active 

ageing in Bangladesh is presented here following the statistical pieces of evidence. It also 

demonstrates the differences between the proposed model and the existing model. Qualitative 

study finding is also followed by quantitative analysis. And the final model of active ageing is 

constructed. 

Chapter Seven summarizes the recommendation and conclusion of the study. A possible 

suggestion for the decision-makers and planners is presented by summarizing the methodology 

and the results. This chapter also talks about the implication of the Active Ageing model of 

Bangladesh. 

 
Chapter Eight is composed of the direction of future research and the limitation of this study. It 

discussed how far was possible for the researcher, are there any regional factors, and whether 

this model will vary over time. 

 
Chapter Nine is the reference and bibliography. The references is presented in APA format and 

ascending order of the researcher's name. 

 
Rest of the things like questionnaire, some data analysis tables, acronyms etc. are presented in 

the Appendix part. 
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Chapter 2 

Review of Literature: 

 Introduction 

The researcher did an extensive review of literature of articles, reports, books, thesis etc. about 

Active Ageing. It is found that most of the research is from Europe and is mostly based on WHO 

framework. Some research from the US, Canada, and Australia was also found. Recently, 

interest in Active Ageing has grown in Asia, especially in countries like Singapore, Thailand, 

India, and Malaysia. Africa, Latin America and the Middle East have also started doing research 

on Active Ageing, and places like Mexico, Persia, and Russia have also done some research. 

The researcher has divided the literature review into different categories. Those are: 

1. Active Ageing research in Europe 

2. Active Ageing research in the US, Canada, and Australia 

3.Active Ageing research in Asia (except Bangladesh)and 

4. Active Ageing research in other areas. 

5. Active ageing research in Bangladesh 

 
 

While writing the review for each category, three subcategories followed: i) Active Ageing, and 

Active Ageing Index and WHO framework ii) Successful Ageing, Healthy Ageing, Age-Well 

and iii) Quality of Life, Life-long learning, Employability, Retirement, and Disability. 

Since there were fewer articles based on qualitative research, the researcher presented them as a 

separate category. The review is started with an introduction to provide a brief understanding and 

then move on to each category to find gaps in the research related to Bangladesh. 

 
Active ageing is a policy framework developed in the 1990s by the WHO and various 

governmental and non-governmental organizations. It emphasizes the link between activity, 

health, independence, and ageing well. However, empirical evidence on its operative definition 

and criteria is still scarce. Various studies have been conducted to add empirical evidence to the 

concept of active ageing. Constanca Paul et al. (2012) have proposed a six-factor model for 

Portugal where psychological variables contribute significantly to the model construct. 
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Pruchnoet al. (2010) tested the two-factor model of successful ageing, while Lee et al. (2011) 

confirmed a four-factor model of successful ageing in Taiwan. Fernández-Ballesteros et al. 

(2008, 2010) found evidence of considerable consistency across countries, continents, and ages 

when examining the concept of ageing well in Europe and Latin America. McLaughlin et al. 

(2010) estimated the prevalence of successful ageing on a national sample of older adults based 

on the Rowe and Kahn model (1987, 1998). Depp and Jeste (2006) found that disability and very 

few psychosocial variables were included in most successful ageing studies. Stenner et al. (2011) 

reported the subjective aspects of active ageing and criticized the deterministic view of the WHO 

model while emphasizing the need for a challenge and response framework. Sultana (2013) 

assumed that the number of active elderly women in urban Bangladesh is increasing, although 

there are no reliable statistics available. In their book "Delaying Retirement - Progress and 

Challenges of Active Ageing in Europe, the United States, and Japan," Dirk Hofäcker, Moritz 

Hess, and Stefanie König Editors (2016) thoroughly discussed the trends and determinants of 

Retirement Transition in Europe, the USA, and Japan. Asghar Zaidi et al. (2013) proposed that 

the AAI measurement would fall within four domains: Contributions through paid activities, 

contributions through unpaid productive activities, independent, healthy and secure living, and 

capacity and enabling environment for active ageing. Emily Z.K. Lim et al. (2014) used the 

Active Ageing Index (AAI) technique in Singaporean older adults of different ethnicities and 

found that spirituality significantly improved the predictive power of AAI, giving a new 

understanding of the active ageing situation in Eastern countries. 

 
Various empirical studies have demonstrated that mixed functional trends coexist across Western 

societies in recent decades. Australia, the United Kingdom, Canada, and the Netherlands showed 

increasing IADL disability prevalence, while the trend was reversed in the United States. United 

Kingdom, Finland, Switzerland, and France showed declines in ADL disability similar to those 

in the United States, whereas in Australia and Japan, ADL disability prevalence increased over 

the same period. The impacts of compositional changes in populations on disability trends for the 

entire elderly population have also been highlighted. Higher socioeconomic conditions are 

closely linked to a lower prevalence or incidence rate of disability. Greater social support and 

absence of cognitive impairment or depression contribute to better physical function. Loke, Y. J. 

(2020) found that active seniors in Malaysia were more likely to have positive self-rated health, 
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positive health responsibility and health promotion beliefs but were less likely to undergo 

medical treatments. In a study of Active ageing and quality of life among institutionalized older 

adults, with and without dementia, Gloria Fernández-Mayoralas et al. (2015) found that a higher 

level of activity was associated with better cognitive function, self-perceived health status and 

functional ability, as well as with a higher frequency of gathering with family and friends, and 

higher educational level. The above trend of research attracted Bangladeshi researchers too. 

Haque M. N (2021),Haque, M A and Afrin, S. (2022),and Amin, I. (2017) were found in Active 

Ageing research which is discussed in detail later in this chapter. 

 

 Active Ageing: European Experience 

The article by Asghar Zaidi et al. (2017) aimed to measure active and healthy ageing in Europe 

using data from multiple surveys in 28 European Union countries. They developed the Active 

Ageing Index (AAI) using four domains: employment, participation in society, independent, 

healthy, and secure living, and capacity and enabling environments for active ageing. The AAI 

presented a quantitative measure of active and healthy ageing and showed that countries differ in 

their capacity and enabling environments for active and healthy ageing. Sweden was ranked the 

highest, followed by Denmark, the United Kingdom, Finland, the Netherlands, and Ireland. The 

study also found that in most countries, women had worse situations than men in terms of active 

and healthy ageing. As a result, the study identified the need for addressing gender disparities. 

The AAI tool has since been used by many researchers. It is to be noted that the qualitative 

aspect was totally absent in those research, which later was incorporated by some researchers in 

other countries. 

 
In another study by Asghar Zaidi et al. (2011), the authors presented a detailed analysis of active 

ageing in Europe using data from three groups of countries: laggards, average performers, and 

high performers. They analyzed time allocation and patterns of paid and unpaid activities, 

patterns of unpaid work among older Europeans, employment status, voluntary work by people 

aged 50+, labour market engagement in older age, and gender differences. The study found that 

there were trends in labour market engagement and gender differences, and it drew policy 

conclusions. Constanca Paul et al. (2012) proposed a six-factor model for Portugal, where 

psychological variables (Life Orientation (Optimism) Loneliness and Happiness) were found to 
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contribute significantly to the model construct. Again, in this study the spiritual factor didn't 

have any role which is considered very important in society like Bangladesh. 

Feliciano Villar et al. (2016) studied the participation of Spanish older people in educational 

courses and found that gender, age, location, volunteering, leisure activities, and political activity 

were the main predictors of participation in educational courses. Socio-demographic variables 

showed lower prediction value than leisure and productive activities in those courses. This study 

is conducted in a country where most of the people are educated and there is a social awareness 

of continuing education as a tool to stay active at later age. But in a society like Bangladesh 

where education level is low and the attitude toward education at old age is totally different. so 

study on active ageing focusing education at later life may have a new perspective in a country 

like Bangladesh. 

 
Nurmela et al. (2014) conducted a comparative analysis of active ageing policies for the Baltic 

countries and found that as the population got older, they had a higher chance of being excluded 

from training in the workplace. However, by 2012, those countries had the highest old-age 

employment rates in the European Union and higher educational levels than many countries. 

 
Lien Van Malderen et al. (2016) conducted a participatory action research on active ageing in 

nursing homes in Belgium and found that quality of life could be enhanced by focusing on the 

participation of older persons. The study introduced a weekly activity in nursing homes where 

residents observed the nursing home operation, identified problems, and made suggestions for 

improvement. The study found that participation can bring added value to residents‘ living 

conditions. In Bangladesh old age stay in not nursing home base, rather it is family based. So the 

perspective here will be totally different compared to the European countries. 

 

Cécile Collinet et al. (2017) established a frame of reference regarding physical and sports 

activities, and healthy and active ageing. They examined guidelines on physical activity and the 

perception of active ageing in France and explored how French public policies related to active 

ageing developed in accordance with international directives. They explained how healthy and 

active ageing are defined in the context of physical activity. Physical activities of older person in 

Bangladesh are heavily influenced by spiritual/religious participation. Direct physical exercise 



43 
 

seems to be lower due to the lack of parks and gardens and playgrounds. therefore, physical 

movement at old age in Bangladesh might have a new meaning. 

European Network for Intergenerational Learning (2012) has done many notable work on active 

ageing. In a study Intergenerational Learning and Active Ageing it mentioned that 

Intergenerational Learning is extremely complex and scattered. It further stresses that data in 

terms of policy and projects implemented across the EU are very limited. Their findings include 

of case studies found that Intergenerational Learning has indirect economic impact. Finally, as 

stated in the above paragraphs, that active ageing in Bangladesh is far different with respect to 

social participation, family orientation, ADLs and many more. So, research on active ageing 

should consider those differences as well. 

Ann Bowling (2008, 2009) conducted studies on the perceptions of older people themselves 

regarding active ageing, with respondents identifying physical health and functioning, leisure 

and social activities, mental functioning and activity, and social relationships as the most 

common perceptions of active ageing. Another study by Bowling (2009) focused on the 

perceptions of active ageing in Britain, revealing divergences between minority ethnic and whole 

population respondents, with both groups emphasizing the importance of health, fitness, 

exercise, social roles and activities, and independence. 

 
Longitudinal studies on active ageing are scarce in the literature. Martin J. Tomasik and Rainer 

K. Silberiesten (2014) conducted a study based on longitudinal data in Germany on Negotiating 

the Demands of Active Ageing. They found that people preferred engagement with these 

demands and had a low preference for disengagement. A higher load of demands of active 

ageing was associated with an increase in engagement with these demands. However, people 

who perceived their everyday discusses improving the employability of older people, such as by 

improving workplace health and providing more flexible working conditions and retirement 

options. The report recommends providing opportunities for older people to share and develop 

their knowledge and skills and remain socially engaged. It also highlights the need to provide 

life-long learning opportunities and to develop services such as transport, housing, and health. 

Addressing the isolation of older people through home visits and health promotion activities 

specifically designed for their needs is also recommended. The study presents excellent 

recommendations on healthy and active ageing. 
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The European Network for Intergenerational Learning (2012) has done notable work on active 

ageing. In a study on Intergenerational Learning and Active Ageing, the network mentions that 

intergenerational learning is extremely complex and scattered. The study further stresses that 

data in terms of policy and projects implemented across the EU are limited. Their findings 

include case studies showing that intergenerational learning has indirect economic impact. 

 
The literature review discusses various studies and reports on active ageing, successful ageing, 

and related topics. One study by Martin J. Tomasik and Rainer K. Silberiesten analyzed 

longitudinal data in Germany and found that individuals had a strong preference for engagement 

with demands of active ageing and a low preference for disengagement. Tine Buffel et al. 

published a book on age-friendly cities and communities, which discussed the link between an 

age-friendly environment and an ageing-friendly perspective. Another report by Euro Health Net 

recommended improving employability and social engagement among older people, as well as 

providing lifelong learning opportunities and addressing isolation. 

 
 Active Ageing research in the US, Canada, and Australia 

In the study conducted by Margaret Patrickson (2016) on working and employability of older 

Australians, she found that ageing was associated with perceptions of physical and mental 

deterioration, and that personal and contextual factors contributed to employability. Similarly, 

Stenner, Paul et al. (2011) identified subjective aspects of ageing such as mental, physical, and 

social activity, independence, coping with challenges, and staying active. In Bangladesh, study 

on psycho-social aspect of older persons is available but employability focusing the 

employability of older person was not found. 

Eleni Koutsogeorgou et al. (2013) explored the role of social capital in promoting healthy and 

active ageing, and found that supporting long-term social capital building within communities 

can improve public health and well-being for ageing populations. 

 
In another study by Elisabeth Zeitler et al. (2012), the authors examined the impact of suburban 

environments on the mobility and travel behavior of older Australians, and how it relates to 

active ageing. Their findings shed light on the importance of environment modification and 

transport options for older adults. 
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Finally, Dirk Hofäcker et al. (2016) published a book that provides a comprehensive analysis of 

retirement transitions in Europe, the United States, and Japan. The book presents a comparative 

overview of retirement transitions in these countries and discusses the determinants and trends of 

active ageing. These researchers were designated as part of the European Year for Active Ageing 

(2012) and Solidarity between Generations, which aimed to raise awareness of older people's 

position and encourage their active role in society. 

There are many similarities and dissimilarities among the active situation of older person living 

in Bangladesh and the above mentioned countries that are developed. The retirement transition, 

mobility, suburban environments and follow up on health are very different than counties like 

US, Australia and Japan. Those must be considered to establish an active ageing model in 

Bangladeshi society. 

 
 Active Ageing research in Asia (except Bangladesh) 

In a study conducted by Emily Z.K. Lim and Claire L. Thompson (2016) in Singapore, the 

authors used the Active Ageing Index (AAI) to measure active ageing among older adults of 

different ethnicities. The study aimed to examine whether the level of active ageing predicted the 

actual activity level of Singaporeans aged 55-64 years old or 65 years and above. The authors 

added the Spirituality Index of Well-Being to the AAI to see if the predictive power of AAI 

improved. Hierarchical multiple regression showed that the AAI alone did not significantly 

predict the activity level of older adults, but the predictive power of the AAI improved 

significantly with spirituality included. Two-way between-groups Analysis of Variance revealed 

main effects of age and ethnicity, with higher AAI in those aged 55-64 and in Indian- 

Singaporeans. The authors suggested that the theoretical construct of Active Ageing needs 

further examination to identify the domains that distinguish it from chronological age and 

recommended including spirituality in Active Ageing. It is clear that the researchers of Asia 

region have felt the necessity of including the spirituality index as they have accepted that there 

are differences between Asian culture than that of western cultures. So this issue must be 

addressed properly when we consider the active ageing in Bangladesh. 

 
In another study conducted by EviNurvidya Arifin et al. (2012) in Indonesia, the authors 

examined the contemporary situation of active ageing and put forward recommendations for 
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older persons to remain active. The authors used the World Health Organization's Active Ageing 

framework and organized their findings according to the three pillars of health, participation, and 

security. The study found that good functional ability and self-rated health status were common 

among older persons, but they predominantly participated in home-centered leisure activities 

rather than physical exercise. Economic security varied by gender, and there was great variation 

across Indonesia's provinces in the status of the three pillars of active ageing. The authors 

recommended that policymakers take these variations into account when planning for the 

betterment of older persons in Indonesia. 

Both studies highlight the importance of examining the constructs of active ageing and suggest 

that factors such as spirituality and economic security should be considered. They also 

emphasize the need for policymakers to take regional variations into account when planning 

interventions for the betterment of older persons. 

A journal published in 2005 called ‗A Model for Community Participation and Active Ageing in 

Malaysia‘. The experience of PJCC shows that volunteers are motivated by a sense of belonging, 

achievement, and satisfaction, which has sustained their active participation. The volunteers of 

PJCC have gained knowledge on healthcare and environmental protection while contributing to 

the well-being of others. The PJCC model has been adopted by 15 other community centres in 

Malaysia. 

In Thailand, researchers developed a scale containing seven factors that older people themselves 

initiate to promote their own well-being. The factors include being self-reliant, actively engaged 

with society, developing spiritual wisdom, building up financial security, maintaining a healthy 

lifestyle, engaging in active learning, and strengthening family ties. Jyvaskyla's scale has a 

similar idea to the Thai-scale. Their goal was to develop a quantitative scale for assessing active 

ageing among older people that can be used in research and practice. 

Tan Poo Chang &TeyNaiPeng (2005) developed a model for Active Ageing focusing on 

Community Participation in Malaysia. The model has been found to be common in some other 

Asian countries like Singapore, India, and Indonesia. 

 

Jui-Ying Hung &Kuo-Song Lu (2014) studied the Healthy Lifestyle Model, Active Ageing, and 

Loneliness of Senior Learners in Taiwan. High-quality, healthy lifestyles can impact the 

effectiveness of active ageing programs and alleviate loneliness in aged individuals. Most senior 
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learners are female, have high school educations, and perceive themselves to be healthy. 

A qualitative study in Thailand in 2014 revealed that social contribution, intrapersonal strength, 

and calmness were significant for active ageing. Elders in Thailand viewed financial security as 

important for active ageing. Strengthening family ties is perceived as an important aspect of 

active ageing to ensure that the elderly will be cared for in later life. 

Chan YY, Lim KK, Omar MA et al. (2020) attribute this reduced participation to poor health 

conditions and disabilities, while NotthoffN et al. (2017) suggest that education is another factor 

affecting participation in physical activity, although the direction of association varies by 

country. 

Maureen Tam (2013) established a Model of Active Ageing for the Elder Academy Network in 

Hong Kong. The model includes domains such as physical health, psychological well-being, 

social relationships, and environment. 

Qiushi Feng et. al. (2013) examined disability trends in Shanghai, China, from 1998 to 2008. The 

purpose of the study was to expand understanding of disability trends and their social and 

medical correlates in a non-Western, developing society. A journal published in 2005 called ‗A 

Model for Community Participation and Active Ageing in Malaysia‘. The experience of PJCC 

shows that volunteers are motivated by a sense of belonging, achievement, and satisfaction, 

which has sustained their active participation. The volunteers of PJCC have gained knowledge 

on healthcare and environmental protection while contributing to the well-being of others. The 

PJCC model has been adopted by 15 other community centers in Malaysia. 

 

In Thailand, researchers developed a scale containing seven factors that older people themselves 

initiate to promote their own well-being. The factors include being self-reliant, actively engaged 

with society, developing spiritual wisdom, building up financial security, maintaining a healthy 

lifestyle, engaging in active learning, and strengthening family ties. Jyvaskyla's scale has a 

similar idea to the Thai-scale. Their goal was to develop a quantitative scale for assessing active 

ageing among older people that can be used in research and practice. 

Tan Poo Chang &TeyNaiPeng (2005) developed a model for Active Ageing focusing on 

Community Participation in Malaysia. The model has been found to be common in some other 

Asian countries like Singapore, India, and Indonesia. 

Jui-Ying Hung &Kuo-Song Lu (2014) studied the Healthy Lifestyle Model, Active Ageing, and 
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Loneliness of Senior Learners in Taiwan. High-quality, healthy lifestyles can impact the 

effectiveness of active ageing programs and alleviate loneliness in aged individuals. Most senior 

learners are female, have high school educations, and perceive themselves to be healthy. 

A qualitative study in Thailand in 2014 revealed that social contribution, intrapersonal strength, 

and calmness were significant for active ageing. Elders in Thailand viewed financial security as 

important for active ageing. Strengthening family ties is perceived as an important aspect of 

active ageing to ensure that the elderly will be cared for in later life. 

Maureen Tam (2013) established a Model of Active Ageing for the Elder Academy Network in 

Hong Kong. The model includes domains such as physical health, psychological well-being, 

social relationships, and environment. 

Qiushi Feng et. al. (2013) examined disability trends in Shanghai, China, from 1998 to 2008. The 

purpose of the study was to expand understanding of disability trends and their social and 

medical correlates in a non-Western, developing society. 

 

Few qualitative4 studies were found related to active ageing. Kattika Thanakwang et al. (2014) 

conducted a qualitative study on Thai cultural understandings of active ageing, identifying six 

themes: being self-reliant, actively engaging with society, growing spirituality, maintaining a 

healthy lifestyle, being active learners, and managing later life security. The study found that 

health, social participation, and security in life were key factors of active ageing among Thai 

older adults, with a unique finding that active ageing in Thailand was influenced by growing 

spirituality and managing later life security. 

 
Longitudinal studies are few in numbers in the area of active afeing. Another impressive 

longitudinal study from Japan examined the effects of activity limitations on healthy life 

expectancy over 6 years. In 2001 and 2004. A large sample of 7,905 respondents aged 65 and up 

from Tama City, Tokyo, completed surveys, and additional data were collected from a health 

registry until 2007 (Yang, Hoshi, Wang, Nakayama, & Kong, 2014). 

 
Considering the above studies, it is very clear that there are some dissimilarities and similarities 

between some Asian countries and Bangladesh. Therefore, factors might be necessary to deduct 

or add to develop a model for Bangladesh. 
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 Active Ageing research in Africa, Latin America other areas. 

Active ageing has been studied in different countries to identify its determinants and measure its 

impact on the population. Christopher C. Mapoma (2014) studied active ageing in Zambia and 

found that income accessibility, functional limitations, loneliness, low family and peer 

interactions, and HIV/AIDS are significant factors that determine active ageing in African 

countries. In Russia, Liudmila Zasimova and Maria Sheluntcova (2014) measured active ageing 

for government policy and planning and found that 58.5% of Russian senior citizens met all three 

criteria of active ageing, which poses a challenge for policy response. The Active Aging Index is 

an example of how active ageing is assessed at the societal level. In Mexico, adherence to active 

ageing programs has been found to improve health-related quality of life and occupational 

functioning, but potential barriers must be identified and strategies implemented to improve 

recruitment and retention rates during the intervention (Ricardo Perez-Cuevas et al., 2015). It is 

important to consider the determinants of active ageing and measure its impact to develop 

effective policies and programs that promote active ageing and improve the quality of life for 

older adults. 

Mostly quantitative studies are being done on active ageing including some mixed models. 

However, few qualitative studies are also available related to active ageing. Patric Cools et al. 

(2010) conducted a qualitative study to document the perception of older persons in six 

Caribbean countries regarding active ageing. The study employed a comparative analysis 

approach based on three components of active ageing: access to health and social services, use of 

social support, and economic circumstances. The authors concluded that a multi-sectoral 

comprehensive approach should be implemented using the active ageing framework to ensure 

healthy ageing. Gloria Fernández-Mayoralas et al. (2015) conducted a similar study on quality of 

life, specifically factors associated with participation in leisure activities among older adults in 

institutional settings with and without dementia. The study clustered the sample into three 

groups: active, moderately active, and inactive older adults. A regression model showed that a 

higher level of activity was associated with better cognitive function, as measured by the Pfeiffer 

scale, self-perceived health status, and functional ability. Higher frequency of gatherings with 

family and friends and higher educational level were also associated with better cognitive 

function. However, the study was conducted in an institutional context, leaving a gap on how the 

results would apply to non-institutional settings. The study supports the findings of Menne et al. 
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(2012) and highlights the significant barriers to active ageing, such as decline in physical and 

mental health, weakening of family and social ties, and loss of functional capabilities. 

 
Clemens Tesch-Roemer (2012) conducted a study on active ageing and quality of life in old age, 

which focused on investment and policy recommendations using the active ageing framework. 

The study concluded that investments should be inclusive and embrace all ageing persons, 

regardless of their health status. Additionally, education, security, and images of ageing were 

identified as important for quality of life in old age. 

 
Longitudinal studies, Books and reports on Active Ageing are few in numbers. Tine Buffel, et al. 

(2018) published a book entitled Age-Friendly Cities and Communities, which discusses efforts 

to create comfortable ageing societies by modifying cities in some countries of the world. This 

book presents the discussions of the World Health Organization's "Age-Friendly City and 

Community" (AFCC) model and links the "age-friendly" perspective to the environmental 

perspective. The book is the first of its kind and is a valuable contribution to the knowledge on 

age-friendly environments. 

The World report on ageing and health presented a more comprehensive concept of active 

ageing, which considers psychological, social, and economic factors. The Active Ageing Model 

is based on three pillars - participation, health, and security - and includes six groups of 

determinants. The report also discusses successful ageing, which is a multidimensional construct 

that includes objective and subjective characteristics. A four-factor model of successful ageing 

was proposed in Taiwan. The concept of active ageing is less deterministic and difficult to 

measure, but a protocol was developed for the Active Ageing Model. 

The literature review also highlights the importance of environment modification, community 

environment, mobility, accessibility, and affordable services for older persons. The World report 

on ageing and health provides a comprehensive discussion of ageing, life expectancy, care, 

health services, global health, population dynamics, and delivery of healthcare. Cross-cultural 

studies were conducted  to explore bio-psychosocial factors related to active and successful 

ageing. Overall, these studies and reports contribute to our understanding of active ageing and 

successful ageing and provide recommendations for improving the quality of life of older 

persons. 
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 Active ageing research in Bangladesh and some gaps 

According to a recent study by Md Aminul Haque and Sadiya Afrin (2022), Bangladesh has one 

of the fastest-growing elderly populations in the world, yet there has been little effort to 

customize and construct an Active Aging Index (AAI) to monitor the quality of life of senior 

citizens. the researchers identified eight indicators of the health dimension, three indicators of the 

participation dimension, and seven indicators of the security dimension for the AAI. The overall 

AAI score revealed that 48.1% of the health, 28.9% of the participation, and 48.5% of the 

security dimensions score fell in the lower active category. Gender and residential differences 

were apparent in all three dimensions, with urban older adults scoring higher than rural older 

adults. The researchers suggest that addressing these differences in all three dimensions of the 

AAI is crucial. 

 
In a study by Md. Nuruzzaman Haque (2018) on active aging in Bangladesh, it was found that 

there is a lack of research on determining factors and indicators related to active aging. The study 

aimed to measure the level of active aging with its determinants and gender differences using the 

Active Aging model developed by the World Health Organization. The study identified six 

determinant factors and found that overall active aging levels were low. The study also revealed 

that the level of active aging for male older persons is significantly higher than that of females. 

The previous research studies focused on constructing the Active Aging Index (AAI) for 

Bangladesh, assuming that the existing WHO model would be applicable without modifications. 

However, this study takes a different approach by examining the applicability of the WHO 

model to the Bangladeshi context and assessing whether any modifications are necessary. 

The WHO model of active aging was proposed several years ago, and since then, the global 

socio-economic landscape has undergone significant changes. The emergence of the pandemic 

has brought about unprecedented shifts in various aspects of life, including life satisfaction, 

health, and overall well-being. Given these transformations, it becomes essential to critically 

evaluate whether the same model can be applied to the specific circumstances of Bangladeshi 

society. 

This study recognizes the need to examine the validity and relevance of the WHO model in light 

of the evolving socio-economic conditions, including the impact of the pandemic. By conducting 

an in-depth analysis and considering the specific challenges and nuances of the Bangladeshi 
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context, this research aims to provide valuable insights on the applicability of the WHO model 

and the potential need for modifications to better address the unique needs and circumstances of 

older adults in Bangladesh. 

Through a comprehensive examination of the WHO model and its alignment with the current 

socio-economic realities, this study aims to contribute to the existing literature and inform 

policymakers and practitioners on the suitability and effectiveness of the model in the 

Bangladeshi context. By doing so, it seeks to enhance the understanding of active aging in 

Bangladesh and provide valuable insights for the development of targeted policies and 

interventions to promote the well-being and quality of life of older adults in the country. 

 
Following research works are ageing or active ageing related, but not straightway associated with 

the WHO model. Md. Zakiul Alam (2021) mentioned that women in Bangladesh have higher 

rates of disabilities and morbidities than men, resulting in lower healthy life expectancy. About 

53% of women can perform daily activities, while this figure is 8% higher for men. Depression 

and loneliness are also higher among women than men. The value of the active aging index and 

quality of life are also lower for women than men. Increasing life expectancies have resulted in 

extra years of chronic illness, economic insolvency, more anxiety and depression, and increasing 

misery for women. 

 
Iftekhar Amin (2017) highlights that successful aging is multidimensional in Bangladesh, 

encompassing adaptation to an aging body, financial security, family and intergenerational care, 

and social participation. Bangladeshi older adults' views of successful aging differ from those in 

western societies, with less emphasis on freedom from disease or longevity and more emphasis 

on family care and adaptation to changing bodies. The study suggests that cross-cultural 

understanding of aging is necessary for health professionals to provide appropriate care for 

elderly individuals in Bangladesh. 

 
Rahman D. (2014) presented a comparative analysis of ageing and social policy between Britain 

and Bangladesh. He concluded that those countries (European) are different in health care 

structure, different in attitudes towards health care policies for aged people and finally different 

in financial capabilities to carry out health care programs. 
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According to Uddin et al. (2018), the global population of older adults aged 60 and above is 

expected to increase by 39% from 2012 to 2050, with the majority of them living in rural areas 

of developing countries. This is particularly concerning for Bangladesh, which has a large 

population and is expected to face significant challenges related to aging (Md Aminul Haque and 

Sadiya Afrin, 2022). The older population in Bangladesh faces numerous challenges including 

inadequate health care facilities, mistreatment by family members, unsafe living conditions, poor 

sanitary systems, loneliness and isolation, insufficient transportation and leisure facilities, and 

sleep problems (Khan, 2014; Gardner, 2012; Hossain, 2006; Rahman, 2017; M. A. Uddin, 2017). 

 
There are shortages of different services, including health care, and a lack of good social security 

measures that exacerbate these challenges (Hamiduzzaman, 2018; Islam, 2012; Rahman, 2017). 

However, there is a lack of information regarding the Active Aging Index for the older adults of 

Bangladesh, and without a proper understanding of the active aging situation in the country, 

policy measures adopted to support the older population may not be effective in the future 

(Aminul Haque and Sadiya Afrin, 2022). It is crucial to address these challenges and improve the 

quality of life for the older population in Bangladesh, especially as their numbers continue to 

increase. 

As emphasized by Masud Karim et al. (2020), Bangladesh is currently in the third stage of 

demographic transition and experiencing a rapid increase in its ageing population, with the 

proportion of those aged 60 years or over expected to reach 17.0% in 2050. This is supported by 

the study of Uddin M T, et al 2012, Khanam A M a al 2011, Hossain M R (2005). This trend is 

alarming for a developing country like Bangladesh, where health and medical facilities, as well 

as awareness of chronic diseases, are crucial in addressing this situation. Karim et al. (2020) also 

presented an organizing framework that assists researchers in designing and validating 

measurement models for assessing the quality of life (QOL) of older persons, suggesting that a 

reflective measurement model may be more appropriate. These results highlight the importance 

of justifying the choice of measurement model both theoretically and empirically when 

measuring subjective QOL. 

The elderly population in Bangladesh has been steadily increasing and is projected to continue to 

do so in the coming years. According to the Bangladesh Bureau of Statistics (BBS) Population 

and Housing Census in 2011, the elderly population in Bangladesh was 7.7 percent, or 11.09 
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million, and is expected to rise to almost 14 million in 2020 and 17.2 million in 2025. HelpAge 

International's projection shows that the elderly population was 13.0 million (8.0%) in 2019 and 

is expected to double to 36.0 million (21.9%) in 2050. The rise in the aging population is 

expected to impact various aspects of society, including health status, the healthcare system, 

economic growth, labour markets, consumption, savings, investment, pension, and 

intergenerational transfers. 

 
In most developing countries, demographic transitions are taking place in the context of 

changing socio-economic conditions. Bangladesh needs to be prepared for providing the 

necessary support for the older person in the face of future surge. Older people living in rural 

areas often receive poor healthcare services and have limited access to economic opportunities, 

including formal jobs. As urbanization is rapidly increasing in Bangladesh, a large number of 

elderly people are expected to live in slums in the near future. Without proper plans and 

programs, Bangladesh may face major challenges in providing support and care for the older 

population. 

 
Loneliness is a common issue for the elderly population in Bangladesh, (Mistry SK 2022) with 

situations such as the death of spouses and living a single life contributing to the problem. Health 

issues are also prevalent among the elderly, with 95.0% reporting having health problems, 

including multiple health complications. The increase in the elderly population in Bangladesh is 

expected to be significant in both absolute and relative terms, making it one of the emerging 

issues of population aging. 

 
In their extensive literature review, Abu Abdullah Md Hanif et al. (2021) found that in 

Bangladesh, a large proportion of elderly individuals are either malnourished or at risk of 

malnutrition, with approximately 9 out of 10 affected. A significant number of elderly 

individuals, particularly women in rural areas, report multiple health problems such as eye 

diseases, high blood pressure, heart diseases, digestive diseases, and rheumatic pain. Insufficient 

physical activity is also prevalent among elderly individuals in Bangladesh, with certain groups 

such as women, adolescents, people with disabilities, and the elderly being less likely to engage 

in physical activity. 
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Rajesh Das et al. (2021) investigated the impact of the COVID-19 pandemic on mental health in 

the Bangladeshi population using four measures: UCLA  Loneliness Scale-8, Patient Health 

Questionnaire-9, Generalized Anxiety Disorder 7-Item Scale, and Pittsburgh Sleep Quality 

Index. The study revealed that in Bangladesh, female sex, unemployment, being a student, 

obesity, and living without a family were the major factors associated with poor mental health 

during COVID-19. Additionally, a significant proportion of respondents reported experiencing 

mental health problems during the pandemic in Bangladesh. 

 
It is clearly notable form the above discussion starting from global perspective to Bangladesh 

that few studies related to active ageing concepts and active ageing index (AAI) are done so far. 

There is clearly a scope to studying the WHO Model of Active ageing in Bangladesh which is 

not yet been done. 

 
 Overall Gaps in the Literature: 

Based on the above discussions it could be concluded that research on the application and 

relevance of the World Health Organization's (WHO) model of active aging in South Asian 

countries are still limited. There is a need for research that adapts the model to the cultural, 

social, and economic contexts of South Asian countries. 

There is limited research on the application and relevance of the World Health Organization's 

(WHO) model of active aging in South Asian countries. Some of the gaps in the literature 

regarding the WHO model in South Asian countries include: 

 
Lack of cultural adaptation: The WHO model of active aging was developed based on research 

from Western countries and may not fully capture the experiences and priorities of older adults 

in South Asian countries. There is a need for research that adapts the model to the cultural, 

social, and economic contexts of South Asian countries. 

 
Limited research on the social determinants of health: The WHO model of active aging 

recognizes the importance of social and environmental factors in promoting active aging, but 

there is limited research on the specific social determinants of health that impact aging outcomes 

in South Asian countries. 
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Limited research on interventions to promote active aging: While the WHO model of active 

aging provides a framework for understanding the factors that contribute to active aging, there is 

limited research on the effectiveness of interventions to promote active aging in South Asian 

countries. 

 
Limited focus on rural areas: Much of the research on aging in South Asian countries focuses on 

urban areas, but there is a need for research that examines the experiences and challenges of 

older adults in rural areas. 

 
Limited focus on marginalized groups: There is a need for research that examines the 

experiences and challenges of marginalized groups of older adults, such as those living in 

poverty or with disabilities, in South Asian countries. 

 
As far as Active Ageing is concern, the above literature review shows that the following issues 

have been covered by Bangladeshi researchers (First two topics are very close to the present 

research, although there exist a clear gap). 

 Research Topics Subcategories 

1 Active Aging Index (AAI) Active Ageing Index, Quality of life of senior citizens. 

Indicators of different dimension of AAI using the World 

Health Organization (WHO) model. 

 Active Ageing (AA) Level of Active Aging. Determinants and gender differences 

of Active Aging following WHO model. Overall Active 

Ageing level. 

 Quality of Life (QOL) Choice. of measurement model for QOL. Measuring 

subjective QOL and Challenges of QOL in Bangladesh. 

measurement models for assessing the quality of life (QOL) 

for older persons 

 Successful Aging (SA) Successful Ageing in Bangladesh. Adaptation to an aging 

body. Financial security. Family and Intergenerational 

care. Social Participation. Cross-cultural understanding of 

aging 
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 Insufficient physical activity 

(IPA) 

Insufficient Physical Activity   (IPA). Impact of IPA. 

Measurement of IPA 

 Demographic Transition Demographic transition and population projection. Health 

and Health problems at old age. Demographic transition 

resulting from fertility and mortality variations. Life 

expectancy at older ages 

 Disability Morbidity, nutrition Medical Facilities. Awareness of Chronic diseases. Health 

problems. Disabilities and Morbidities. Challenges of 

Disabilities in Bangladeshi society 

 Social Policy on Ageing Old Age allowances, Social and family Support, 

Comparison with some developed countries. 

 Healthcare services and 

Social Security of OP 

Health care facilities, Living conditions, Sanitary Systems, 

Transportation and leisure facilities, Economic 

opportunities. Family Support, Social Support and Care 

 Gender Difference in Active 

Ageing 

Age distribution by gender, Gender difference in Activity 

level. 

 Loneliness and social 

isolation 

Loneliness and Isolation. Family members attitude towards 

OP, Social Isolation, Social Support, Grief and 

Vulnerability 

 Mental Health Depression. Isolation. Impact of the COVID-19 pandemic 

on mental health. Other mental health issues. 

Table-2.1 Research topics related or close to Active Ageing along with subcategories done by 

Bangladeshi researchers 

 
Although a number of topics and subtopics related to active ageing is covered by the 

Bangladeshi researchers, there is a gap of testing the WHO model fit and its fitness in 

Bangladeshi society. Also the standard set of questionnaire (by WHQOL) is not yet followed by 

any researchers. It is found that a good number of researches have been interested on Active 

Ageing and related research after 2016. The research close to the present study is mainly focused 

on the indexes and the data is collected from a rural setting of only six villages and six wards of 

two different locations. It just followed the WHO definition of AA but hasn't tested the 
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applicability or the model fit. The responses for each of the indicators (ranges from 0, 1, 2, or 3) 

in each dimension were added to create a composite index (CI) whereas the present researcher 

followed WHQOL standard set of questionnaire with very little modifications. One of the 

researcher did the research based on secondary data and focused on the indexes determining the 

factors and indicators related to active aging. Another study which is very similar to present 

study is done by a Bangladeshi researcher but the research is based on regional disparity of 

ageing in Thailand. Though it measured active ageing level but didn't test the model. Another 

research was done based on a particular area of Bangladesh. They followed Exploratory factor 

analysis (EFA) and the weighted index formula to study the Active ageing situation. Therefore, it 

is yet to test the WHO model or propose a modified model for Bangladesh. The WHO model of 

active aging was proposed several years ago, and since then, the global socio-economic 

landscape has undergone significant changes. The emergence of the pandemic has brought about 

unprecedented shifts in various aspects of life, including life satisfaction, health, and overall 

well-being. Given these transformations, it becomes essential to critically evaluate whether the 

same model can be applied to the specific circumstances of Bangladeshi society. 

 
Considering the above literature review, the researcher choose to study the impact of the WHO 

model for its wide-spread acceptability and inclusion and expansion of the Active Ageing ideas 

in both developed and developing societies. It is also very clear that Bangladeshi researchers 

have done significant studies on the multifaceted aspects of Ageing, including, demographic, 

health and psychological studies, and of course, on Active Ageing Index following the WHO 

definition, but studies on Active ageing following an established model was not found. There 

exist a gap in Bangladesh to fit the model itself or established a concrete model that will be 

applicable in Bangladesh. So there exist a clear gap in the knowledge body. At the same time, a 

study of this kind surely will have applicability among the researchers and policy makers. 

 

  O   
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Chapter3 

 

Concepts and Theoretical Framework 
 

 Definition, concepts and its components 

Ageing 

Ageing is a natural process that occurs as a person grows older. It is a result of various molecular 

and cellular damage that develops over time, leading to a decline in physical and mental abilities 

and an increased risk of illness and death. This process is not linear and does not occur 

predictably. Age-related changes are not random but affect everyone. Along with biological 

changes, ageing also involves other life transitions, such as retirement, moving to a new home, 

and losing friends, which can impact a person's well-being. To develop a comprehensive public 

health response to ageing, policies need to focus on reducing the negative effects of ageing and 

promoting recovery, adaptability, and psychological growth. Such skills can help individuals 

navigate health systems and access resources to address health issues that typically arise in old 

age. According to Wikipedia, ageing refers to the process of becoming older in humans, animals, 

and fungi, while certain organisms such as bacteria, perennial plants, and some simple animals 

have the potential for immortality. 

Active Ageing: 

Active ageing is a concept introduced by the World Health Organization (WHO) that emphasizes 

the importance of promoting healthy and active lifestyles among older adults. It involves creating 

supportive environments and providing opportunities for older adults to continue to participate in 

social, economic, and cultural activities, and to contribute to their communities. 

Active ageing recognizes that older adults are a diverse group, and that their physical, mental, 

and social needs vary depending on factors such as gender, ethnicity, culture, and socioeconomic 

status. The goal is to enable older adults to age in place, maintain their independence, and 

achieve a good quality of life, while also addressing any health conditions or disabilities that may 

arise. 

The WHO Model of Active Ageing provides a framework for promoting active ageing through 

policies, programs, and services that support healthy ageing across the life course. It emphasizes 
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the importance of promoting healthy behaviours, including physical activity, healthy eating, and 

social engagement, as well as providing access to health care and other support services. 

Active ageing is increasingly recognized as an important public health issue, given the rapidly 

ageing population in many countries around the world. It is seen as a key strategy for promoting 

healthy ageing and improving the well-being of older adults, as well as reducing the burden on 

health care systems and society as a whole. 

It is a contemporary theoretical concept introduced by the World Health Organization (WHO, 

2002) and derived based on the Activity Theory of Ageing (Lemon, Bengtson and Peterson 

1972). The term ‗Active Ageing‘ is often used interchangeably with similar definitive terms 

regarding ageing well, but Active Ageing may be conceptually distinct from these terms 

(Boudiny 2013; Paul, Ribeiro and Teixeira 2012). 

 
Active ageing is defined as the process of optimizing opportunities for health, participation and 

security in order to enhance quality of life for older people. It applies to both individuals and 

population groups. Active ageing allows people to realize their potential for physical, social, and 

mental well-being throughout the life course and to participate in society, while providing them 

with  adequate  protection,  security  and  care  when  they  need.  The  word  ―active‖  refers  to 

continuing participation in social, economic, cultural, spiritual and civic affairs, not just the 

ability to be physically active or to participate in the labour force. Older people who retire from 

work, ill or live with disabilities can remain active contributors to their families, peers, 

communities and nations. Active ageing aims to extend healthy life expectancy and quality of 

life  for  all  people  as  they  age.  ―Health‖  refers  to  physical,  mental  and  social  well  being  as 

expressed in the WHO definition of health. Maintaining autonomy and independence for the 

older people is a key goal in the policy framework for active ageing 

(www.who.int/ageing/active_ageing/). 

 
Age Well (AW): 

Ageing well, or ageing successfully, is the process of promoting optimal physical, mental, and 

social well-being as individuals age. It involves strategies to maintain health and independence, 

prevent or manage chronic diseases and disabilities, and promote engagement in activities that 

provide a sense of purpose and meaning in life. It recognizes that ageing is a natural part of life 

http://www.who.int/ageing/active_ageing/)
http://www.who.int/ageing/active_ageing/)
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and that each individual's experience of ageing is unique. It emphasizes the importance of 

maintaining physical health and function, cognitive health and mental acuity, emotional well- 

being, social connectedness, and a sense of purpose and meaning in life throughout the lifespan. 

When people says someone has aged well, it means that the person has become an old person 

and yet has maintained physical health and charisma. It is a cliché that people look in regard with 

physical appearance in order with ageing well. 

Dr. Anjali Joseph, director of research at the Center for Health Design, defines aging well as 

having three components: 

1. A low risk of disease and disease-related disability 

2. High mental and physical engagement 

3. An active engagement with life 

Medical science gives us various ‗aging well‘ standards. Some standards emphasize physical 

ability. Others emphasize social activity. And still others emphasize cognitive strength. 

 
Healthy Ageing: 

Healthy ageing is the process of optimizing physical, mental, and social well-being as people 

age, in order to maximize their quality of life and maintain their independence. It involves 

strategies to prevent and manage chronic diseases and disabilities, as well as promoting healthy 

behaviours, social engagement, and community involvement. 

It recognizes that ageing is a natural part of life, and that older adults are a diverse group with 

different needs and abilities. It emphasizes the importance of addressing the physical, mental, 

and social determinants of health throughout the life course, in order to support healthy ageing 

and prevent or delay the onset of age-related diseases and disabilities. 

It is the development and maintenance of optimal mental, social and physical well-being and 

function in older adults. This is most likely to be achieved when communities are safe, promote 

health and well-being, and use health services and community programs to prevent or minimize 

disease. 

 
Successful Ageing: 

Successful ageing is the process of ageing in a way that promotes optimal physical, mental, and 

social well-being, and enables individuals to maintain their independence and quality of life as 
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they age. The concept of successful ageing emphasizes the importance of promoting healthy 

behaviours, social engagement, and community involvement throughout the lifespan, in order to 

optimize the chances of ageing well. 

Successful ageing is often defined by a combination of factors, like physical health, cognitive 

function, emotional well being, social connectedness independence etc. Successful ageing refers 

to physical, mental and social well-being in older age. The concept of successful aging can be 

traced back to the 1950s, and was popularized in the 1980s. It reflects changing view on aging in 

Western countries, where a stigma associated with old age has led to considering older people as 

a burden on society. Consequently, in the past most of the scientists have been focusing on 

negative aspects of aging or preventing the decline of youth. 

Research on successful aging, however, acknowledges the fact that there is a growing number of 

older adults functioning at a high level and contributing to the society. Scientists working in this 

area seek to define what differentiates successful from usual aging in order to design effective 

strategies and medical interventions to protect health and well-being from aging. Some 

researchers in aging studies are critical of the very term "successful aging" as it implies failure 

on the part of those who do not meet arbitrary criteria derived from neoliberal and/or biomedical 

definitions. Successful aging, often known as "healthy," "productive," "optimum," or "positive" 

ageing, are a reflection of the enormous variety in aging processes, which Rowe and Khan (1987, 

1997) divided into three categories: "normal," "pathological," and "successful." 

 
Functional ability and physical functioning, cognitive functioning, life satisfaction and well- 

being, social participation and productivity, the presence or absence of illness, longevity, self- 

assessment of health, personality traits, environment and income, self-assessment of successful 

aging etc. are related to ageing research. Successful and active aging measurement. there is still 

no consensus about its definition and measurement. ageing outcomes may be changed by present 

activities and that effective aging is a multidimensional concept that contains both objective and 

subjective qualities. 

 
Productive Ageing 

Productive aging is an approach that emphasizes the positive aspects of growing older and how 

individuals can make important contributions to their own lives, their communities and 
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organizations, and society as a whole. In the context of work, productive aging involves 

providing a safe and healthy work environment for everyone through comprehensive strategies 

that allow workers to function optimally at all ages. 

Optimal Ageing 

Optimal ageing is the process of aging in a way that promotes physical, mental, and social well- 

being, and enables individuals to maintain their independence and quality of life as they age. The 

concept of optimal ageing emphasizes the importance of promoting healthy behaviors, social 

engagement, and community involvement throughout the lifespan in order to optimize the 

chances of aging well. It emphasizes the importance of adapting to changes that occur with 

aging, such as changes in physical function, social roles, and lifestyle. This may involve making 

adjustments to daily routines or seeking support from family, friends, or healthcare provider. y 

promoting healthy behaviors, social engagement, and community involvement, and addressing 

the physical, mental, and social determinants of health, one can support individuals in aging 

optimally. 

 
Positive Ageing 

Making the best of becoming older and maintaining a happy outlook on life are central to the 

idea of positive aging. It involves maintaining a growth-oriented attitude throughout old age, just 

like every other stage of life, regardless of obstacles or chances. In times of loss or transition, 

keeping a positive outlook may make those experiences easier and life more enjoyable overall. 

The Office for Seniors claims that the complete range of experiences, including health, 

independence, financial stability, self-fulfillment, personal safety, and housing conditions, are all 

part of good aging. Positive ageing can be influenced by attitudes and qualities. Some examples 

of good key attitudes to keep a positive mindset while ageing include: 

● Being adaptable and embracing change 

● Having a sense of humour 

● Being determined 

● Staying optimistic 

● Wanting to maintain social relationships 

● Learning to live with limitations 

● Being aware of the need to make the most of what you have 
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● A desire to live a quality life 

As people age, they go through a variety of changes that might be difficult to embrace. They 

could struggle with moving out of employment, needing new living arrangements, modifications 

to your social circle, bereavements, and changes in health and ability. Instead of concentrating on 

the drawbacks, being flexible and accepting of these adjustments will enable them to benefit 

from life. 

Independence, Quality of Life and HLE 

Independence is commonly understood as the ability to perform functions related to daily living 

– i.e., the capacity to live independently in the community with no and/or little help from others. 

Quality of life is ―an individual‘s perception of his or her position in life in the context of the 

culture and value system where they live, and in relation to their goals, expectations, standards, 

and concerns." It is a broad ranging concept, incorporating in a complex way a person‘s physical 

health, psychological state, level of independence, social relationships, personal beliefs, and 

relationship to salient features in the environment.‖ (WHO, 1994). As people age, their quality of 

life is largely determined by their ability to maintain autonomy and independence. 

 
Healthy  life  expectancy  (HLE)  is  commonly  used  as  a  synonym  for  ―disability-free  life 

expectancy‖. While life expectancy at birth remains an important measure of population ageing, 

how long people can expect to live without disabilities is especially important to an ageing 

population. With the exception of autonomy which is notoriously difficult to measure, all of the 

above concepts have been elaborated by attempts to measure the degree of difficulty an older 

person has in performing activities related to daily living (ADLs) and instrumental activities of 

daily living (IADLs). ADLs include, for example, bathing, eating, using the toilet and walking 

across the room. IADLs include activities such as shopping, housework and meal preparation. 

Recently, a number of validated, more holistic measures of health-related quality of life have 

been developed. These indices need to be shared and adapted for use in a variety of cultures and 

settings. 

 
Active Ageing Index (AAI) 

Active Ageing Index (AAI) is a composite index developed by the European Union in 

collaboration with the United Nations Economic Commission for Europe. The index is designed 
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to measure the level of active ageing in different countries and regions by taking into account 

various dimensions of ageing, including employment, participation in social activities, 

independent living, and health. 

The AAI is calculated based on four main domains: employment, participation in society, 

independent and healthy living, and capacity and enabling environment for active ageing. Within 

these domains, specific indicators are used to assess the level of active ageing in a particular 

country or region. The indicators include things like employment rates for older people, 

educational attainment, social participation, access to healthcare, and life expectancy. 

The AAI is considered an important tool for policymakers and researchers to understand the 

needs and challenges of older people and to develop policies and programs to promote active 

ageing. By comparing the AAI scores across countries and regions, policymakers can identify 

areas where improvements can be made to support older people to remain active and engaged 

members of society. 

 
The WHO's comprehensive definition of active ageing is used to calculate the Active Ageing 

Index (AAI) (Zaidi et al. 2013). The Active Ageing Index (2015) states that it "aims to take a 

complete look at the activity and independence of older people" and that it "shows what is (at the 

national level) older adults' quality of life in this way." It outlines the place of older people in 

society and offers a framework for analysis to assess the possibilities of an aging society. It aims 

to depict how older people' potential is utilized in various nations and how much they can 

contribute to society (Vidoviová and PetrovaKafková, 2016).The underlying premise is that 

older persons would participate more actively, which will lead to increased wealth for the entire 

community and ensure ageing societies have sustainable prosperity despite the prospect of rising 

health and social security costs. 

 
 The Ageing Theories: 

There are several theories of ageing that attempt to explain why and how we age. Here are a few 

of the most well-known ageing theories: 

Wear and tear theory: This theory suggests that the body simply wears out over time, as a result 

of the accumulation of damage caused by environmental factors such as exposure to toxins, 

radiation, and stress. 
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Free radical theory: This theory suggests that ageing is caused by damage to cells and tissues 

caused by free radicals, highly reactive molecules that can damage DNA, proteins, and other 

cellular structures. 

Programmed ageing theory: This theory suggests that ageing is a genetically determined process 

that is programmed into our cells, and that the process is triggered by the accumulation of 

damage to our DNA over time. 

Telomere theory: This theory suggests that ageing is caused by the shortening of telomeres, the 

protective caps on the ends of our chromosomes. As telomeres shorten over time, our cells 

become less able to divide and repair themselves, leading to cellular ageing and eventually to the 

ageing of the organism as a whole. 

Mitochondrial theory: This theory suggests that ageing is caused by damage to the mitochondria, 

the cellular structures that produce energy. As mitochondrial function declines over time, the 

cells become less able to generate the energy needed to carry out their functions, leading to 

cellular ageing and eventually to the ageing of the organism as a whole. 

These theories are not mutually exclusive, and it is likely that a combination of factors 

contributes to the ageing process. Understanding the underlying mechanisms of ageing is an 

important area of research, as it could lead to the development of interventions and treatments to 

improve health and extend lifespan 

Among many theories of ageing a total number of three broad domains are accepted. Those are 

Biological Theories of Ageing, Social Theories of Ageing and Psychological Theories of 

Ageing. This study is very much relevant with Activity Theory, Some Biological Theories, and 

Socio-Cultural engagement theory. 

 
 Discussion on Active Ageing: 

Numerous elements influence the aging process. On the one hand, there are biological 

preconditions that contribute to good health over the course of a person's life and consequently in 

old age. On the other hand, significant elements that affect health and well-being include 

socioeconomic conditions and way of life. 

The idea of active aging makes an effort to integrate aging policies from many political spheres, 

including employment, social inclusion, and health. The creation of flexible retirement plans, the 

creation of a work environment that is specific to the needs of all generations, ongoing education 
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and training, the promotion of positive stereotypes of older workers, and anti-discrimination laws 

can all help to support active labor market participation. When older people discover 

mechanisms for volunteering, such as in intergenerational settings, they can integrate more 

successfully into society. The components can be broadly categorized as Labour market 

participation, Work-life balance throughout the life course, Flexible careers through education 

and training, Adapting working environments to the needs of all generations and Images of older 

employees and anti-discrimination policies. 

 
Participation, health, and security are the three pillars on which the idea of active aging is built. 

This model includes six categories of determinants, each of which has a number of components: 

(1) Health and social services (promoting health and preventing disease; health services; 

continuous care; mental health care); 

(2) Behavioral (smoking, physical activity, food consumption, oral health, alcohol use, and 

medication); 

(3) Personal (biology, genetics, and psychological factors); 

(4) Physical Environment (friendly environment, safety houses, falls, lack of pollution); 

(5) Social (social support, violence and abuse, education); and 

(6) Economic (wage, social security, work), 

 
 

Active aging and quality of life are connected concepts. Researchers have found that there are 

five dimensions of quality of life feelings, perceived autonomy, perceived safety, bodily 

functions, and psychological/social functions—are individual subjective assessments (Holtkamp, 

Kerkstra, Ribbe, Campen, &Ooms, 2000). Health-related quality of life (HRQOL) and Good 

quality of life (GQOL) are two categories of quality of life. 

This implies that the following five dimensions are biological functions, social functions, role 

functions, psychological health, and general health. These are now considered to be significant 

components of life that are influenced by health in terms of how satisfied an individual is with 

them (Sousa, 1999). The WHOQOL-100 is one of them and is designed to assess lifestyles by 

emphasizing total quality of life rather than only the effects of diseases or the loss of functions 

(The WHOQOL Group, 1994, 1998; The WHOQOL-Taiwan Group, 2000). 
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The economic, behavioral, personal, social, health and social services, and physical environment 

are the six main factors of active aging identified by the WHO policy framework. 

 
 WHO Model on Active Ageing and other contemporary Model 

The World Health Organization (WHO) has created a policy framework to promote healthy and 

active ageing. This framework aims to reduce disabilities, chronic diseases, and premature 

mortality. It also intends to minimize risk factors linked to non-communicable diseases and 

functional decline associated with ageing, while increasing factors that promote good health. The 

WHO advocates for policies and strategies that offer a continuum of care for those with chronic 

illness or disabilities. It also provides training and education to formal and informal caregivers, 

ensures ageing individuals are safe and treated with dignity, and empowers them to maintain 

their participation in economic development, formal and informal sectors, and their communities 

and families. 

 
Figure-2: Framework of WHO model of Active ageing 

The World Health Organization (WHO) has proposed a six-factor model that prioritizes the 

health, participation, and security of older individuals. This model has gained acceptance from 

researchers worldwide for promoting well-being and greater societal participation, thereby 

fostering policies and planning that lead to significant social and economic benefits. 
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The World Health Organization (WHO) has a policy framework that prioritizes the health, 

participation, and security of older individuals. This model has been accepted by researchers 

worldwide as it promotes well-being and greater societal participation, leading to significant 

social and economic benefits. The six-factor model includes economic determinants, physical 

environment, health and social services relevance, personal needs, resources, and outcomes. 

Subjective and objective health and functionality constitute the main component of active 

ageing, followed by the psychological component, including positive or pathological 

characteristics of individuals. Income and education levels contribute to cognitive performance 

and are closely associated with active ageing. 

 
In a recent study by Stefan White and Mark Hammond (2018), a community-engaged urban 

design model is discussed, which focuses on intergenerational possibilities for social integration 

and engagement between older and younger people. Social inclusion is a major subject in the 

literature on intergenerational contact. The physical environment and its benefits for elderly 

people and other age groups are also being changed to promote active ageing. 

Research has demonstrated how crucial social connections are to the health of people of all ages. 

According to a study by Ng, Nyunt, Chiam, and Kua (2011) of senior Singaporeans, religious 

beliefs may influence the usage of mental health services and health attitudes. Elderly people 

who identified as religious had greater rates of mental health issues than those who did not, but 

they also reported receiving medical attention less frequently. 

 
Apart from the World Health Organization's (WHO) model of active aging, there are several 

contemporary models that have been developed to promote and support active aging. Some of 

these models include: 

Rowe and Kahn's Successful Aging model: This model emphasizes the importance of three 

components for successful aging - avoiding disease and disability, maintaining high cognitive 

and physical function, and engaging in active social and productive activities. 

The Active Aging Framework by the United Nations: This framework emphasizes the 

importance of enabling and empowering older adults to participate in society in all aspects of 

life, including social, economic, cultural, and political spheres. 
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The Continuum of Care model: This model promotes active aging through a comprehensive 

approach to care that includes preventive measures, early detection and treatment of health 

problems, rehabilitation, and long-term care. 

The Socio-Ecological model: This model emphasizes the importance of social and environmental 

factors in promoting active aging, including supportive social networks, access to healthcare and 

community services, and age-friendly built environments. 

The Life Course Model: This model emphasizes the importance of taking a lifespan approach to 

active aging, recognizing the impact of early life experiences, and emphasizing the need for 

continued engagement and participation in later life. 

Each of these models offers a unique perspective on active aging and provides valuable insights 

into the strategies and interventions that can support older adults in maintaining health, 

independence, and quality of life. 

 
Numerous studies have been conducted on active aging in different countries. Six-factor model 

of WHO reveals the major contributions of the active ageing constructs and goes beyond the 

successful ageing model that establishes a strict by considering that different profiles of old 

people in different contexts may be classified as active with areas in debt being compensated by 

more advantaged ones. The World Health Organization's (WHO) model of active aging is a 

comprehensive and widely recognized model that can be a useful framework for research on 

aging. The cause of recognition might be it provides a holistic perspective which is evidence- 

based. 

 
 Conceptual and Theoretical framework 

The conceptual and theoretical framework of active aging is a multidimensional approach that 

considers physical, social, and mental health aspects of aging, as well as the environmental and 

contextual factors that impact aging outcomes. Some of the key concepts and theories that 

underpin the framework of active aging include: 

 
Life Course Perspective: The life course perspective recognizes that the experience of aging is 

shaped by early life experiences, as well as social and environmental factors throughout the 

lifespan. This perspective emphasizes the importance of taking a comprehensive approach to 
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understanding the aging process, including the impact of early life experiences, and promoting 

health and well-being across the lifespan. 

 
Socio-Ecological Model: The socio-ecological model emphasizes the importance of social and 

environmental factors in promoting active aging. This model recognizes that individual health 

outcomes are influenced by social and environmental factors at multiple levels, including the 

individual, community, and society. 

 
Rowe and Kahn's Successful Aging Model: The successful aging model developed by Rowe and 

Kahn emphasizes the importance of avoiding disease and disability, maintaining high cognitive 

and physical function, and engaging in active social and productive activities for successful 

aging. 

 
Self-Efficacy Theory: Self-efficacy theory emphasizes the importance of an individual's belief in 

their ability to perform a specific behavior or task. This theory suggests that individuals who 

have a strong sense of self-efficacy are more likely to engage in behaviors that promote active 

aging. 

 
Active Aging Policy Framework: The active aging policy framework developed by the World 

Health Organization (WHO) recognizes the importance of enabling and empowering older adults 

to participate in society in all aspects of life, including social, economic, cultural, and political 

spheres. 

Overall, the conceptual and theoretical framework of active aging is a multidimensional 

approach that considers the impact of social, environmental, and contextual factors on aging 

outcomes. It emphasizes the importance of promoting health and well-being across the lifespan 

and enabling and empowering older adults to participate in society in meaningful ways. Here is 

the conceptual framework of the Active Ageing. where factors are determinants will be shown in 

figure- 
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Figure-3 Conceptual and Theoretical framework 

Six-factor model proposed by WHO following the focusing basically the health, participation 

and security of older persons. Many researchers across the globe have accepted the model for the 

wellbeing and more article participation in the society fostering the policy and planning for 

greater social and economic benefit. 

 
 

Figure-4: Six-factor model of Acitve Ageing proposed by WHO 
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The empirically achieved model of Paul C. et al. (2012) 

 
 

The number of factors to consider when modeling active ageing in Bangladesh may depend on 

various factors such as the research objective, available data, and the scope of the study. 

However, based on the WHO Model on Active Ageing, which is a comprehensive framework for 

modelling active ageing, multiple dimensions of ageing were considered, including physical 

health, mental health, social relationships, economic status, environmental factors, and personal 

factors, religious factors etc. Therefore, it may be beneficial to consider all six dimensions when 

modeling active ageing giving an addition of religious factors in Bangladesh. Most of the 

Bangladeshi older persons inclined to religious activities at their retired or later life. It acts as a 

connection for them to the society. Religious activities requires regular physical movement as 

well as mental exercise and satisfaction of the population of this region. However, the specific 

factors to consider may vary depending on the research context and the specific population being 

studied. 

 
 From Active ageing to the Decade of Healthy Ageing 

The paradigm shift from Active Ageing to the Decade of Healthy Ageing signifies a holistic 

approach in addressing the challenges of an aging population (WHO 2022). While the World 

Health Organization (WHO) initially highlighted Active Ageing as a means of optimizing 

opportunities for health, participation, and security in later life, the concept has since evolved 

into the Decade of Healthy Ageing, embracing a broader scope that encompasses not only 

physical well-being but also mental health, social inclusion, and overall quality of life. This 

transformation recognizes that older individuals' health and well-being are influenced by 

countless interrelated factors. Despite this evolution, the significance of Active Ageing endures, 

as it remains integral to the larger framework. The emphasis on continued engagement, social 

participation, and autonomy among older individuals remains central to the pursuit of healthy 

and fulfilling aging. This transition underscores the enduring importance of Active Ageing 

principles within the comprehensive vision of the Decade of Healthy Ageing (WHO, 2022; 

Beard et al., 2016). 

--------------------------O----------------------- 
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Chapter 4 

Factors and Determinants of Active Ageing 
 

 Introduction: 

The Active Ageing Framework proposes that there are various determinants that impact active 

ageing, which differ among individuals, families, and nations. The WHO model of active ageing 

includes six determinants, each with multiple subfactors. However, it is still unclear whether the 

determinants proposed by the framework apply to developing countries like Bangladesh. In this 

chapter, the researcher will discuss the determinants of the WHO model of active ageing, 

focusing on their applicability in Bangladesh and the need for further research to clarify the role 

of each determinant and its interactions in the active ageing process. 

 

Figure 5.Original WHO Active Ageing Framework. 

 
 

 Determinants of Active Ageing: 

The World Health Organization's (WHO) model of active ageing identifies six determinants that 

contribute to a person's ability to age actively. These determinants are: 

1. Health: Good physical and mental health are essential for active ageing. Chronic health 

conditions, disabilities, and cognitive decline can limit an individual's ability to participate in 

social, economic, and cultural activities. 
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2. Participation: Participation in social, economic, and cultural activities is an important 

determinant of active ageing. It provides opportunities for older adults to maintain social 

connections, contribute to their communities, and continue learning. 

3. Security: Financial security, as well as protection from physical and emotional harm, are 

essential for active ageing. Poverty, social isolation, and abuse can negatively impact an 

individual's well-being and limit their ability to participate in activities. 

4. Learning: Lifelong learning is an important determinant of active ageing. It helps older adults 

to maintain cognitive function and adapt to changes in life circumstances. Access to educational 

opportunities, as well as opportunities for skill-building and personal development, are important 

for promoting active ageing. 

5. Personal fulfillment: Having a sense of purpose and meaning in life is essential for active 

ageing. This can be achieved through activities that provide a sense of accomplishment, such as 

volunteering, hobbies, or creative pursuits. 

6. Intergenerational solidarity: Building positive relationships between generations is an 

important determinant of active ageing. It promotes social cohesion and helps to reduce ageism 

and negative stereotypes. 

 
 Subfactors of the Determinants: 

This model has considered six determinants including many subfactors. Every subcategory will 

be designed with different variables. Behavioral Determinants includes, smoking, alcohol, 

exercise, diet, and drugs. The Environmental determinants includes pollution, home safety, 

rural/urban etc. The socioeconomic determinants includes family, community, income, literacy 

etc. The Personal determinants has biology, genetics, coping mechanisms etc. 

 
It is important to note that although the WHO model has been adapted to suit the context of 

Bangladesh, there may still be limitations to its application. One potential limitation is the lack of 

inclusivity of all religions and cultural context in the study, which could impact the 

generalizability of the findings. Additionally, the sample size and data collection methods used 

in the study may not fully capture the diverse experiences and perceptions of older adults in 

Bangladesh. However, despite these potential limitations, the study aims to provide valuable 

insights into the perceptions and experiences of active ageing in Bangladesh and contribute to the 
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ongoing discourse on promoting healthy ageing in developing countries. Following is the 

determinants, contents and subcategories of influential determinants for Bangladesh: 

 
Table: 4.1 Contents and determinants of Active Ageing with subcategories 

 

Sl No Determinants Contents Subcategories 

1  
Personal 

Determinants 

Physical/ Biological Factor General Health -GHQ) 

 

Psychological Factor 

Life Orientation (Optimism) 

Loneliness 

Happiness 

2  
Behavioral 

Determinants 

Strength  

Physical activity Health and Lifestyle (Social 
Relation- well being) 

Medication  

ADL and IADL  

3 Determinants of 

Social 

Environment 

Social Support 

Education 

socio-demographic 

Socio-Economic) 

Social network 
(Friends and Family) Education 

Lubben scale 

4 Determinants of 

Health and Social 

Services 

Health and disease, 

continuous care, mental 

health care 

Life satisfaction 

5 Determinants of 

Physical 

Environment 

Domain-1 

Domin-2 

Domain-3 
Domain-4 

Friendly Environment, 

safety houses, falls, absence 

of pollutions 

Environment domain of quality of 

life (Domain1-4) 

Satisfaction about various aspects of 

life 38-40) 

6 Determinants of 

Religious 

/spiritual 

Activities 

Physical aspect Health and activity 

Psycho-social 
Psychological impact 

Social attachment 

 

Priority-Perception 

Priority activity 

Importance/priority 

Perception on relationship 

7 Determinants of 

Social 
Contribution 

Own satisfaction  

Willingness of contribution  

8 Economic 

Determinants 

Wage  

Social Security Income (socio-economic Status) 

Work  
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Physical Environment Determinants domain: 

Domain-1: Physical Health Activities of Daily Living 

Domain-2: Psychological and Bodily image and appearance 

Domain-3: social Relationship, Personal Relationships 

Domain-4: Environment Financial Resources 

The questionnaire for this study is designed by following the main concept of the above 

determinants and variables. 

 
Note: Social Contribution (own satisfaction and willingness of contribution) is interlinked with 

Life Satisfaction (determinate 4), Social Relation-Well being (Determinant 2), Life orientation- 

happiness (Determinant 1) Social network (Determinant 3). So it was considered and tested as a 

different determinants. Also as it was observed that Spiritual/Religious factors plays an 

important role in determining active ageing in Bangladesh, as a cultural adaption it was 

considered as a different determinants. 

 
 Discussion on each Determinants: 

Determinant 1: Personal Determinant 

Personal determinants play an important role in promoting active and healthy ageing. Personal 

determinants refer to individual factors such as lifestyle choices, health behaviors, and attitudes 

that can influence an older person's health and well-being. Some potential personal determinants 

related to active ageing in the WHO model may include: 

Health behaviors: Behaviors such as physical activity, healthy eating, and avoiding smoking and 

excessive alcohol consumption can promote good health and prevent chronic disease. 

Mental health: Maintaining good mental health and resilience can promote overall well-being 

and help older adults to cope with the challenges of ageing. 

Positive attitudes: Adopting a positive attitude towards ageing and a sense of self-efficacy can 

promote engagement in meaningful activities and promote well-being. 

Lifelong learning: Engaging in learning and new experiences can promote cognitive health and 

well-being. 
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Determinant 2: Behavioral Determinant 

It refer to individual behaviors and habits that can influence an older person's health and well- 

being. Some potential behavioral determinants related to active ageing in the WHO model may 

include: 

Physical activity: Regular physical activity can promote physical health, reduce the risk of 

chronic disease, and improve cognitive function. 

Healthy eating: A healthy diet that includes a variety of nutritious foods can promote good health 

and reduce the risk of chronic disease. 

Avoiding harmful behaviors: Avoiding behaviors such as smoking and excessive alcohol 

consumption can promote good health and reduce the risk of chronic disease. 

Sleep habits: Adequate sleep and good sleep habits can promote good health and well-being. 

 

 

Determinant 3: Social Environment Determinant 

Some potential social environment determinants related to active ageing in the WHO model may 

include: 

Social support: Access to social support from family, friends, and community networks can 

promote well-being and protect against social isolation. 

Social inclusion: Opportunities for social participation and engagement in meaningful activities 

can promote a sense of purpose and well-being. 

Age-friendly environments: Access to age-friendly environments that are inclusive, accessible, 

and supportive can promote independence and quality of life in older age. 

Intergenerational interactions: Positive interactions and relationships with younger generations 

can promote social connectedness and intergenerational solidarity 

 
Determinant 4: Health and Social Service Determinant 

Access to health services: Older adults need access to affordable and high-quality health services 

to maintain their physical and mental health. This includes preventive services, such as 

immunizations and screenings, as well as treatments for acute and chronic conditions. 

Availability of social services: Access to social services, such as transportation, housing, and 

caregiving support, can help older adults to maintain their independence and quality of life. 
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Social networks and support: Social connections and support from family, friends, and 

community organizations can help older adults to maintain their mental and emotional health. 

Age-friendly environments: Environments that are designed to meet the needs of older adults, 

such as accessible housing and transportation, can help to promote physical and social activity 

and prevent isolation. 

Health literacy: Older adults need access to accurate and understandable health information in 

order to make informed decisions about their health 

 
Determinant 5: Physical Environment Determinant 

Accessibility: The physical environment should be accessible to all, including older adults with 

mobility or sensory impairments. This includes accessible transportation, buildings, and public 

spaces. 

Safety: The physical environment should be safe and free from hazards, such as uneven surfaces, 

poorly lit areas, or crime. 

Comfort: The physical environment should be comfortable and conducive to physical activity 

and social interaction. This includes features such as seating, lighting, and public amenities. 

Aesthetics: The physical environment should be visually appealing and promote a sense of well- 

being and enjoyment. This includes the design of buildings, public spaces, and natural areas. 

Functionality: The physical environment should be designed to meet the needs of older adults, 

including access to amenities such as health services, social activities, and public transportation. 

 
Determinant 6: Religious/Spiritual Determinant 

Religious activities are one potential determinant of active and healthy ageing. While the model 

does not specifically mention religion as a determinant, it does acknowledge the importance of 

participation in cultural activities, which may include religious practices for some individuals. 

Participation in religious activities may contribute to active ageing by providing opportunities for 

social interaction, spiritual fulfillment, and a sense of purpose and meaning. Some potential 

determinants related to religious activities in the WHO model of active ageing may include: 

Cultural participation: This determinant includes engagement with the arts, cultural events, and 

traditions, which may include religious practices. 
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Social participation: Religious activities often provide opportunities for social interaction and 

community involvement, which can promote social connectedness and support. 

Personal fulfillment: Participation in religious activities may contribute to a sense of purpose and 

meaning, which can promote well-being and life satisfaction. 

Mental health: For some individuals, religious practices may provide a source of emotional and 

spiritual support, which can help to promote mental health and resilience. 

While the role of religious activities in active ageing may vary depending on individual beliefs 

and practices, they can be an important determinant of overall health and well-being for some 

older adults. 

 

 
Determinant 7: Social Contribution Determinant 

Social contribution refers to the ways in which older adults can contribute to their communities 

and society as a whole, through volunteering, civic engagement, and other forms of participation. 

Some potential determinants related to social contribution in the WHO model of active ageing 

may include: 

Social participation: Active engagement in social activities, such as volunteering or participating 

in community groups, can promote social connectedness and support. 

Personal fulfillment: Contributing to society through social activities can provide a sense of 

purpose and meaning, which can promote well-being and life satisfaction. 

Cognitive health: Social contribution may help to maintain cognitive function and prevent age- 

related decline. 

Physical health: Social contribution can also promote physical activity and overall health, by 

encouraging older adults to remain active and engaged in their communities 

 
Determinant 8: Economic Determinants 

Economic determinants are an important factor in promoting active and healthy ageing. 

Economic determinants refer to the factors that influence an older person's economic security 

and well-being. Some potential determinants related to economic security and active ageing in 

the WHO model may include: 

Employment: Opportunities for work and employment can contribute to an older adult's sense of 

purpose and financial security. 
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Income: Sufficient income and access to financial resources can promote economic security and 

provide access to resources needed for health and well-being. 

Social protection: Access to social protection systems, such as social security, pensions, and 

health insurance, can promote financial security and protect against poverty. 

Access to services: Access to services such as health care, transportation, and housing can 

promote independence and quality of life in older age. 

By addressing these economic determinants, communities can create supportive environments 

that promote economic security and well-being for older adults, and enable them to participate 

actively in society. This can include policies and programs that promote access to employment 

opportunities, income support, social protection systems, and services that meet the needs of 

older adults. 

 
 Cross-Cutting Determinants: Culture and Gender 

Culture: Cultural factors can influence an older person's experiences of ageing and the social 

norms and values that shape their lives. Culture can also affect older people's access to health 

care, social services, and community resources. For example, some cultures may value 

intergenerational living and caregiving, while others may prioritize independence and autonomy. 

Bangladesh has a rich cultural heritage that includes strong family ties and intergenerational 

living arrangements, which can promote social support and wellbeing in older age. 

However, there are also cultural factors that can present barriers to active ageing. For example, 

cultural norms around gender roles may limit opportunities for women to engage in meaningful 

activities and participate in decision-making. Additionally, cultural stigma around ageing and 

disability may lead to social isolation and exclusion. 

To promote active ageing in Bangladesh, it is important to address both the cultural strengths and 

challenges facing older adults. This may include promoting intergenerational living 

arrangements and social support networks, while also working to promote gender equality and 

reduce stigma and discrimination around ageing and disability. Additionally, it may involve 

supporting cultural activities and traditions that promote wellbeing and social inclusion for older 

adults. 

Gender: Gender is also an important determinant of active ageing. Women may experience 

different health outcomes and face unique challenges in older age, including gender-based 
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discrimination and inequalities in access to resources and services. Gender can also affect older 

adults' experiences of caregiving and intergenerational relationships. 

 
For example, women may have less access to education, health care, and economic 

opportunities, which can limit their ability to engage in meaningful activities and maintain their 

independence. Additionally, cultural norms around gender roles may limit women's participation 

in decision-making and social activities. 

To promote active ageing in Bangladesh, it is important to address these gender-based challenges 

and promote gender equality. This may include promoting women's access to education, health 

care, and economic opportunities, as well as empowering women to participate in decision- 

making and social activities. Additionally, it may involve raising awareness about the importance 

of gender equality and addressing cultural norms and attitudes that perpetuate gender-based 

discrimination and inequality. By addressing these issues, communities and health systems can 

promote inclusive and equitable opportunities for active ageing in Bangladesh. 

 
Men often pass away earlier than women, although elderly women tend to have more chronic 

illnesses and disabilities. The psychological facets of later life, which may affect how well 

people age as a result of their experiences in earlier stages of life, are still little understood. 

The social structure of older age groups is dominated by older women, the majority of whom are 

widowed or divorced and live alone, which may raise the possibility of a lower quality of life. 

The interest in the aging process for both men and women has also significantly increased over 

the past few decades. 

 
 Psychological Aspects for active ageing 

Most research on active ageing emphasizes the significance of mental and cognitive 

determinants. Psychological factors play a critical role in determining healthy ageing. Among 

these factors, self-awareness, outlook/attitude, lifelong learning, and faith are considered crucial 

for mental/cognitive well-being. Self-esteem, self-achievement, resiliency, body awareness, and 

feeling of purpose are key determinants of self-awareness. Resilience, which focuses on one's 

lifestyle decisions, is similar to the definition of body awareness. Having a hopeful outlook on 

the future, rather than "waiting for death," was found to have a positive impact on ageing. 
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Lifelong learning activities such as reading, picking up a new activity, or learning a new 

language have been found to have a strong relationship with viewpoint and attitude. According 

to Thanakwang et al (2014)., continuous learning has a positive influence on active ageing. 

 
 End note: 

By addressing these factors or determinants, individuals and communities can work towards 

promoting active and healthy ageing for all. The determinants of active ageing identified by the 

WHO model are interconnected and mutually reinforcing. Addressing these determinants 

requires a comprehensive and coordinated approach that involves individuals, communities, and 

policymakers. It is further complicated in a country like Bangladesh. By promoting healthy aging 

and addressing the determinants of active ageing, individuals and communities can work towards 

a more inclusive and equitable society for all ages. 

Moreover, it should be remembered that Active Aging is a complicated notion that cannot be 

measured with a single variable. According to the concept's own definition, active aging should 

encompass the following characteristics: independence, participation, self-fulfillment, dignity, 

and care. Four of these—independence, involvement, self-fulfillment, and dignity—were 

recorded during the data gathering procedure. For instance, the degree of independence was 

determined by asking respondents if they were allowed to make their own decisions without 

interference or coercion. The degree of participation was determined by asking respondents if 

they were free to take part in social events like marriage ceremony gatherings and community 

meetings. Any "Yes" response indicate partially satisfying the active ageing process 

requirements. 

 

 

 

----------------O--------------- 
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Chapter 5 

 

Research Design and Methodology 
 

 Problem Statement 

The number of older adults in Bangladesh is growing at an alarming rate, posing significant 

challenges for policymakers and healthcare service providers (Islam 2021). In an effort to 

promote healthy ageing and independence, the World Health Organization (WHO) has 

developed a model of Active Ageing. However, the implementation of this model in Bangladesh 

has been insufficient, despite its potential benefits. Thus, there is a need to investigate the 

implementation and effectiveness of the WHO model of Active Ageing in Bangladesh. If the 

elder population remain active, the economic implication in the country will be positive in terms 

of healthcare cost, income generation and may other factors This study aims to address this gap 

in knowledge by examining the effectiveness of the WHO model in promoting active ageing in 

the context of Bangladesh. 

 

 
 Research Design 

 Variable purification and questionnaire design. 

A cross-sectional survey design was used to collect primary data to investigate the active ageing 

scenario as well as the applicability of the WHO model in Bangladesh. Both quantitative and 

qualitative data were collected on the factors relevant to active and healthy ageing. The   data 

were collected from the older population (60 years or above, United Nations, 2012) of both 

urban and rural areas of Bangladesh so that the disparity in the ageing scenario with respect to 

geographic location of the respondents can be captured. Both primary and secondary data were 

used for this study. Primary data was collected through a structured questionnaire administrated 

through a one-shot interview. The questionnaire was designed following the extensive 

assessment protocol to measure WHO‘s determinants (personal determinants/factors, behavior 

determinants, social determinants, health and social service determinants, determinants of 

physical environment, economic determinants of active ageing (www.projectodia.com).Under 

different determinants both subjective objective variables related to research objectives were 
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incorporated in the questionnaire. The questionnaire was purified considering the Bangladeshi 

context as there are variables which are applicable for developed nations and not for a 

developing country like BD. In addition, a few open-ended questions were asked to get insight 

about those issues which can‘t be expressed in a quantitative manner. 

 

 
The questionnaire was designed with a focus to the extensive assessment protocol to measure 

WHO‘s determinants (Behavioral Determinants, Determinants of Social Environment, 

Determinants of Health and Social Services, Determinants of Physical Environment (Domain-1, 

Domin-2, Domain-3, Domain-4), Determinants of Religious/spiritual Activities, Determinants of 

Social Contribution, Economic Determinants) of active ageing. Following WHO Standardize 

Questionnaire, it has Two Sections. The first part is labeled as Socio Demographic part where 

the demographic, Economic, health and Activity status are collected. This section has 29 

variables. The Section-B are all statements in a scale of 5 to 1 where 5-Strongly agree, 4- Agree, 

3-Neutral, 2- Disagree and 1- Strongly disagree. Those statements are categorized accordingly to 

General Health Questions (GHQ), Life Orientation (It again includes two part- Health and 

LifeStyle-Social Relations and Health and LifeStyle-Well Being), Social Environment (Social 

support), Determinants of Health and Social service-Satisfaction with life scale, Determinants of 

Physical Environment -WHOQOL-BREF Domains, and Spiritual Determinants (Spirituality / 

Religion / Personal beliefs. A total number of 89 items were taken in consideration while 

designing the questionnaire. Section-A has 29 variables that has 5 multiple choice questions and 

Section-B (Statements in Likert's scale) has 48 variables. The survey collected the Demographic 

information (age, sex, marital status, education level, income, etc., active ageing indicators (e.g., 

physical activity, social participation, etc.), WHO model of Active Ageing indicators (e.g., age- 

friendly environment, health services, etc.), and Perceived health and well-being of the 

participants. Although Mixed methods was followed, the study was mostly quantitative in nature. 

A detail discussion of the factors and determinants of the questionnaire are presented in Chanper- 

4. 

Section B of the questionnaire aims to assess the various determinants that contribute to active 

ageing, as described by the WHO model. These determinants are further divided into subfactors 

to capture a comprehensive understanding of the ageing experience in Bangladesh. 

In the General Health Questions section, participants are asked about their physical and 
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psychological well-being, including factors such as concentration. This section provides insights 

into the overall health status of older adults and sheds light on potential challenges they may face 

in maintaining optimal health. 

The Life Orientation Test explores participants' feelings of optimism, happiness, companionship, 

and isolation. It delves into the emotional well-being of older adults and their outlook on life, 

providing valuable insights into their overall quality of life. 

The Social Isolation section focuses on the relationships and care received from family members 

and relatives. It examines the level of social support available to older adults in their immediate 

social network and explores the extent of their social connections. This section helps to uncover 

the impact of social interactions on active ageing. 

The Health and Lifestyle section delves into the overall well-being of older adults, including 

their sense of well-being, freedom of opinion, and personal control. It examines how older adults 

perceive their own health and lifestyle choices, providing insights into their autonomy and 

decision-making abilities. 

 

 
The Social Environment section investigates the social support provided by family and friends, 

as well as the frequency of interactions with them. It explores the role of social networks in 

promoting active ageing and assesses the extent of social engagement among older adults. 

The Life Satisfaction part measures the level of satisfaction with one's life during old age. It 

provides an understanding of how older adults perceive their own life satisfaction and evaluates 

their overall contentment with the ageing process. 

The Physical Environment section comprises four domains that capture different aspects of the 

physical environment. The first domain focuses on physical health and activities of daily living, 

providing insights into the functional abilities of older adults. The second domain examines 

psychological well-being and bodily image, encompassing feelings of safety, enjoyment, and 

overall health perceptions. The third domain explores energy levels, bodily appearance, financial 

security, access to information, and engagement in leisure activities. The fourth domain assesses 

factors such as work capacity, sexual life, and access to healthcare services, shedding light on the 

availability and adequacy of resources and services for older adults. 

The Religious or Spiritual Determinants section investigates the role of religious activities in 

active ageing. It explores the impact of religious beliefs and practices on older adults' peace of 
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mind, social connections, and sense of satisfaction. This section recognizes the significance of 

spirituality in the ageing experience. 

At last, the Social Contribution section examines the capacity of older adults to serve and 

contribute to society. It assesses their sense of purpose and fulfillment derived from their social 

contributions, highlighting their continued relevance and value within the community. 

By covering these comprehensive areas, the questionnaire aims to capture the multidimensional 

nature of active ageing, as outlined by the WHO model. It provides valuable insights into the 

determinants that influence the ageing experience in Bangladesh, enabling policymakers and 

researchers to develop targeted interventions and policies to promote active and healthy ageing 

among older adults. 

 

 
The survey was conducted by trained interviewers who also collected qualitative opinion of the 

respondents through observation techniques. There were two versions of survey questionnaire. 

The main questionnaire was developed in English. Later it was translated in Bengali language for 

better understanding of the survey participants. Specially many participates were from rural areas 

with no or very little education. Therefore, questionnaire with Bengali language help better 

understand and respond to the data collectors. In order to ensure the quality of data collection, a 

pilot study was conducted prior to the main data collection. The pilot study involved 

interviewing 20 households in a different area Kasiani, Gopalgonj) of Bangladesh to test the 

questionnaire and identify any issues or problems with the data collection process. Based on the 

results of the pilot study, minor modifications were made to the questionnaire and data collection 

process. 

 

 
 Sources of data: 

Primary data was collected from older adults in Bangladesh. Secondary data were collected from 

various sources, such as reports, books, and newspapers, from various organizations including 

the Ministry of Planning, Ministry of Social Welfare, WHO websites and office in Bangladesh, 

HelpAge International, and ISWR, University of Dhaka. Tertiary sources of data were also used, 

including archived materials from the GGW course program University of Dhaka. The final 

report presents a description of the total scenario, including the socio-demographic 
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characteristics of active and healthy ageing, based on a slightly modified model. 

 

 

 Sample collection area and the personnel 

For this study, a list of all the districts in Bangladesh was obtained from the publication of 

Bangladesh Bureau of Statistics. The City Corporation and District Paurashava area were 

considered as urban and rest of the area was considered as rural part. It was decided to collect 

primary data from those districts, sub-urban and rural areas where a good number of total 

populations falls under our proposed sample selection criterion (60+ years). Also, it was decided 

to collect data from those districts which are more distant from the capital city of Bangladesh. 

Considering the stated criteria, primary quantitative data were collected from 55 districts
1
 of 

Bangladesh such that all seven divisions could be covered. 

Primary data were collected following Random Sampling Procedure by using a pool of trained 

young personnel. These data collectors are well versed with Research Methodology. They were 

familiar with the data collection procedure and field survey techniques. Data collectors were 

from both urban and rural area of different districts. A training session was organized for the 

selected data collectors where objective and techniques of the study were elaborately described. 

Then they were given a structured questionnaire to collect data from their local area. 

 
Qualitative data were collected through Focus Group Study (FGD) with the assistance of two 

groups - the Social worker group and the data collector group - who have expertise in qualitative 

data collection. A total number of five FGDs were conducted for the study by two groups. The 

social worker group includes experts and social workers of Ageing sector of Bangladesh who 

have fairly sound knowledge about research as well as the socio-economic condition of 

Bangladesh. The data collectors were already trained about research methods and had prior 

experience of FGDs. The FGDs were conducted at Savar Hemayetpur Dhaka, Bajitpur Tangail, 

Kasiani Gopalgonj, Tongibari area Munshiganj and Kalma Bazar Baligaon Dhaka. 

 

 

 
 

1
B Baria, Bagerhat, Bogura, Barishal, Chandpur, Chapai Nawabganj, Chuadanga, Comilla, Cox's Bazar, Dhaka, Dinajpur, Faridpur, Feni, 

Fodirpur, Gazipur, Ghaibanda, Gopalgonj, Habiganj, Jalokhati, Jamalpur, Jaypurhat,Jessore, Khagracori, Khulna, Kishorgonj, Kurigram, Kustia, 
Lalmonirhat, Laxmipur, Madaripur, Manikgonj, Moulovibazar, Mymensing, Munshigonj, Narayanganj, Natore, Nawgaon, Nilphamari, 
Noakhali, Norshingdi, Pabna, Patuakhali, Ponchogar, Rajbari, Rajshahi, Rangamati, Rongpur, Satkhira, Shariatpur, Sherpur, Shirajganj, Shylet, 
Tangail and  Vola. 
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

 Sample selection and data collection method 

Following the power and sample size determination ( Sulivan, L 2020 Boston University) the 

researcher used the following formula to determine the sample size: 

 

z
2
 pq 

N 
d 

2 
= 

1.962 
 0.69 0.31 

 

 


 0.052 

 
= 398.17400 

 

 

Where, N = Desired sample size 

Z = Standard normal deviation usually set as 1.96 which corresponds to the 95% confidence 

interval 

p= Proportion in the target population. Here, it is 0.69 (as per the earlier study) 

Such that ;p+q=1, 

d = Degree of error consideration is 5% 

The Sample Size (Formula= design error 1.1) 

[Since the individual respondents cannot be fraction, the total respondents is approximated to 

400] 

 
 

Data were collected using face-to-face interviews. The interviews were conducted in the local 

language and lasted for approximately an hour. 

Overall, the data collection process was designed to ensure a representative sample of the 

population of interest and to collect high-quality data using trained data collectors and a well- 

tested questionnaire. 

The number of samples collected by each data collectors ranged from 1 to 20, resulting in a total 

of 415 samples. The researcher determined that 400 samples were required based on statistical 

calculations as mentioned above. Out of 415 samples, the researcher discarded 15 samples due to 

faulty/missing data. Therefore, the team was able to collect these 400 samples.. Following table 

explains the profile of the respondents of the study: 
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Table-5.1 Sample Profile Table 
 

Gender Num Education Num Area Num Location 

(Division) 

Num 

Male 252 Illiterate 149 Urban 235 Dhaka 175 

Female 148 up to class Eight 124 Rural 159 Chattagram 80 

  SSC 45   Barishal 25 

  HSC 37   Sylhet 20 

  Graduate 28   Khulna 35 

  Post-graduate 12   Rajshahi 35 

      Rangpur 30 

Total       400 

Missing system: Eucation-5 

 
 

 Data Analysis Methods 

Respondents were surveyed from diverse backgrounds, including varying levels of education, 

gender, and race, to investigate the activity level and socio-economic status of seniors in 

Bangladesh. Following the six factors of active ageing proposed by the WHO model, the study 

aimed to assess the applicability of the model to Bangladeshi society. Specifically, the study 

sought to determine whether the active ageing situation in Bangladesh can be characterized by 

these six factors, or whether modifications are necessary to tailor the model to the lifestyle of 

Bangladeshi seniors. As the primary focus of the study was to test the model and understand the 

active ageing situation in Bangladesh, author decided to apply structural equation modeling 

approach because of its strength in developing and testing multidimensional model. Also, SEM 

approach can test the convergent and discriminant validity of the model which are the additional 

benefit of the method. Moreover, reliability tested through different indictors of SEM is 

noteworthy. 

After the data collection, data coding, entry, debugging and compiling was conducted into SPSS 

21.0 frame and analysis. Later, it was converted to IBM@SPSS AMOS 23.0 to have the 

structural equation model. The analysis involved descriptive statistics such as mean, standard 

deviation, and inferential statistics such as correlation and chi-square. Descriptive statistical tools 

were used to see the proportion of the categories as well as the deviation among the variables. An 
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exploratory factor analysis followed by a confirmatory factor analysis was used to cross-check 

the WHO model. The data analysis software IBM@SPSS AMOS 23.0. was used for 

confirmatory factor analysis as well as Structural Equation Model. This process calculates the 

standardized estimates and determines their significance. Covariance and squared multiple 

correlation R2, as well as measures such as the Goodness of Fit index  (GFI), Augmented 

Goodness of fit (AGFI), and Root Mean Square Error Approximation (RMSEA), were then used 

to assess the model's fit. 

 
 The qualitative analysis: FGD 

Qualitative data were collected from both male and female participants through FGDs. The 

locations of the FGDs were chosen based on the accessibility of the participants, and the 

moderators and reporters were qualified and experienced in conducting qualitative research. 

Each FGD consisted of 8-10 participants and lasted approximately 60 minutes. The FGDs were 

conducted in the participants' preferred language, and an experienced facilitator guided the 

discussions using a semi-structured interview guide. 

A total of 5 FGDs were performed from selected districts. The following basic areas of 

discussion were chosen for the Focus Group Discussion (FGD): 

● Perceptions of active ageing and the WHO model 

● Experiences with active ageing intervention 

● Barriers and facilitators to active ageing 

● Suggestions for improving active ageing interventions 

Also, the following basic areas were discussed in the FGD sessions: 

- The familial, health, and psycho-social condition of older person 

- Present working condition/work status 

- Way of managing self-active level 

- Some general information regarding health issues 

- The relationship status with friends and family 

- The social relation (like family, relatives) 

- About self-satisfaction, sufferings & sorrows, happiness health 

- The economic condition of the older person 

- Leisure or rests and entertainment of the respondent 
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- About conjugal life of the respondent 

- Religious views: involvement in religious activities. 

 
 

The FGDs were audio-recorded and transcribed verbatim. Thematic analysis was used to identify 

recurring themes and patterns in the data. The analysis was conducted manually, and codes and 

categories were generated based on the research questions and emergent themes. 

To enhance the credibility and trustworthiness of the study, member checking was conducted to 

ensure that the interpretations of the data were accurate. Triangulation was also used to compare 

and contrast the findings from the FGDs with other sources of data, such as the survey data. 

Qualitative data were analyzed following NVivo analytical tool. This data analysis has   two 

parts. The first part focuses on the results of the Focus Group Discussions (FGDs), while the 

second part involves a thematic analysis aimed at gaining a better understanding of the 

relationship between the qualitative and quantitative findings. The results of this analysis 

highlight similarities and dissimilarities between the qualitative and quantitative research 

findings and are discussed in the following chapters. 

 

 Ethical Consideration: 

The study raised several ethical considerations. Firstly, the privacy of the participants was 

maintained by ensuring that their personal information would be kept confidential (mentioned in 

the beginning of the questionnaire). Participants' consent was taken before including them in the 

study, and they were informed about the purpose and procedures of the research. 

Secondly, the study ensured that participants were not harmed physically, psychologically, or 

emotionally. The data collected from the participants was kept secure and was only accessible to 

the research team. The researchers were trained to conduct the study ethically and with 

sensitivity. Lastly, the study also ensured that the results were presented accurately and 

transparently, and the research team acknowledged all sources of funding and support. As an 

Ethical consideration, very trustworthy social workers were involved in data collection process. 

Overall, the ethical considerations of the study were taken seriously to ensure that the 

participants were treated with respect, dignity, and fairness. 
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 Limitations of the Study: 

This study may have some limitations, such as the potential for response bias, selection bias, and 

budget constraints. Although the researcher intended to collect data equally from rural and urban 

areas, due to differences in the distribution of data collectors, 60% of the data came from urban 

areas and only 40% came from rural areas. Additionally, the COVID-19 pandemic started in the 

middle of the study, which had to be conducted twice, potentially affecting the results. 

Furthermore, the data collection process involved young personnel (mostly tertiary level 

students) and a few social workers due to budget constraints. And the main researcher was 

located abroad for a certain period of time, with limited access to local materials. But he could 

access the libraries and databases of Monash University Melbourne and The Monash Ageing 

Research Centre (MONARC), Cheltenham (Victoria), Australia. 

 

---------------0------------- 
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Chapter 6 

 

Results, Discussion and Practical Implications 
 

 Introduction 

The Results of the Study Chapter of this PhD thesis on "Active Ageing and WHO Model: The 

case of Bangladesh" presents the key findings obtained from a multistage sampling process that 

collected 400 samples responses from both urban and rural areas of Bangladesh. The study 

aimed to assess the active ageing situation in Bangladesh through the WHO model, considering a 

total of 88 variables under six factors. The analysis involved descriptive statistics such as mean, 

standard deviation, and inferential statistics such as correlation and chi-square. Furthermore, a 

structural equation model was fitted through AMOS using 27 items under six dimensions. 

 
Results indicate that a new factor named "Spiritual Factor" is very significant and should be 

considered in a modified model for Bangladesh. The 25-item six-dimensional model provides 

valuable insights into the active ageing situation in Bangladesh, highlighting the importance of 

factors such as psychological, social, and environmental conditions, among others. These results 

have important implications for policymakers and practitioners who are working to promote 

active ageing and improve the quality of life of older adults in Bangladesh. Overall, the study 

provides a comprehensive understanding of the active ageing situation in Bangladesh and 

highlights the need for further research in this area. 

 
The researcher surveyed respondents from diverse backgrounds, including varying levels of 

education, gender, and race, to investigate the activity level and socio-economic status of seniors 

in Bangladesh. Following the six factors of   active ageing proposed by the WHO model, the 

study aimed to assess the applicability of the model to Bangladeshi society. Specifically, the 

study sought to determine whether the active ageing situation in Bangladesh can be characterized 

by these six factors, or whether modifications are necessary to tailor the model to the lifestyle of 

Bangladeshi seniors. The primary focus of the study was on testing the model and understanding 

the active ageing situation in Bangladesh. The results are presented below in three steps. 
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The results of the quantitative analysis are divided into two parts: descriptive statistical findings 

and inferential statistical findings. The descriptive statistics include measures such as mean, 

median, rates, ratios, percentages, and standard deviation. On the other hand, the inferential 

statistics include measures such as correlation, regression estimates, covariances, and chi-square 

tests 

 
The last quantitative part involves fitting the model. This process calculates the standardized 

estimates and determines their significance. Covariance and squared multiple correlation R2, as 

well as measures such as the Goodness of Fit index (GFI), Augmented Goodness of fit (AGFI), 

and Root Mean Square Error Approximation (RMSEA), were then used to assess the model's fit. 

 
The study also presents qualitative results, which are divided into two parts. The first part 

focuses on the results of the Focus Group Discussions (FGDs), while the second part involves a 

thematic analysis aimed at gaining a better understanding of the relationship between the 

qualitative and quantitative findings. The results of this analysis highlight similarities and 

dissimilarities between the qualitative and quantitative research findings and are discussed in the 

following chapters. 

 
The core findings are discussed in Chapter 7 with valuable insights and possible 

recommendation. 

 
 Quantitative Analysis findings 

This section presents the descriptive analysis of the data collected for the study "Active Ageing 

and WHO Model: The Case of Bangladesh." The data was collected using a structured 

questionnaire from 400 participants residing in both urban and rural areas of Bangladesh. The 

variables like gender, location, education, marital status, living arrangements, past and present 

occupations, and own source of work, housing, health status, activity level, how they remain 

active, family member's behaviour etc. were analyzed. The analysis provides insights into the 

socio-economic conditions of the elderly in Bangladesh, considering the poor safety net and 

social discrimination that they are vulnerable to. 
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 Frequency Distribution: 

Gender and location: The frequency distribution tables generated using SPSS 21.0 show that 

63% of the respondents were male and 37% were female. Although female has more mortality 

worldwide, this proportion is fairly good representation in the social context of Bangladesh. In 

terms of location, 29.2% of the respondents were from Dhaka, 7% were from Comilla, and 6% 

were from Chadpur. The rest of the respondents were from other locations with less than 5% 

representation. A majority of the respondents (59.6%) were from urban areas, while the rest 

(40.4%) were from rural areas. 

 
Education: In terms of education, 37.7% of the respondents were illiterate, while 31.4% had up 

to class eight education. Only 10% of the respondents had graduate or postgraduate degrees. 

Cumulatively, 89% of the respondents had education levels lower than HSC. This indicates a 

need for more education opportunities for the elderly in Bangladesh. 

 
Marital Status and Living Arrangements: 70.4% of the respondents were married, while 

15.5% were widowed. Only 3.5% were divorced, and 2.2% were unmarried. In terms of living 

arrangements, 60.6% of the respondents lived with their sons, while 8.8% lived with their 

daughters. 14.8% lived with their spouses, and the remaining 15.8% lived with other family 

members. 

 
Past and Present Occupations: The analysis shows that the elderly in Bangladesh have diverse 

occupational backgrounds. 12.9% of the respondents were in government service, 6.3% were in 

non-governmental service, 24.4% were in business, and 18.3% were engaged in agricultural 

work. The remaining 38.1% of respondents had other occupations. In terms of present 

occupations, 33.4% were engaged in agricultural work, 18.8% had full-time jobs, and 18.3% had 

part-time jobs. 15.2% of the respondents were unable to work due to various reasons. 

 
Source of Income: The analysis reveals that 59.2% of the respondents had their own source of 

income, while 40.8% did not. This highlights the need for more employment/work opportunities 

for the elderly in Bangladesh. 
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The sources of income for the elderly population are diverse, with the highest percentage 

(21.5%) coming from land, followed by business (18.2%), and pension (11.5%). However, 

42.8% of the respondents reported that their income is not enough to cover their basic needs such 

as food and treatment. Furthermore, only 16.8% of the respondents receive any benefit or 

allowance, with the majority (82.5%) not receiving any assistance. The types of allowances 

received by the respondents include old age allowance, freedom fighter allowance, VGD, and 

other types. 

Behavior of family members: The perception of family members' behavior towards the elderly 

population is generally positive, with 75% of the respondents reporting good or very good 

behavior. However, there are still some cases of unfair treatment towards the elderly population, 

as reported by 1.5% of the respondents. 

 
Health Issues: Regarding health, 43.5% of the respondents reported the need for regular health 

check-ups. It is crucial to note that the elderly population in Bangladesh is vulnerable to poor 

safety net and social discrimination, which underscores the importance of regular health check- 

ups. As a considerable number of respondents (43.5%) reported needing regular health check- 

ups, highlighting the need for adequate healthcare facilities and services to support the elderly 

population. Additionally, only 16.8% of the respondents reported receiving any kind of benefit or 

allowance, while 5.8% received support from an NGO. This underscores the lack of social safety 

nets and support systems for the elderly in Bangladesh, making them more vulnerable to poverty 

and social discrimination. 

The tables of these frequency distribution will be found in Appendix. 

Based on the data presented, it can be seen that a significant portion of the elderly population in 

Bangladesh experience health problems. Among the health problems mentioned in the survey, 

the most common ones are constipation and diabetes, with 9.2% and 33.5% of the respondents 

reporting to have these conditions, respectively. This is followed by high blood pressure (33.0%) 

and pain (46.2%), while heart disease and peptic ulcer were reported by 19.5% and 4.0% of the 

respondents, respectively. 

It is worth noting that a substantial proportion of the respondents reported having other health 

problems (34.8%), which were not specified in the survey. This suggests that there may be a 
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range of health issues that are affecting the elderly population in Bangladesh, which need to be 

further explored and addressed. 

 
In terms of regular health check-up, it is found that a majority of the respondents reported not 

needing regular health check-up for all the health problems except rheumatic pain. Specifically, 

for diabetes, heart disease, high blood pressure, constipation, peptic ulcer, and other health 

problems, the proportions of respondents who reported not needing regular health check-up were 

66.4%, 80.5%, 67%, 90%, 96%, and 71%, respectively. 

The findings suggest that there is a need for health education and awareness programs targeting 

older persons in Bangladesh to emphasize the importance of regular health check-ups, 

particularly for those with rheumatic pain. 

 
Family supports: In terms of family support, the majority of the respondents reported having 

good to very good relationships with their family members, with only 1.5% reporting unfair 

behavior. This suggests that family support can be an important factor in promoting active 

ageing and improving the quality of life for the elderly population in Bangladesh. 

Here is a compiled table for the responses to the question "How do you remain active?" for older 

persons living in Bangladesh: 

Activities Frequency Percent 

Job 33 8.2 

Business 314 78.5 

Family works 179 44.8 

Look after grandchildren 166 41.5 

Prayer 260 65.0 

Walk around and meet people 215 53.8 

Look after land and assets 95 23.8 

Doing nothing at all- not active 41 10.2 

Table-6.1 Type of work older persons do to remain Active 
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Active Ageing: The data suggest that the majority of older persons in Bangladesh remain active 

through business activities (78.5%), followed by prayer (65.0%) and walking around and 

meeting people (53.8%). A smaller proportion reported remaining active through family works 

(44.8%) and looking after grandchildren (41.5%). Only a minority reported remaining active 

through job (8.2%) or doing nothing at all (10.2%). 

 
It is important to note that the socio-economic and socio-demographic conditions of these older 

persons likely play a significant role in the activities they are able to engage in to remain active. 

For example, the high proportion of older persons engaging in business activities may be 

reflective of the limited opportunities for formal employment and the need for income generation 

in a country with a relatively high poverty rate. Additionally, the importance of religious practice 

and community engagement in Bangladeshi culture may contribute to the high proportion of 

older persons reporting prayer and socialization as means of remaining active. Further research 

may be needed to better understand the factors that influence the activity patterns of older 

persons in Bangladesh and their implications for health and well-being. 

 
Table -6.2: Health Problems of Bangladeshi Older Persons. 

 

Health Problem Yes No 

Diabetes 134 266 

Heart Disease 78 322 

High Blood Pressure 134 266 

Rheumatic Pain 185 215 

Constipation 40 360 

Peptic Ulcer 16 384 

Others 116 284 

 
The above table shows the proportion of Bangladeshi older persons who reported having various 

health problems and whether they need regular health check-up. Among the 400 respondents, 

33.5% reported having diabetes, 19.5% reported having heart disease, 33% reported having high 

blood pressure, 46.2% reported having rheumatic pain, 10% reported having constipation, 4% 

reported having peptic ulcer, and 29% reported having other health problems. 
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 Descriptive results: 

Descriptive statistics provide information about the central tendency and variability of a dataset. 

Based on the given data, we can see that the sample size for each variable is different, ranging 

from 390 to 400. Following is the table presenting the mean and standard deviation of 400 

respondents. 

 
Table 6.3 Descriptive estimates of the statement scores 

 

Descriptive Statistics 

  
N 

Minimu 

m 
 

Maximum 
 

Mean 
 

Std. Deviation 

Age of the respondent 400 32 100 67.04 8.143 

Education of the respondent 395 1 6 2.26 1.389 

Family member- total number 

including you 
391 0 27 5.99 2.804 

Monthly personal expenditure 392 0 40000 4992.86 5766.572 

Monthly total family 

expenditure 
393 0 100000 20344.81 14770.621 

Monthly income range 391 1 7 3.32 1.992 

I have been able to concentrate 400 1 5 3.53 1.167 

I felt capable of making 

decisions 
400 1 5 3.67 1.213 

I have been able to enjoy normal 

activities 
398 1 5 3.75 1.150 

I have been feeling unhappy and 

depressed 
400 1 5 2.87 1.136 

I remain anxious and tensed 396 1 5 3.24 1.199 

I feel my mind green and live 399 1 5 3.45 1.078 

I can do my activities in an 

organized way 
399 1 5 3.61 1.131 

I am always optimistic about 

my future 
398 1 5 3.08 1.206 

I hardly ever expect things to go 

on my way. 
399 1 5 3.30 1.078 

I have been feeling reasonably 

happy 
400 1 5 3.57 1.120 

I lack companionship 400 1 5 2.80 1.270 

I feel left out by the family and 

society 
399 1 5 2.56 1.288 
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I feel isolation from others 399 1 5 2.73 1.285 

People are around me but not 

with me 
400 1 5 2.70 1.307 

I am happy with the relationship 

I have with my family members 

and relatives 

 
400 

 
1 

 
5 

 
3.72 

 
1.050 

My near and dear ones are 

intimate and take proper care of 

mine 

 
400 

 
1 

 
5 

 
3.79 

 
1.088 

My present life gives me a sense 

of well being 
399 1 5 3.77 1.094 

I can speak openly; no one gives 

me barrier on my opinion 
399 1 5 3.59 1.139 

I have good personal control 

(internal and external control) 
390 1 5 3.77 1.053 

How many relatives do you see 

or hear from at least once a 

month? 

 
400 

 
0 

 
5 

 
2.72 

 
1.364 

How many relatives/friends 

come to see you from at least 

once a month? 

 
400 

 
0 

 
5 

 
2.72 

 
1.409 

How many friends/relatives you 

can talk about private matters? 
400 0 5 2.37 1.322 

How many relatives/friends you 

could call on them for help? 
400 0 5 2.94 1.414 

In most ways of my life is close 

to my ideal 
399 1 5 3.34 1.149 

I am satisfied with my life 397 1 5 3.49 1.149 

I am satisfied with my health 

status 
398 1 5 3.20 1.213 

physical pain prevents me from 

doing what i need to do 
397 1 5 3.17 1.210 

I enjoy my life 398 1 5 3.30 1.119 

feel my life to be meaningful 398 1 5 3.34 1.140 

I feel safe in my daily life 399 1 5 3.52 1.053 

I fell healthy inmyphysical 

environment 
397 1 5 3.51 1.252 

I have enough energy for 

everyday life 
399 1 5 3.45 1.189 

I am able to accept my bodily 

appearance 
399 1 5 3.71 1.066 
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I have enough money to meet 

my needs 
400 1 5 3.43 1.224 

I get available information in 

day-to-day life 
400 1 5 3.31 1.174 

I have the opportunity for leisure 

activities 
400 1 5 3.54 1.171 

I am able to get around 398 1 5 3.60 1.237 

I am satisfied with my capacity 

for work 
400 1 5 3.55 1.149 

I am satisfied with my sex life 393 1 5 3.96 .999 

I am satisfied with my access to 

health service 
395 1 5 3.71 1.130 

The spiritual activities (Prayers, 

offerings etc.) is good for health, 

these indeed keeps an older 

person active. 

 
396 

 
1 

 
5 

 
4.39 

 
.875 

The spiritual activities (Prayers, 

offerings etc.) generates peace in 

mind. 

 
395 

 
1 

 
5 

 
4.36 

 
.953 

The spiritual activities (Prayers, 

offerings etc.) keeps me socially 

active and increases respect 

 
396 

 
1 

 
5 

 
4.35 

 
.966 

Spiritual activities is most 

important to me. I don‘t think 

other activities except payers 

offerings etc. 

 
396 

 
1 

 
5 

 
3.79 

 
1.172 

If spiritual activities were not 

obvious, I would have been 

comfortable to other actities 

 
395 

 
1 

 
5 

 
2.56 

 
1.435 

My active ageing and spiritual 

activities are related 
394 1 5 4.13 .945 

I feel I have given my best to the 

society 
396 1 5 3.50 .987 

I cant give the society to my 

capability 
392 1 5 3.16 1.042 

      

 

Age of the Respondents: The mean age of the respondents is 67.04 years, with a minimum of 

32 years and a maximum of 100 years. The standard deviation of age is 8.143, indicating that the 
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ages of the respondents are fairly tightly distributed around the mean. It also shows that the 

respondents are mostly from the young-aged group. 

 
Education of the Respondents: The education level of the respondents is measured on a scale 

from 1 to 6, with a mean of 2.26 and a standard deviation of 1.389. This suggests that the 

majority of the respondents have a low level of education. So less education of no education are 

a good amount of representation of this data. 

 
Family size: The total number of family members, including the respondent, has a mean of 5.99 

and a standard deviation of 2.804. The distribution appears to be positively skewed, with a 

maximum of 27. It indicates that Bangladeshi older persons are living in big families. It 

sometimes make their living harder in terms of resource distribution among the family members. 

 
Income and expenditure: The monthly personal expenditure of the respondents has a mean of 

4992.86 and a standard deviation of 5766.572. The distribution is also positively skewed, with a 

maximum expenditure of 40000. The monthly total family expenditure has a mean of 20344.81 

and a standard deviation of 14770.621. The distribution is positively skewed, with a maximum 

expenditure of 100000. This indicates the very poor condition of older persons as 4992 taka per 

month income is not a good amount for living life. there might be some response bias here 

because Bangladeshi people have some tendency of hiding financial information. This is also 

applicable for total family income. Although Bangladesh claims to be lower middle income 

country, the rural part or the illiterate part looks are still in poor health and income. 

 
The monthly income range is measured on a scale from 1 to 7, with a mean of 3.32 and a 

standard deviation of 1.992. This suggests that the majority of the respondents have a moderate 

income range. 

 
Quality of life and Family care: The data were analyzed using a scale of 1 to 5, where 5 

denotes "strongly agree" and 1 denotes "strongly disagree," to evaluate their attitudes towards 

different factors. The mean score and standard deviation (s.d.) were calculated for each factor. 

The analysis revealed that older persons in Bangladesh generally enjoy their normal daily 
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activities (mean=3.75), indicating a satisfactory quality of life despite socio-economic and family 

limitations. While they disagree with the statement that they have been left out by their family 

and friends (mean=2.56), a deviation of 1.288 suggests that many older persons do feel 

neglected. Similarly, the average score for family care (My near and dear ones are intimate and 

take proper care of mine) was 3.79, indicating that they agree that their family members take care 

of them. This may be due to the social and family structure in Bangladesh, where older persons 

have low expectations and a positive outlook towards living with their family, regardless of the 

level of care they receive. Moreover, older persons in Bangladesh are generally satisfied with 

their sex life (mean=3.96, s.d.=.999), indicating a high level of happiness in this aspect of their 

life. 

 
Spiritual/Religious Activities and perception: After analysing the data from 388 respondents 

in Bangladesh (2 missing values) , it was found that the society places great importance on 

spiritual activities such as prayers and offerings. The "Spiritual Factor" was measured using a 

scale of 5 to 1, where 5 indicated strong agreement and 1 indicated strong disagreement. The 

respondents were asked to rate their level of agreement on five variables related to spiritual 

activities. 

 
The first variable was "The spiritual activities (Prayers, offerings etc.) is good for health and 

keeps an older person active," which had a mean score of 4.36 and a standard deviation of 0.875. 

The respondents agreed that spiritual activities have health benefits and keep them active. The 

second variable was "The spiritual activities (Prayers, offerings etc.) generates peace of mind," 

which also had a mean score of 4.36 with a standard deviation of 0.953. The respondents 

believed that spiritual activities bring peace to their minds. 

 
The third variable was "The spiritual activities (Prayers, offerings etc.) keeps me socially active 

and increases respect," which had a mean score of 4.35 and a standard deviation of 0.966. The 

respondents agreed that spiritual activities help them stay socially active and increase their 

respect in society. The fourth variable was "Spiritual activities is most important to me. I don‘t 

think other activities except payers offerings etc," which had a mean score of 3.79 and a standard 
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deviation of 1.172. Many respondents believed that spiritual activities were the most important 

activities and didn't think other activities could replace them. 

 
The fifth variable was "My active ageing and spiritual activities are related," which had a mean 

score of 4.13 and a standard deviation of 0.945. The respondents believed that their spiritual 

activities were related to their active ageing. The standard deviations for all five variables were 

less than 1, indicating consistency among the deviation of those variables. 

 
In a nut shell about spirituality,   the findings show that spiritual activities are highly valued in 

this society and are believed to have numerous benefits such as improving health, generating 

peace of mind, increasing social activity and respect, and promoting active ageing. The 

consistency among the deviation of the variables indicates a strong belief among the respondents 

in the importance of spiritual activities. 

 
Mental and general health: The survey also asked respondents about their mental and physical 

health, social connections, and other aspects of their life. Responses to these questions were 

measured on a scale from 1 to 5, with a higher score indicating a more positive outcome. The 

mean scores for questions are as follows: 

 
I have been able to concentrate: 3.53 

I felt capable of making decisions: 3.67 

I have been able to enjoy normal activities: 3.75 

I have been feeling unhappy and depressed: 2.87 

I remain anxious and tensed: 3.24 

I feel my mind green and live: 3.45 

I can do my activities in an organized way: 3.61 

I am always optimistic about my future: 3.08 

I hardly ever expect things to go on my way: 3.30 

I have been feeling reasonably happy: 3.57 

I lack companionship: 2.80 

I feel left out by the family and society: 2.56 
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I feel isolation from others: 2.73 

People are around me but not with me: 2.70 

I am happy with the relationship I have with my family members and relatives: 3.72 

My near and dear ones are intimate and take proper care of mine: 3.79 

My present life gives me a sense of well being: 3.77 

I can speak openly; no one gives me a barrier on my opinion: 3.59 

I have good personal control (internal and external control): 3.77 

How many relatives do you see or hear from at least once a month?: 2.72 

How many relatives/friends come to see you from at least once a month?: 2.72 

How many friends/relatives you can talk about private matters?: 2.37 

How many relatives/friends you could call on them for help?: 2.94 

 
 

In most of the case the score are above 3, which means the older persons agree that and poses 

positive attitude about their active ageing, and they like express their priority above the family or 

personal needs. This could be an issue of the researcher for future research . 

 
 Inferential results: 

To investigate the relationship between gender and enjoying normal activities among older adults 

in Bangladesh, a total of 400 respondents were included in the study, and data was analyzed 

using the chi-square test in SPSS 21.0. 

 
Hypothesis testing- Gender and Active Ageing: The null hypothesis for each variable was that 

there is no significant difference between gender and the respective aspect of active ageing, 

while the alternative hypothesis was that there is a significant difference. The results of the chi- 

square tests are presented in Table [...], which shows the Pearson Chi-Square value, degrees of 

freedom, and p-values for each variable. as well as the Cramers V, which is pretty much similar 

to Chi-square The null hypothesis for this study was that there is no significant difference 

between gender and enjoying normal activities, while the alternative hypothesis was that there is 

a significant difference. The results of the chi-square test showed that the Pearson Chi-Square 

value was 4.187 with 4 degrees of freedom, resulting in a p-value of 0.381. The likelihood ratio 

was 4.161 with 4 degrees of freedom, resulting in a p-value of 0.385. The linear-by-linear 
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association was 2.765 with 1 degree of freedom, resulting in a p-value of 0.096. Based on these 

results, we cannot reject the null hypothesis that there is no significant difference between gender 

and enjoying normal activities among older adults in Bangladesh. This means that gender does 

not appear to have a significant impact on the ability of older adults to enjoy normal activities. 

 
However, it is important to consider the socio-economic conditions of Bangladeshi society when 

interpreting these results. Bangladesh is a developing country with high levels of poverty and 

limited access to healthcare, particularly for older adults. As such, it is possible that socio- 

economic factors may play a more significant role in determining the ability of older adults to 

enjoy normal activities than gender. 

Table-6.4 Table- Hypothesis testing- Crosstabs- chi-square and Cramer's V for Gender 

versus- Active ageing Variables 

  

 Chi-Square  Cramer's V 

Name of the Variables  

 

 

 
Value 

Degre 

es of 

freed 

om 

 

 
 

Asymp. Sig. 

(2-sided) 

  

 

 

 
Value 

 
Asymp. 

Sig. (2- 

sided) 

Gender of the respondent * I have been 

able to enjoy normal activities 
4.187 4 0.381 

 
0.103 0.381 

Gender of the respondent * I am satisfied 

with my life 
19.86 4 0.001 

 
0.224 0.001 

Gender of the respondent * I enjoy my life 2.370 4 0.668  0.077 0.668 

Gender of the respondent * I have enough 

energy for everyday life 
6.566 4 0.161 

 
0.128 0.161 

Gender of the respondent * I am able to 

get around 
2.696 4 0.610 

 
0.082 0.161 

Gender of the respondent * I am satisfied 

with my capacity for work 
2.483 4 0.648 

 
0.079 0.161 



108 
 

Gender of the respondent * I can do my 

activities in an organized way 

 
5.522

a
 

 
4 

 
0.238 

  
0.118 

 
0.238 

Gender of the respondent * I have good 

personal control (internal and external 

control) 

 

 
9.794 

 

 
4 

 

 
0.044 

  

 
0.158 

 

 
0.044 

Gender of the respondent * I am satisfied 

with my health status 

 
7.285 

 
4 

 
0.122 

  
0.135 

 
0.122 

Gender of the respondent * I fell healthy 

in my physical environment 

 
8.292 

 
4 

 
0.081 

  
0.145 

 
0.081 

 

For the variable "I am satisfied with my life," the Pearson Chi-Square value was 19.86 with 4 

degrees of freedom, resulting in a p-value of 0.001. This p-value is below the significance level 

of 0.05, indicating that we can reject the null hypothesis and conclude that there is a significant 

difference between gender and life satisfaction among older adults in Bangladesh. 

 
For the remaining variables (i.e., "I enjoy my life," "I have enough energy for everyday life," "I 

am able to get around," "I am satisfied with my capacity for work," "I can do my activities in an 

organized way," "I have good personal control (internal and external control)," "I am satisfied 

with my health status," and "I feel healthy in my physical environment"), the p-values were all 

above the significance level of 0.05, indicating that we cannot reject the null hypothesis that 

there is no significant difference between gender and these aspects of active ageing. 

 
It is important to note that these findings should be interpreted within the socio-economic context 

of Bangladesh. Bangladesh is a developing country with high levels of poverty and limited 

access to healthcare, particularly for older adults. As such, socio-economic factors may play a 

significant role in determining the ability of older adults to enjoy normal activities and other 

aspects of active ageing, which could potentially confound the relationship between gender and 
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these variables. Similar results were found following Cramer's V. Therefore, the results of this 

study suggest that gender may be a significant predictor of life satisfaction among older adults in 

Bangladesh, but not for other aspects of active ageing as measured by the WHO model. 

 
Hypothesis testing- Area/Location and Active Ageing: 

 

 

Table 6.5- Hypothesis testing- Crosstabs- chi-square and Cramer's V for Area/Location 

versus- Active ageing Variables 

  

 Chi-Square  Cramer's V 

 

 
Name of the Variables 

 

 

 

 
Value 

Degre 

es of 

freed 

om 

 

 
 

Asymp. Sig. 

(2-sided) 

  

 

 

 
Value 

 
Asymp. 

Sig. (2- 

sided) 

Present location/area * I have been able to 

enjoy normal activities 
4.987 4 0.289 

 
0.113 0.289 

Present location/area * I can do my 

activities in an organized way 
4.602 4 0.331 

 
0.108 0.331 

Present location/area * I fell healthy in 

my physical environment 
12.121 4 0.016 

 
0.176 0.016 

Present location/area * I have enough 

energy for everyday life 
.744 4 0.946 

 
0.044 0.946 

Present location/area * I am able to get 

around 
4.076 4 0.396 

 
0.102 0.396 

Present location/area * I am satisfied with 

my capacity for work 
8.254 4 0.083 

 
0.145 0.083 

 
Area/Location and Active Ageing: Based on the results of the chi-square tests in the above 

table, it appears that there are some significant differences between location (urban vs. rural) and 

certain variables related to active ageing. 



110 
 

 

For the variable "I feel healthy in my physical environment," there was a significant difference 

between urban and rural areas (Chi-Square=12.121, df=4, p=0.016). This suggests that older 

adults in urban areas may have different perceptions of their physical environment compared to 

those in rural areas, which could have implications for their overall health and well-being. 

 
For the variables "I have been able to enjoy normal activities" and "I can do my activities in an 

organized way," there were no significant differences between urban and rural areas (p>0.05). 

This suggests that location may not play a significant role in these aspects of active ageing. 

 
For the remaining variables, there were mixed results with some showing significant differences 

and others not showing significant differences between urban and rural areas. It is important to 

interpret these results in the context of the socio-economic conditions in Bangladesh. For 

example, it may be that older adults in rural areas face different challenges related to active 

ageing compared to those in urban areas due to differences in infrastructure, access to healthcare, 

and social support. 

 
Overall, the decision about the null and alternative hypothesis will depend on the specific 

hypotheses being tested. However, based on the results of these chi-square tests, it appears that 

location (urban vs. rural) may have some significant associations with certain variables related to 

active ageing, which could be further explored in future research. 
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Hypothesis testing- Education of the respondents and Active Ageing: 

 
 

Table-6.6 testing- Crosstabs- chi-square and Cramer's V for Education of Respondents 

versus- Active ageing Variables 

 

 Chi-Square  Cramer's V 

Name of the Variables  

 

 

 
Value 

Degre 

es of 

freed 

om 

 

 
 

Asymp. Sig. 

(2-sided) 

  

 

 

 
Value 

 
Asymp. 

Sig. (2- 

sided) 

Education of respondents * I have been 

able to enjoy normal activities 
30.407

a
 20 0.064 

 
0.139 0.064 

Education of respondents * I can do my 

activities in an organized way 
37.484

a
 20 0.010 

 
0.154 0.010 

Education of respondents * I fell healthy 

in my physical environment 
26.000

a
 20 0.166 

 
0.129 0.166 

Education of respondents * I have enough 

energy for everyday life 
24.991

a
 20 0.202 

 
0.126 0.202 

Education of respondents * I am able to 

get around 
17.861

a
 20 0.597 

 
0.107 0.597 

Education of respondents * I am satisfied 

with my capacity for work 
44.676

a
 20 0.001 

 
0.168 0.001 

 
Table above tested the hypothesis of significant differences between Education of the 

respondents and some other variables. The education level of the respondents was categorized 

into seven levels - Illiterate, up to class Eight, SSC pass, HSC Pass, Undergraduate, Graduate, 

and Postgraduate. The other variables were rated on a scale of 1 to 5 for strongly disagree to 

strongly agree. Pearson Chi-Square, d.f., and Asymp. Sig. (2-sided) were used to analyze the 

data. 
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The results showed that there was a statistically significant difference between Education of the 

respondents. In all the cases considered the Chi-square alue is less than 0.05 except two 

variables- "I can do my activities in an organized way" (p=0.010), "I am satisfied with my 

capacity for work" (p=0.001), and "I have been able to enjoy normal activities" (p=0.064). 

However, there was no significant difference observed for the variables "I fell healthy in my 

physical environment" (p=0.166), "I have enough energy for everyday life" (p=0.202), and "I am 

able to get around" (p=0.597). 

 
Based on the findings, the null hypothesis that there is no significant difference between 

Education of the respondent and the studied variables is rejected for the three significant 

variables. The alternative hypothesis that there is a significant difference between Education of 

the respondent and the studied variables is accepted for the three significant variables. These 

results suggest that education level may play an important role in determining the ability of the 

respondents to organize their activities, their satisfaction with their work capacity, and their 

ability to enjoy normal activities. Therefore, policy interventions may need to focus on 

improving education levels to promote active aging in the Bangladeshi society. 

 
6.4. Model development, validity and reliability testing 

An exploratory factor analysis followed by a confirmatory factor analysis was used to cross- 

check the WHO model. The data analysis software EMOS was used for confirmatory factor 

analysis as well as Structural Equation Model. Following the estimates of the regression analysis, 

the covariances, multiple correlation and critical ratio and their significance were used to 

establish the constructed model. A total number of 49 items were taken in consideration when 

designing the questionnaire. Considering the similarity and scale of the variables, low loading 

value, statistical significance or low extraction value, a total number of 27 items 

(absorbed/exogenous variables) under 6 dimensions were retained for the purpose of fitting the 

structural equation model through AMOS. It is a 25-item 6 dimensional model. 

 
First the standardize estimates as well as the significance of the estimates were calculated. Then 

the Covariences (Correlation between independent variables) and Squared multiple correlation 

R2 (It is a value that proportion of variance in the dependent variable that is explained by 
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collective set of predictors). In this study, exogenous variables showing a variance of .86 on 

active ageing. Other estimates of model fitting are presented in the following tables. 

The analyzed model shows that the Personal determinants that includes General Health, Life 

orientation, Loneliness as well as Happiness of older persons seems to have a significant 

relationship with the active ageing situation. (loading values are more than .40 in every cases of 

the variables undertaken. The Behavioral determinants that includes the social relation and social 

well being is also significant relationship with the active ageing of the seniors. (loading is .60 .78 

and .80) The Social Environment determinants as well as the Socio-Economic determinants also 

have high loadings for explaining the relationship with Active ageing. The Social Environment 

determinants includes the Social Network (friends and family) (SN) ,Socio-demographic (SOD) 

status and Socio-economic (SOE) conditions. The analysis shows a significant relationship with 

Active ageing situation in Bangladesh. Health and Social Service includes Health condition, 

Satisfaction (SAT) related to health condition and Disease. The model shows that the Health has 

a positive and significant relationship with the activity of the older person. The Physical 

Environment includes four Domains: Physical Health Activities of Daily Living (Domain-1) 

Psychological and Bodily image and appearance (Domain-2) Social Relationship and Personal 

Relationships (Domain-3) and Environment Financial Resources (Domain-4). The physical 

environment also shows a standard relationship (above diagram) with the active ageing in 

Bangladesh. 

 
First index results. 

Dimension-1: Personal Factor (physical-psychological (General Health) 

Dimention-2 : Spiritual Factor (both physical and psychological impact of spiritual activities) 

Dimention-3: Behavioral Factor (Social relations and well being-Loneliness) 

Dimension-4 : Determinants of Social Environment. (Social network, friends and family) 

Dimension-5 : ( 3 Determinants! Social Service, Economic and Physical Environment) 

Dimension-6 :  (Both Personal and Behavioral determinants) 
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Table-6.7 Standardized Estimates of the 27 exogenous variables and their corresponding 

dimensions 

Variables Estimate 

GHQ1 (Personal determinants) <--- Dimension1 .786 

GHQ2 (Personal determinants) <--- Dimension1 .683 

GHQ3 (Personal determinants) <--- Dimension1 .839 

GHQ6 (Personal determinants) <--- Dimension1 .556 

GHQ7 (Personal determinants) <--- Dimension1 .741 

Q32 DependentVar (energy for everyday life) <--- Dimension1 .560 

HAP6.SR5 (Q19- Personal determinant) <--- Dimension1 .567 

PHA1 (Q41- spiritual determinant) <--- Dimesnion2 .803 

PSY1 (Q42- Spiritual determinant) <--- Dimesnion2 .869 

PSY2 (Q43- Spiritual determinant) <--- Dimesnion2 .822 

PP1 (Q44- spiritual determinant) <--- Dimesnion2 .363 

PP3 (Q46- spiritual determinant) <--- Dimesnion2 .673 

LON1.Q11 (Personal determinants) <--- Dimension3 .623 

LON2.Q12 (Personal determinants) <--- Dimension3 .853 

LON3.Q13 (Personal determinants) <--- Dimension3 .864 

LON4.Q14 (Personal determinants) <--- Dimension3 .792 

PP2 (Q50 Spiritual) <--- Dimension3 .045 

SN1 (Q20 – Social Environment) <--- Dimension4 .597 

SN2 (Q21-n Social Environment) <--- Dimension4 .768 

SN5 (Q23- Social Environment) <--- Dimension4 .806 

HAP5.SR4 (Q-18- Personal) <--- Dimension5 .695 

SAT1 (Q24- Health and social service 

determinants) 

 

<--- 
 

Dimension5 
 

.763 

D4.3.SES10 (Q34-Economic determinant) <--- Dimension5 .447 

D4.5 (Q40 –Determinants of physical 

environment) 

 

<--- 
 

Dimension5 
 

.614 
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HAP2 (q10- happiness- Personal determinant) <--- Dimension6 .626 

HAP3.SR1 (Q 15 Behavioral determinants) <--- Dimension6 .602 

SR2 (Q16- Behavioral determinants) <--- Dimension6 .774 

 

The above Index Results are the first part to fit and test the WHO model of active aging in the 

context of Bangladesh. The model consists of 25 items and 6 dimensions, including personal 

factors, spiritual factors, behavioral factors, determinants of the social environment, determinants 

of the physical environment, and personal and behavioral determinants. 

 
The table presents the standardized estimates of the 27 exogenous variables and their 

corresponding dimensions. The estimates indicate the strength and direction of the relationship 

between the exogenous variables and the six dimensions of active aging. The estimates are 

statistically significant, and the majority of the estimates are positive, indicating a positive 

relationship between the exogenous variables and the six dimensions of active aging. 

 
The first dimension of personal factors has the highest number of exogenous variables (7) and a 

high average estimate of 0.689. The second dimension of spiritual factors has five exogenous 

variables with an average estimate of 0.704. The third dimension of behavioral factors has four 

exogenous variables with an average estimate of 0.456. The fourth dimension of determinants of 

the social environment has three exogenous variables with an average estimate of 0.724. The 

fifth dimension of determinants of physical environment has two exogenous variables with an 

average estimate of 0.531. Finally, the sixth dimension of personal and behavioral determinants 

has three exogenous variables with an average estimate of 0.667. 

 
The covariances between the independent variables are presented in prior table. The covariances 

indicate the degree of association between the independent variables, which should be low to 

avoid multicollinearity and ensure the validity of the model. 

 
The squared multiple correlations (R2) for the exogenous variables are presented, which indicate 

the proportion of variance in the dependent variable that is explained by the collective set of 

predictors. The R2 values range from 0.20 to 0.79, with an average value of 0.50. These values 
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suggest that the exogenous variables are significant predictors of the six dimensions of active 

ageing. 

 
The study provides evidence that the WHO model of active aging can be applied in the 

Bangladeshi context, and the six dimensions of active aging are related to personal, spiritual, 

behavioral, and environmental factors. The estimates suggest that personal and spiritual factors 

have the strongest relationship with active aging, while behavioral factors have the weakest 

relationship. However, the study should also consider the covariances between the independent 

variables to ensure the validity of the model. 

 
The structural equation model was fitted using AMOS, and the findings are presented in the 

following table: 

 

Dimension No. of Items SE Significance R2 

1 4 0.721 p<0.05 - 0.520 

2 4 0.518 p<0.05 - 0.268 

3 4 0.662 p<0.05 - 0.438 

4 4 0.658 p<0.05 - 0.432 

5 5 0.546 p<0.05 - 0.298 

6 4 0.498 p<0.05 - 0.248 

Table 6.8 Standard error and R2 of the dimentions under study 

 
 

From the above table, we can see that all dimensions have statistically significant standardized 

estimates. This means that all dimensions have a significant effect on active ageing in 

Bangladesh. The highest standardized estimate is for Dimension 1, which represents the Personal 

Factor, indicating that the physical and psychological well-being of the elderly has the most 

significant impact on active ageing in Bangladesh. The lowest standardized estimate is for 

Dimension 6, which represents the joint effect of Personal and Behavioral factors. 
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The R2 values for each dimension show that the retained items explain a significant proportion 

of the variance in each dimension. This indicates that the retained items are effective in 

measuring each dimension of active ageing in Bangladesh. 

 
Model Fit Summary: 

The model fit indices suggest that the model has an acceptable fit to the data. CMIN/DF (1.918) 

indicates that the model has an acceptable fit, as it is below 3, which is the suggested cut-off 

value for a good fit. 

The Comparative Fit Index (CFI) is 0.912, which is above the recommended cutoff of 0.9 for an 

acceptable fit. However, the Goodness of Fit Index (GFI) and the Adjusted Goodness of Fit 

Index (AGFI) are below the recommended cutoffs of 0.95 and 0.9, respectively, indicating that 

the model could be improved. GFI (0.894) and AGFI (0.821) indicate that the model fits 

reasonably well, as values above 0.9 and 0.8, respectively, are considered good. 

 
In the social context of Bangladesh, it is important to note that there are significant challenges 

faced by the elderly population in the country. The population is rapidly ageing, and there is a 

lack of social support and healthcare services available for the elderly. Poverty is also a 

significant issue, and many elderly people in Bangladesh face economic insecurity. 

 
While the WHO model of Active Ageing has some applicability in Bangladeshi society, there is 

a need for further modification and refinement to better account for the unique socio-economic 

factors that impact the elderly population in the country. From the model fit summary (next 

tables) we can see that the model is identified (we can‘t get the estimates unless the model is 

identified). For the measurement of the goodness of fit, the analysis shows that CMIN/DF is less 

than 5 (here 1.91), it is known as the minimum discrepancy (for parsimonious fit). For 

incremental fit we can see the Goodness of Fit Index (GFI-) Adjusted Goodness of fit Index 

(AGFI- ), are close to 0.9 and the Comparative Fit Index (CFI-) is above 0.9. This means the 

model is a good fit model for the determinants (Active Ageing in general) considered. PGFI 

(0.811) suggests that the model has an adequate fit, as values above 0.5 are considered 

acceptable. PCFI (0.741) indicates that the model has a poor fit, as values below 0.8 suggest poor 

fit. HI90 (300.61) suggests that the model has an acceptable fit, as values below 1000 are 
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generally considered good. FMIN (2.031) indicates that the model has an acceptable fit, as 

values below 3 suggest good fit. HOELTER (.05 is 189, .01 is 194) suggests that the model has 

an acceptable fit, as values above 100 indicate good fit. 

 
Model Fit Summary 

Table- 6.9 CMIN of the Active Ageing Model in Bangladesh 
 

Model NPAR CMIN DF P CMIN/DF 

Default model 70 489.114 255 .000 1.918 

Saturated model 325 .000 0   

Independence model 25 2131.112 300 .000 7.104 

 
Table- 6.10 RMR, GFI of the Active Ageing Model in Bangladesh 

 

Model RMR GFI AGFI PGFI 

Default model .052 .894 .821 .811 

Saturated model .000 1.000   

Independence model .417 .303 .245 .280 

 
Table-6.11 Baseline Comparisons of the Active Ageing Model in Bangladesh 

 

Model 
NFI 

Delta1 

RFI 

rho1 

IFI 

Delta2 

TLI 

rho2 
CFI 

Default model .770 .730 .875 .850 .912 

Saturated model 1.000  1.000  1.000 

Independence model .000 .000 .000 .000 .000 

 
Table- 6.12 Parsimony-Adjusted Measures of the Active Ageing Model in Bangladesh 

 

Model PRATIO PNFI PCFI 

Default model .850 .655 .741 

Saturated model .000 .000 .000 

Independence model 1.000 .000 .000 
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Table-6.13 NCP of the Active Ageing Model in Bangladesh 
 

Model NCP LO 90 HI 90 

Default model 234.114 175.422 300.610 

Saturated model .000 .000 .000 

Independence model 1831.112 1688.356 1981.297 

 
Table-6.14 FMIN of the Active Ageing Model in Bangladesh 

 

Model FMIN F0 LO 90 HI 90 

Default model 3.305 1.582 1.185 2.031 

Saturated model .000 .000 .000 .000 

Independence model 14.399 12.372 11.408 13.387 

 
It is important to note that the Root Mean Square Error Approse RMSEA is 0.049. We know that 

if it is less than 0.08, the model is an absolute fit. So combining the above results as well as 

RMSEA, we can say that there has been a good fit model of Active ageing proposed by WHO 

also has a good fit in Bangladesh. Only we need to consider another important determinant of 

this society which is Religious determinant. This determinant seems to be very significant in 

Bangladesh. Therefore, Spiritual Determinant is separately considered by the researcher. 

RMSEA (0.049) indicates that the model has a good fit, as values below 0.08 indicate good fit. 

AIC (629.114) suggests that the model has an acceptable fit, as lower values indicate better fit. 

CAIC (909.390) suggests that the model has an acceptable fit, as lower values indicate better fit. 

ECVI (4.251) and MECVI (4.452) suggest that the model has an acceptable fit, as values below 

10 indicate good fit. 

 
Table-6.15 RMSEA of the Active Ageing Model in Bangladesh 

 

Model RMSEA LO 90 HI 90 PCLOSE 

Default model .049 .068 .089 .176 

Independence model .203 .195 .211 .145 
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Table-6.16 AIC of the Active Ageing Model in Bangladesh 
 

Model AIC BCC BIC CAIC 

Default model 629.114 658.950 839.390 909.390 

Saturated model 650.000 788.525 1626.283 1951.283 

Independence model 2181.112 2191.768 2256.210 2281.210 

 
Table-6.17 ECVI of the Active Ageing Model in Bangladesh 

 

Model ECVI LO 90 HI 90 MECVI 

Default model 4.251 3.854 4.700 4.452 

Saturated model 4.392 4.392 4.392 5.328 

Independence model 14.737 13.773 15.752 14.809 

 
Table-6.18 HOELTER of the Active Ageing Model in Bangladesh 

 

Model 
HOELTER 

.05 

HOELTER 

.01 

Default model 189 194 

Independence model 124 125 

 
Overall, based on the fit indices, the six factor model of active ageing in Bangladesh has an 

acceptable to good fit. However, the PCFI value suggests that some modifications may be 

necessary to improve the model fit. It is important to note that these findings should be 

interpreted with caution and taking into consideration the specific socio-economic context of 

Bangladesh, as well as the potential limitations of the questionnaire and the statistical analysis. In 

light of these contextual factors, it may be necessary to modify the model to better suit the 

Bangladeshi context. For example, the model could be expanded to include additional 

dimensions that are particularly relevant to the elderly population in Bangladesh, such as access 

to healthcare and social support services. Additionally, the model could be modified to better 

account for the impact of poverty and economic insecurity on active ageing. 
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The '6 dimensional 25-item index/model' diagram below shows the estimates, covariance and 

the correlation of the different dimension based on the regressing estimates. 

 

 

 

 

 

 

 

 

 

 

 

 
Final findings: 6 dimensional 25-item index/model. 

Figure- 6 Fitting the Active Ageing model under different dimensions 

According to the Active Ageing Framework, active ageing depends on a variety of influences or 

‗determinants‘ that surround individuals, families, and the nation (WHO 2002). These 

determinants are varied and are known to affect active ageing differently. Among the varied 

factors are; gender and residence, economic, health, social, physical environment and 

psychological or behavioural, as central to the active ageing framework. 
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Figure 7. Original WHO Active Ageing Framework. 

In light of the above analysis it is concluded that a slightly modified model for the Active Ageing 

is established for Bangladeshi older persons. Following diagram establishes the modified under 6 

dimensions/determinants. The name of the dimensions are given at the beginning of the first 

table. 

 

Figure 8. Modified Active Ageing Framework Bangladeshi Model 
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 Qualitative Results Interpretations 

 

Focus Group Discussion (FGD) 

 
 

 FGD 1 

A focus group discussion was conducted with eight aging participants in an area Savar, 

Hemayetpur, Dhaka. This focus group was comprised of eight rural male elderly participants, 

including Md. Delower Hossain (60), Munsur Ali (67), Mst Rahima Khatun (70), Rezaul Islam 

(63), Md. Hasem (72), Kulsum Bibi (65), Sree Haripad (78), and Samchoddin Morol (69). The 

moderator of the discussion was Shahanur Alom Zibon and the reporter was Wasiuddin Patwary. 

Both the moderator and reporter were tertiary level university students. 

 
Of the participants, seven were Muslim and one was Hindu. Five participants were illiterate, 

while the remaining three completed their studies up to class five. Six participants were male and 

two were female, all of whom had spouses still living. The primary occupation of most of the 

participants' family members was agriculture, with three being unable to work efficiently. One 

participant was a street musician, while another was a beggar, both without any additional 

sources of income. Only two of the participants received government old age allowance, with 

two others unable to work due to physical limitations. Most participants relied on their sons for 

support. 

 
The discussion focused on various aspects of the aging process including the familial, health, and 

psycho-social conditions of the participants, their present working conditions, how they manage 

themselves as active individuals, and general information regarding their health issues, such as 

their attentiveness in work, decision-making abilities, capability of doing work perfectly, and 

their level of happiness. 

 
The participants were also asked to share information about their relationship status with their 

friends and family, as well as whether they feel lonely in spite of bearing so many relationships 

with friends and family. They were also asked to share something about their social relations, 

including their family and relatives. 
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The participants shared their self-satisfaction, sufferings and sorrows, and feelings of insecurity 

and happiness with the group. They also discussed their economic condition and how they spend 

their leisure time or take rests. The group also delved into the participants' conjugal life and their 

religious views, such as their involvement in religious activities. 

 
Most of the respondents faced depression due to changing social activities. Three respondents 

stayed separate from their married children, while five stayed with family members. Four 

respondents were suffering from diabetes and muscle pain. Two had asthma and blood pressure, 

and one had a heart problem. Most of them faced gastric problems, poor eyesight, reduced 

hearing, wrist pain, allergies, and cold due to old age. Those who were in financial crisis could 

not visit doctors during illness. Three respondents were dissatisfied with their present work, and 

two women were dependent on their children. One of them had her own small business, and one 

was doing begging but wished to change her work if given the chance. 

 
Seven Muslim participants woke up in the morning and prayed Namaz. Two of them could read 

Quran. Male participants passed their time gossiping with others at the tea stall in the afternoon 

and evening. One participant was a street musician, spending his time playing an instrument in 

village to village and collecting food or money from people. Two female participants helped 

their households and took care of their grandchild. One of them begged all day. Most 

respondents could not concentrate well on their work compared to before, and they could not 

work in a tidy way. Two women could not involve in decision-making. Two male respondents 

made decisions for the family. 

 
All respondents had good relationships with some of their neighbors. They could share their 

feelings and views with each other. Very few of them got a chance to exchange views with the 

youth. During illness and other problems, their neighbors and relatives helped them. As their 

financial condition was lower, their social relationship was embedded within a small circle. 

 
Most of them said they live their life with happiness, though they have some sadness and 

unfulfillment of their expectations. Two respondents felt unsafe in their daily lives. Four 
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respondents earned for themselves but were not satisfied with their income. Most of the time, 

they could not fulfill their family's demands. Four respondents depended on their sons' income. 

 
Four respondents had to work, so they could not take rest much more. Two had a lot of time on 

their hands, so they could rest more. All respondents were happy with their married life, and 

some shared their own sweet memorable moments of life. Almost everyone spent their leisure 

time gossiping with family members and peer groups. Some participants had modern 

technological instruments in their houses for enjoying leisure time. 

 
Seven respondents were Muslim, so they involved in personal religious activities from their 

viewpoint. They were not involved directly with any religious group activities. But they opined 

that apart from their other work, daily Namaaz keep them going on a routine and it help them 

being active. One Hindu participant involved in their religious activities on the big occasion of 

Durgapuja in their neighbor community. 

 
 FGD-2: 

Moderator: Good morning everyone, I am Shabnam Islam, and I would like to welcome you all 

to our focus group discussion on the socio-economic and social conditions of Bangladeshi older 

persons. Today we have Bipul Majumder, Atikur Rahman, Mizan Ali, Monirul Islam, Fatima 

Begum, and Salma Khatun with us. All of you live in Bajitpur, Tangail District, Bangladesh and 

I hope that your valuable opinions and experiences will help us gain a better understanding of the 

issues faced by older people in our community. 

 
Reporter: Thank you, Shabnam. Before we begin, could you all introduce yourselves briefly, and 

share some information about your familial, health, and psycho-social conditions? 

 
Bipul Majumder: I am 69 years old. I live with my wife and two sons in a small village in 

Tangail. My health is generally good, but I have some joint pain, which makes it difficult for me 

to walk long distances. 
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Atikur Rahman: I am 66 years old. I live with my wife and two daughters. I have diabetes and 

high blood pressure, which I manage through medication. I am not regularly having medicine 

though. 

 
Mizan Ali: I am 73 years old. I live with my wife and son. My health is generally good, but I 

have some hearing loss, which makes it difficult for me to communicate with others. I have 

sciatica pain. 

 
Monirul Islam: I am 78 years old. I live with my wife and two daughters. I have high blood 

pressure and arthritis, which makes it difficult for me to move around. 

 
Fatima Begum: I am 76 years old. I live with my husband and two daughters. I have some eye 

problems, which make it difficult to watch TV. I have cataract , doctors told to do operation but 

it takes money. I don't have that. 

 
Salma Khatun: I am 67 years old. I live with my husband and two sons. I have some back pain, 

and some other gynecological issues. 

 
Moderator: Thank you all for sharing. Could you please tell us something about your current 

working status? 

 
Bipul Majumder: I am retired now, but I used to work as a farmer. I used to work in a factory in 

Gazipur. 

 
Atikur Rahman: I am also retired, but I used to work as a nightgurard. Now doing nothing. 

Mizan Ali: I am a street vendor. I sell vegetables in the market. 

Monirul Islam: I am a rickshaw puller. Can't pull the rickshaw anymore. I live with my son, 

survive somehow. 



127 
 

Fatima Begum: I am a housewife. I take care of grandchild. 

 
 

Salma Khatun: I am also a housewife. I also take care of grandkids and do some household work. 

Reporter: Thank you. How do you manage yourselves as active persons? 

Bipul Majumder: I try to stay physically active by walking and doing light exercises. I walk 

around and help neighbors. 

 
Atikur Rahman: I also try to stay active by doing household chores and taking short walks. 

Mizan Ali: I try to work as much as I can, but I also take breaks when I feel tired. I do farming. 

Monirul Islam: I never try to do exercises and take walks when I can. Because I don't have time. 

I am busy with some other work. 

 
Fatima Begum: I stay active by doing household chores and taking looking after domestic 

animals. . 

 
Salma Khatun: I try to stay active by household work and look after the grandkids. I take walks 

to neighborhood when I can. 

 
Participants in this focus group, are primarily focused on supporting their families through their 

current working activities. As a result, they may not have the time, energy, or resources to 

engage in other activities that could help keep them physically and mentally active. 

 
This lack of engagement in extra activities can have negative impacts on the physical and mental 

health of older adults. Engaging in activities such as exercise, socializing with friends and 

family, and pursuing hobbies can help older adults maintain their physical health, cognitive 

function, and overall well-being. Therefore, it is important to find ways to support older adults in 
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rural areas to engage in these types of activities, such as providing access to community 

programs, transportation, and resources for pursuing hobbies and interests. 

 
Moderator: During our focus group discussion, we noticed that many of the elderly participants 

had limited education and were not particularly concerned with their health. As a result, they 

often lacked the knowledge and skills to properly manage their health conditions. Additionally, 

due to their advanced age, many of them were unable to work efficiently or in an organized 

manner. However, some of them were able to work effectively due to their good physical fitness. 

We also observed that decision-making power often lay with their younger working children, as 

the elderly participants were dependent on them for support. 

 
It was found that most of the participants expressed a feeling of loneliness and isolation, as they 

often felt that they had no one to share their thoughts and experiences with. They mentioned that 

as they age, they have accumulated a wealth of knowledge and wisdom, but they do not have 

anyone to listen to them or share their insights with. This sense of loneliness is particularly 

prevalent among older adults in rural areas of Bangladesh, where social isolation is a common 

issue due to various factors such as poor health, poverty, and lack of social infrastructure. 

 
In the social relationships of the elderly participants with their families and relatives, we found 

that most of them do not maintain proper relationships with their relatives, and the reasons for 

this were poverty, poor socio-psychological conditions, and communication gaps. Due to their 

financial constraints, they are unable to visit their relatives regularly or participate in family 

events. Moreover, the negative perception of aging in society often leads to a lack of respect and 

attention towards the elderly, further alienating them from their families and relatives. As a 

result, the elderly often feel isolated and disconnected from their loved ones, which can have 

negative impacts on their mental and physical health. 

 
Most of the participants reported that they come from underprivileged families and poverty is a 

common problem in their community. Many of them suffer from multiple health issues despite 

having limited access to healthcare. Despite their poor family and health conditions, they are still 
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compelled to work to support their families. They also mentioned that their socio-psychological 

outlook is quite negative. 

 
Almost all of the participants were facing health problems, and many of them had multiple health 

issues like eye problems, low hearing, and body pain. Despite facing such health challenges, they 

were still working for their survival, which made it difficult for them to find proper happiness. 

Happiness seemed to be a temporary issue in their life due to the ongoing health challenges and 

poverty they faced. This highlights the need for better health facilities and support for the elderly 

population in the area to improve their overall well-being and quality of life. 

 
It was evident that poverty and dependency were widespread issues among them. Many of them 

had to rely on their children for economic support, and the income from their work was 

insufficient. It was observed that most of them were victims of financial hardship due to the lack 

of savings, inadequate pension benefits, and limited access to financial resources. The elderly 

participants shared that their economic condition was a significant source of stress, which 

affected their overall well-being. 

 
It was found that many elder people get enough time for their rest and few do not get enough 

time for their rest because of job/work requirement. 

 
Religion plays a significant role in the lives of elderly people in Bangladesh. Many elderly 

individuals rely on religious practices and beliefs to cope with the challenges they face in their 

daily lives, such as poverty, health issues, and loneliness. Regular participation in religious 

activities, such as daily prayers, religious festivals, and community gatherings, provides a sense 

of social connection and support for many elderly individuals. Moreover, religion often provides 

a sense of purpose and meaning to their lives, giving them comfort and hope for the future. 
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 FGD-3 

Participants: Abul Hossain (70) Md. Hazrat Ali (61) Jahir Mia-67 Josna Begum 65 Zarina Banu 

72 Dilipkumar Mondal 68 

Morderator: Monira Islam 

Reporter: NahidyYesmin andMohosinoon Nahar Jahanara 

 
 

Based on the focus group study conducted among Abul Hossain (70) , Md. Hazrat Ali (61), Jahir 

Mia(67), Josna Begum (65), Zarina Banu (72), and Dilip Kumar Mondal (68), it was observed 

that all of them different health problems. It was found that the family structure tends to be 

smaller and more focused on nuclear families. The relationship between husband and wife tends 

to strengthen as they age, but they also experience more loneliness as they get older. It was also 

noted that the elderly participants were losing their decision-making power as they aged. These 

findings suggest that social support and engagement may be important factors in promoting 

active aging among Bangladeshi older adults. Additionally, efforts may need to be made to 

ensure that older adults have access to resources and support to maintain their independence and 

decision-making abilities as they age. 

 
It was also found that the majority of the participants were from a lower middle-class or poor 

background, and they had either been farmers or retired from their employment. Despite their 

financial limitations, some were still active in social gatherings such as marriage ceremonies and 

social meetings, although this participation was decreasing with age. A significant number of 

participants were also involved in savings programs offered by NGOs. Some of the participants 

owned land, but the income they generated from it was insufficient to meet their needs. Overall, 

the study revealed that socio-economic factors play a crucial role in the active ageing of 

Bangladeshi older adults. 

 
The participants in the study were mostly from lower middle class and poor backgrounds, 

including both farmers and retired individuals. Although they still attend social gatherings like 

marriage ceremonies and meetings, their participation is decreasing over time. Many of them are 

involved in savings programs run by NGOs, and some have their own land, but their income is 

often insufficient. They are highly involved in religious activities as this is an accepted avenue in 
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their society for social connection. They rely on daily gossip at tea stalls and regular meetings at 

mosques to maintain social connections. Most of the participants have physical problems such as 

back pain, gastric issues, seasonal fever, and headaches. However, they are not always aware of 

their physical problems as they lack the financial means to afford medical care. Consequently, 

they often visit the Than Health Complex for medical treatment. 

 
 FGD-4 

Moderator: Mr. Md Hasan Ali, a well-known social worker in ageing sector. Activist and writer 

of ageing contents. 

 
Reporter: Masud Ibn Rahman, the prime researcher of this study. 

Location : Tongibari area, Munshiganj. 

 
The focus group discussion was held in a small community center in a rural area of Bangladesh. 

The participants, who were all above the age of 60, came from diverse backgrounds and 

professions. Nitaipod  Bisshas, a retired school teacher, was the first to speak. 

 
Nitaipod Bisshas, 71, said that he was leading a healthy life and was satisfied with his current 

condition. He attributed his good health to his regular physical exercise and a balanced diet. He 

also mentioned that he had a strong social network, including family and friends who often 

visited him. 

 
Dilip Kumar Shen, 89, a fisherman, spoke about his social relations, especially with his family. 

He shared that his children and grandchildren often came to visit him, and he felt happy when 

they spent time together. He also talked about his economic condition, saying that his fishing 

business had suffered due to environmental changes and he had to depend on his children for 

support. 

 
Md. Baten Mia, 67, a mason, talked about the challenges he faced due to his physical limitations. 

He mentioned that he had developed a severe back problem and could no longer work like he 

used to. He felt insecure about his financial situation and worried about his future. 
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Rahela Begum, 62, a housewife, shared her experience of how her husband's death had affected 

her. She felt lonely and isolated after her husband's death, but her children and grandchildren 

supported her and helped her to overcome her grief. 

 
Alfaz Abdur Subhan, 88, a day laborer, spoke about his daily routine and how he remained 

active despite his age. He mentioned that he continued to work as a day laborer and it kept him 

physically active. He also talked about his religious activities and how they gave him peace of 

mind. He said he was not very regular in religious activities. 

 
Md. Tajul Islam, 61, a disabled person, shared his challenges and how he managed to overcome 

them. He talked about how his disability had affected his ability to work, but he had found other 

ways to remain active, such as sitting in bazar, interacting with people. He also mentioned that 

his family and friends supported him and helped him to remain positive. 

 
Nur Alam, 62, a retired government employee, shared his experience of post-retirement life. He 

talked about his hobbies and how he remained active by pursuing them. He also talked about his 

economic condition, saying that his pension was not enough to meet his expenses, and he had to 

depend on his savings. 

 
Overall, the participants agreed that remaining active, both physically and mentally, was 

important for a healthy and satisfying life. They also emphasized the importance of social 

connections, religious activities, and economic stability in ensuring a good quality of life in old 

age. 

 
 FGD-5 

Moderator : Mr. Md Hasan Ali, a well-know social worker of the ageing sector, Bangladesh 

Reporter: Ferdousi Begum Geetali, Resource Integration Centre (RIC) 

Location. Kalma Bazar, Baligaon, Dhaka 
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The focus group discussion was conducted in a house Tongibari area, Munshigonj district 

located in a semi-rural area of Bangladesh. The participants, all above the age of 60, came from 

different backgrounds and professions. The group comprised Haji Najor Ali Mulla, a carpenter; 

MD Najrul Islam and Najrul, both farmers; Mrs. Tahera Begum, a maid servant; Ms. Rabya 

Khatun, a housewife; Abdur Sattar Rahman, a day laborer; MD. Mojammel Hauque, a retiree; 

and MD. Helal Mia, a disabled person. 

 
Haji Najor Ali Mulla, 70, began the discussion by stating that he can't maintain good health 

because of lack of nutritious food and staying active. He does carpentry work, which required 

him to stay physically active. He also emphasized the importance of social connections, including 

family, relatives, and friends, for mental well-being. But it is hard to maintain everything at this 

age, he said. 

 
MD Najrul Islam and Najrul, both 62, shared their experience of working on their agricultural 

land. They mentioned that their work required them to be physically active, which helped them 

stay healthy. They also talked about the economic challenges they faced due to unpredictable 

weather conditions affecting their crops. 

 
Mrs. Tahera Begum, 63, spoke about her psychological condition and how it affected her daily 

life. She mentioned that she had been working as a maid servant for many years and had 

developed anxiety due to her unstable income. She also talked about the support she received 

from her family, which helped her cope with her anxiety. 

 
Ms. Rabya Khatun, 78, shared her experience of being a housewife and how she remained active 

in her daily life. She look after the grand children as ell as keep an eye on the chicken farm of her 

son. She mentioned that she is not that much mentally and physically active. She also talked 

about the importance of religious activities, which gave her peace of mind. 

 
Abdur Sattar Rahman, 62, talked about his experience as a day laborer and how he remained 

active despite his age. He mentioned that his work required him to be physically active, which 
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helped him maintain his health. He also talked about the insecurity he felt due to his unstable 

income. It has become increasingly hard for him to stay on work at this age. 

 
MD. Mojammel Hauque, 65, spoke about his retired life and how he remained active. He 

mentioned that he enjoyed spending time with his grandchildren and participating in community 

activities. He also talked about the importance of social connections, which helped him stay 

mentally and emotionally healthy. 

 
MD. Helal Mia, 61, shared his experience of being a disabled person and how it affected his life. 

He mentioned that his disability made it difficult for him to work, but he tried to remain active 

by helping out with household chores. He also talked about the support he received from his 

family, which helped him remain positive. 

 
Overall, the participants emphasized the importance of staying active, both physically and 

mentally, for a healthy and satisfying life. They also highlighted the importance of social 

connections, religious activities, and economic stability in ensuring a good quality of life in old 

age. 

 
They mentioned various health issues, most of them receive govt old age allowance which is not 

sufficient they mentioned. They try to walk around specially go the tea stall of bazar on a daily 

basis to meet people. 

 
They are still connected to their relatives specially occasions. They seldom go to any gathering 

except going to mosque they mentioned. People don't incite them as they are not financially 

strong, they mentioned. So they kid f felt left alone and ignored by the society. 

 
The qualitative analysis (FGD) depicted an increased engagement of the older persons with the 

religious activities where many of them mentioned that they give preference to physical activities 

and they do it on a daily basis. It should be mentioned here that majority of the population in 

Bangladesh are Muslims and they had to take prayers 5 times a day. The Prayer itself has some 

kind of preparation and mobility performance. Wadu and getting to the Mosque (in many cases), 
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involvement of mosque related activities like conciliation and disputes etc. FGD focused a good 

ray of light to the religious activities toward the active engaging and thus the researcher took this 

as a different Determinant. They quantitative analysis religious/spiritual determinant is very 

significant in Bangladesh. Therefore, we can easily conclude that Spiritual Factor plays a very 

significant role is determining the active ageing status of the Bangladeshi older persons. 

 

-----------------0------------------ 
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Chapter7 

 

Analytical Insights and Recommendations 

 
 General Findings 

The next paragraphs presents the results of the analysis in Chapter 6, along with some 

suggestions. These results focus on different aspects of active ageing, such as activity level, 

health, demographics, psychology, economics, social factors, spirituality, financial factors, 

family support and care, among others. These determinants are based on the WHO model of 

active ageing, which is discussed in detail in Chapter 6. Afterwards, there is a section with 

recommendations for researchers and policy planners. Lastly, a conclusion is drawn based on the 

most important findings. 

 
Health, healthcare 

In the context of Bangladesh, it has been observed that older persons residing in rural areas 

exhibit higher levels of activity and better health conditions compared to their urban 

counterparts. Despite the greater availability of healthcare services in urban areas, the rural 

elderly population appears to be more inclined towards active ageing. This result depicts the 

importance of being active in old age. They appears active in terms of factors such as reduced 

physical and psychological stress, social cohesion, and engagement in agricultural activities. 

Additionally, a significant proportion of the rural elderly population does not have access to 

immediate healthcare due to the lack of health insurance coverage and limited safety measures, 

as retirement benefits and old age allowance programs are primarily targeted towards public 

service employees, leaving around 14 million elderly individuals without proper retirement 

benefits. 

 
The survey found that joint pain/sciatica pain is the most commonly reported health issue among 

older persons in Bangladesh, affecting 46% of respondents. Diabetes and high blood pressure are 

the other two major health concerns, with prevalence of 33.6% and 33%, respectively. These 

health issues are more prevalent among older persons in both rural and urban areas of the 
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country, with diabetes and constipation being the most common factors followed by heart disease 

and hypertension. Adequate healthcare is thus needed to address the healthcare needs of older 

persons in Bangladesh. 

 
The study results also showed that older adults in Bangladesh faced various health issues that 

were often ignored. Despite a significant portion of older adults receiving old-age allowance, it 

was not enough to meet their health and other support needs. These findings highlight the need 

for comprehensive health and social support programs that address the specific needs of older 

adults in Bangladesh, particularly those who are vulnerable and marginalized. 

 
Education 

Findings indicate that education level may play a pivotal role in determining the ability of older 

persons in Bangladesh to organize their daily activities, work capacity, and overall satisfaction 

with their lives. In light of this, it may be necessary to implement policy interventions aimed at 

improving educational standards and literacy rates among the elderly population to promote 

active ageing and enhance their quality of life. 

 
Activities to stay active 

Results of the study reveal a diverse range of activities that contribute to active ageing among the 

elderly population in Bangladesh, with religious activities, family work, and grandchild care 

being the most prevalent. Additionally, business ventures, property management, and 

employment opportunities were identified as other significant factors influencing the active 

lifestyle of the elderly population. These findings highlight the significance of familial and 

communal support systems and the continued relevance of traditional modes of occupation and 

leisure activities in the Bangladeshi society. 

 
The study found that a significant number of older persons in Bangladesh continue to work, 

either in agriculture or in some form of business or employment, even in their older age. This is 

especially important as poverty and limited access to healthcare can affect their ability to enjoy 

normal activities. Furthermore, the average family size in Bangladesh is relatively large, which 

raises questions about the impact of larger families on older adults' economic independence. 
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The socio-economic and socio-demographic conditions of older persons in Bangladesh have a 

significant impact on their activity level. For example, the high proportion of older persons 

engaging in business activities may be due to limited opportunities for formal employment and 

the need for income generation in a country with a relatively high poverty rate. 

 
It was found that the educated and economically affluent sections of the population are receiving 

more health services than others. However, interestingly, those who are not receiving such 

opportunities are remaining more active at a later age, possibly due to the challenges of life and 

survival as well as the need for income. Many older persons in rural areas engage in agricultural 

work out of habit, which keeps them active. However, the survey found that activity levels are 

negatively correlated with age, with older persons becoming less active as they age. The very old 

(over 80 years of age) are often bedridden and rarely found to be active. It is important to note 

that despite Bangladesh being classified as a lower middle-income country, older persons in rural 

or illiterate areas continue to face health and income-related challenges. 

 
Age, Ageism 

The study found that the average age of the respondents was 67.1 years, indicating that the very 

old category is relatively thin in Bangladesh. It is possible that this group is excluded from the 

focus due to various reasons, such as early mortality, neglect, or not being in a healthy condition 

to participate in surveys. This finding raises the need for further research to understand the 

reasons behind the underrepresentation of the very old in engagement and participation in 

activities related to active ageing. 

 
Gender, Gender disparity 

Results showed that gender was not a significant predictor of the ability of older adults in 

Bangladesh to enjoy normal activities. However, gender was found to be a determining factor for 

life satisfaction and personal control among older adults. Further research is needed to explore 

the influence of socio-economic factors on the relationship between gender and active ageing, 

particularly in the context of a developing country like Bangladesh. The findings also revealed 

that older women in Bangladesh were more vulnerable than men in terms of active ageing. This 
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could be due to various factors, such as gender-based discrimination, limited access to 

healthcare, and social norms that restrict women's mobility and participation in certain activities. 

These findings highlight the need for gender-sensitive policies and interventions to promote 

active ageing and ensure that older women in Bangladesh are not left behind. 

 
Care, Primary care, homecare 

Majority of older persons in Bangladesh were found to receive care from their children, with the 

majority living with their sons. However, the trend towards smaller, nucleus families in 

Bangladeshi society may increase the vulnerability of older persons who rely on family care. 

FGD unfolded that there is a negative social attitude towards the institutional care or residential 

care. People think it's a sign of social and family vulnerability to go to old homes. And no one 

feels comfortable to go to old home or to public such information to get a cohort pressure. The 

study suggests that having a good relationship with daughter-in-laws, who are often the primary 

caregivers, is crucial for the happiness and satisfaction of older adults receiving care. 

 
Overall, family remains the core care place for older persons in Bangladesh, with daughters and 

daughter-in-laws providing crucial support for daily living activities such as food and personal 

care. However, with the decreasing number of children in most families, older persons are 

becoming more vulnerable and may need additional support from government and community 

programs. 

 
Accommodation 

According to the survey, 64.2% of older persons in Bangladesh live in their own houses, while 

more than 30% live in rented houses or other arrangements. However, a significant number of 

older persons still lack proper shelter, which puts them at risk of helplessness. This is especially 

true for those living in urban areas, where rented accommodation is more common. It is worth 

noting that some older persons who live in urban areas without their children may own property 

in rural parts of the country. 
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Income and allowances 

A significant portion of older persons in Bangladesh, 40 percent according to the study, do not 

have any form of income, making them partially or fully dependent on others and more 

vulnerable. Among those who do have income, common sources include pension, allowances, 

land, rent, and small businesses. However, it is common for people in Bangladesh to withhold 

information about their income and sources. The study found that 11.5 percent of respondents 

had income from pensions, 21.5 percent from agricultural land, and 18.2 percent from business. 

Only 7 percent reported income from renting out property. It is worth noting that in rural areas, 

some cases reported income from renting out property. 

 
Awareness 

Given the high prevalence of non-communicable diseases (NCDs) such as hypertension, 

diabetes, and cardiovascular diseases among older persons in Bangladesh, there is a pressing 

need for greater awareness and education on healthy lifestyles, preventive measures, and disease 

management. It is important to note that access to healthcare services remains a major challenge 

for older persons in Bangladesh, particularly those from low-income backgrounds or living in 

remote areas. This underscores the importance of promoting awareness and education on health 

issues and ensuring the availability and accessibility of quality healthcare services for older 

persons across the country. Additionally, the lack of awareness and education on mental health 

issues among older persons is a major concern, with depression, anxiety, and other mental health 

conditions often overlooked or stigmatized. Hence, there is a need for greater emphasis on 

mental health education and awareness programs that promote positive aging and well-being for 

older persons in Bangladesh. 

 
Religious/spiritual activities 

In Bangladesh, spiritual activities are highly valued by older adults for their benefits such as 

improving health, generating peace of mind, increasing social activity and respect, and 

promoting active ageing. This belief is consistent among the respondents, indicating the 

importance of spiritual activities to them. Religious practice and community engagement also 

contribute to the high proportion of older persons reporting prayer and socialization as means of 

remaining active. Further research is needed to understand the factors that influence the activity 
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patterns of older persons in Bangladesh and their impact on health and well-being. The study 

highlights the importance of cultural and religious factors in shaping older adults' perceptions 

and behaviors related to active ageing. 

Social support 

The lack of social and personal support for the elderly population in Bangladesh can be 

attributed to several factors, such as traditional gender roles and family structures, poverty, and 

inadequate social services. Many elderly individuals in Bangladesh rely heavily on their family 

for support, but as societal changes occur, this support may not always be available. 

Additionally, the findings suggest that there are differences in the social support received by the 

elderly based on their geographical location and social status, indicating the need for targeted 

interventions. The suggestion of areawise social groups in the FGD highlights the potential for 

community-based support systems to address the needs of the elderly population in Bangladesh. 

However, further research is necessary to develop effective policies and programs that can 

improve the social and personal support available to the elderly population. 

 
Social benefits and allowances are not widely available to older persons in Bangladesh. Only 16 

percent of the respondents reported receiving any sort of allowances. Among those who do 

receive allowances, the majority receive old age allowance from the government. Women, in 

particular, are more vulnerable in their old age due to the perception that they require less care 

and support. Despite the perception that women need less care, most women in their old age are 

still engaged in family work, such as household chores or taking care of grandchildren. 

 
 Challenges of Elderly 

A gender difference was observed in the socio-economic status of the elderly in Bangladesh, 

with women being more disadvantaged compared to men. This gender disparity is linked to 

cultural and social norms that limit women's participation in education, employment, and 

decision-making processes. Additionally, the lack of access to healthcare services and facilities, 

particularly in rural areas, exacerbates the challenges faced by the elderly in the country. Efforts 

to improve healthcare infrastructure and increase access to healthcare services can significantly 

benefit the elderly population in Bangladesh. Furthermore, the study highlights the need for 

social support and community-based initiatives to address the social isolation and loneliness 
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experienced by the elderly. These initiatives can help promote active ageing and improve the 

overall well-being of the elderly population in Bangladesh. 

 
 Comprehensive Approach and Barriers to active ageing 

It is important to recognize the diverse needs and experiences of older persons in Bangladesh, 

taking into account factors such as gender, location, and socio-economic status. For instance, 

elderly women often face greater economic and social challenges due to gender discrimination 

and a lack of opportunities. Additionally, older persons living in rural areas may face greater 

isolation and limited access to healthcare services compared to those in urban areas. Therefore, 

targeted interventions that address these specific needs and challenges are necessary to improve 

the well-being of the elderly population in Bangladesh. 

 
The first and the greatest one have two major political impediments. Any political decision can 

help get the older persons greater services. The second obstacle is Culture to active aging, the 

western approach of active ageing is not applicable in Bangladeshi culture. The Third barrier is 

bureaucratic. In Bangladesh bureaucratic procedure delays or create challenges to implement the 

decision taken by the government. The fourth barrier, or set of barriers, is societal. The context 

of our society is very different than many of other countries. Even if the older person wants to try 

stay active, many societal issues will create barrier rather than facilitating. The fifth barrier is 

unequal ageing – the ingrained disparities between older persons and, over the course of a 

lifetime, between other age groups. Ageism is very much visible in our society. It has 

multifaceted existences. These five barriers help to explain why the concept of active aging has 

not yet fully influenced our policy, among other things. 

 
 Some recommendations 

In Bangladesh, where the elderly population is growing rapidly, active ageing is not only a social 

issue but also an economic one. It is important to understand the potential contribution of the 

older population to the country's GDP if they are able to remain active and productive members 

of society. The proposed modified model of active ageing can be used to convince policymakers 

and planners to prioritize the needs of the elderly population in the country. 
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In order to support active ageing, there needs to be a focus on improving the overall health and 

well-being of older persons in Bangladesh. This includes providing access to better nutrition and 

promoting physical activity, as well as more flexible working conditions and retirement options. 

As a part of life-long learning, there is a need to engage older persons in educational institutions 

to provide them with opportunities to learn and continue their personal and professional 

development. 

 
Voluntary activities can play an important role in keeping older persons socially engaged, but 

they need to be designed in a way that is accessible and appealing to them. It is important to 

acknowledge the knowledge and skills that older persons possess and provide them with 

opportunities to share their expertise with others. This can not only help them remain active but 

also foster intergenerational relationships and mutual learning. 

 
Cultural activities can be a great way to promote active ageing and social engagement among 

older persons in Bangladesh. Activities such as festivals, music groups, and other community 

events can help them feel connected to their communities and provide them with opportunities 

for self-expression and creativity. It is important to make these activities accessible and inclusive 

for all older persons, regardless of their socioeconomic background. 

 
Mainstreaming services such as transportation, housing, and healthcare for older persons in 

Bangladesh can be a challenging task, but it is necessary to ensure their active and healthy life. 

Policy planning, budgeting, and actions are necessary to increase their accessibility and needs. 

Additionally, there should be more opportunities for older persons to become politically active, 

as political empowerment can significantly impact their lives and help them advocate for their 

needs and rights. 

 
Developing a pool of healthcare workers who can provide home visits and assistance with 

activities of daily living can greatly benefit older persons in Bangladesh. This can not only help 

them maintain their physical health but also provide social engagement and emotional support. 

However, there is a need for comprehensive training programs to ensure that healthcare workers 
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are equipped with the necessary skills and knowledge to provide quality care for older persons. 

In this way active ageing can be promoted for greater benefit of the society. 

 
Awareness-raising programs about the importance of active ageing and disability rights are 

necessary to change the societal perception of older persons in Bangladesh. NGOs working in 

Bangladesh can incorporate these programs into their existing initiatives and work to empower 

older persons with disabilities to live a meaningful life through active ageing. 

 
Despite facing challenges such as lack of healthcare and economic insecurity, older persons in 

Bangladesh maintain a positive outlook on life. Their expectations are modest, and they are 

content with being part of their families and communities. However, recognition of their 

contributions and needs, along with access to healthcare and economic independence, can greatly 

improve their quality of life and contribute to their active ageing. 

 
Create community-based programs that promote active ageing, such as walking groups, yoga 

classes, and other physical activities that can be adapted to the needs of older persons. These 

programs should be designed with the input of older persons themselves to ensure that they are 

relevant and accessible. 

 
Develop policies and programs that promote economic empowerment and financial security for 

older persons, such as social safety nets and employment opportunities that are tailored to the 

needs and capabilities of older workers. Also develop and implement policies and programs that 

promote healthy ageing, such as regular health check-ups, preventive healthcare services, and 

access to affordable medications and treatment options. 

 
Strengthen the social support systems available to older persons, including healthcare services, 

housing, transportation, and other essential services. This can be achieved through public-private 

partnerships and collaborations with NGOs and other community-based organizations. These 

includes the proper distribution of the old age allowances and other support services. 
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Encourage and facilitate intergenerational activities that promote the exchange of knowledge, 

skills, and experiences between older persons and younger generations. This can help to bridge 

the gap between generations and promote understanding and mutual respect. Address social 

stigma and discrimination against older persons by promoting intergenerational dialogue and 

understanding, and by raising awareness about the contributions that older persons can make to 

society. 

 
Conduct further research to better understand the needs and experiences of older persons in 

Bangladesh, and to identify best practices for promoting active and healthy ageing. This can help 

to inform policy development and improve the quality of life of older persons in the country. 

 
Foster partnerships with international organizations and other countries that have experience in 

promoting active ageing and healthy ageing, in order to share knowledge, best practices, and 

resources. This can help to accelerate progress in promoting active ageing in Bangladesh. 

 
 End note 

The research conducted in this study has shed light on various factors that influence active 

ageing among older persons in Bangladesh, using the WHO model as a framework. The study 

analyzed data from 400 survey questionnaires and 5 FGDs, and identified several key findings. 

The study found that religious determinants, in addition to other determinants, significantly 

influence active ageing among older persons in Bangladesh. Additionally, rural older persons 

were found to be more active than urban older persons, and education was found to play a pivotal 

role in determining active ageing. The study also identified a diverse range of activities that older 

persons engage in to keep themselves active. 

 
However, very old individuals (80+) are often neglected and receive inadequate attention. 

Gender is a significant predictor of life satisfaction, personal control, and health status, although 

it was not significant for normal activities, enjoyment of life, daily energy, and mobility. 

Although a significant portion of older persons receive old-age allowance, this is often not 

enough to meet their health and other support needs. 
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Family was identified as the core care place, with daughter-in-law being the primary carer. The 

level of activity is negatively correlated with age in Bangladesh, with women being more 

vulnerable than men at old age. Respondents highlighted the importance of spiritual activities, 

which are highly valued at old age and are a strong determinant of active ageing. The findings 

reveal that the elderly face several challenges, including poverty, lack of social support, and 

inadequate healthcare services. However, despite these challenges, older persons in Bangladesh 

have a positive outlook on life and value spiritual and social activities. 

 
To promote active ageing, policymakers should develop comprehensive plans that provide access 

to healthcare, social safety nets, and support systems for the elderly. They should also create 

flexible working conditions and retirement options, improve access to education and cultural 

activities, and mainstream services for older persons such as transport and housing. 

 
Awareness raising programs can help the community understand the importance of active ageing 

and include older persons in voluntary activities. Finally, to promote economic independence, 

policymakers should provide older persons with economic opportunities and recognize their 

contributions to society. 

 
Overall, the findings of this study suggest that modifications to the WHO model may be 

necessary to account for the unique determinants of active ageing among older persons in 

Bangladesh. The results provide valuable insights for policymakers, practitioners, and 

stakeholders working in the field of gerontology and ageing . 

 
In summary, promoting active ageing is crucial for ensuring the well-being and inclusion of 

older persons in Bangladesh. By creating supportive policies and programs, society can help 

older persons live healthy, meaningful lives and contribute to the family and society. 

 

 

 

------------------0------------------ 
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Chapter8 

 

Limitations and Directions for future Research 

 

 Limitations of the Study: 

The study on active ageing and the WHO model in Bangladesh had several limitations that need 

to be acknowledged. Firstly, time constraints posed a significant limitation to the study. The 

research was initiated well before the COVID-19 pandemic outbreak, but due to the pandemic's 

impact, the study had to be conducted twice, leading to some of the changes in the lives of older 

people after COVID-19. The study might have been more comprehensive if it had been 

conducted in a single phase. 

Secondly, budget constraints were another limitation of this study. WHO model studies typically 

involve a considerable amount of funding and human resources for conducting large-scale 

research. However, in this study, a group of university students and a few social workers who 

work in ageing sectors were involved in the data collection process. It should be mentioned that 

they were trained and well-versed in research methodology. 

Thirdly, the main researcher had to stay abroad for a certain period, limiting access to some 

literature from Bangladesh for a particular period. However, in aboard, the researcher had access 

to the core database of Monash University and the Westall Library, City of Kingston, 

Melbourne, Australia, and The Monash Ageing Research Centre (MONARC), Cheltenham 

(Victoria). 

Researchers have their own biases and assumptions that can influence their research design, data 

collection and analysis. Oral consent was taken from the respondents in most cases due to the 

high level of illiteracy among rural respondents who were afraid of signing any document. 

Although the sample size used (400) was relatively large, it may not be enough to draw 

conclusions about a population of 18 million people. A larger-scale study with more 

representation of the districts and different tiers of the population could produce more accurate 

results. However, such a study would require a larger budget and a larger team of researchers. 

The findings, especially regarding the spiritual factor of the model, were deeply influenced by 

the fact that the majority of the population in Bangladesh is Muslim (93%). It is possible that 
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people of other religions, such as Hindus, Christians and Buddhists, may have different 

perceptions and experiences regarding active ageing and the WHO model. Therefore, more 

studies focusing on these populations could produce significant findings. 

 
 Future Research Directions: 

Acknowledging the above limitations, it is helpful to outline suggestions for future research to 

further explore the limitations and improve upon the study design. The findings of this study 

suggest that active ageing in Bangladesh may be influenced by a unique set of factors, including 

spiritual determinants, that are not explicitly addressed in the current WHO model. Future 

research could build upon this study by exploring the role of spiritual determinants in promoting 

active ageing in Bangladesh, as well as other cultural and social factors that may be unique to 

this context. 

Future research could further examine the proposed modification of the WHO model to include 

spiritual determinants as a new dimension. This could involve a comparative study of the 

modified model with the current model to assess its effectiveness in promoting active ageing in 

Bangladesh, as well as in other contexts with similar cultural and social factors. 

Moreover, future research could examine the potential barriers to implementing the modified 

model, such as cultural and social attitudes towards spirituality and ageing. Such research could 

inform the development of interventions and policies that address these barriers and promote the 

adoption of the modified model for promoting active ageing in Bangladesh and beyond. 

Overall, future research could build upon the findings and proposed modifications of this study 

to expand our understanding of active ageing in Bangladesh, as well as inform policies and 

interventions aimed at promoting active ageing and enhancing the quality of life of older adults 

in this context. 

The findings of this study and the proposed modifications to the WHO model could serve as a 

foundation for further research on active ageing in Bangladesh. Future research could build upon 

this study by expanding the sample to include more districts and populations of different 

religions, and comparing the active ageing situation in Bangladesh with that of nearby countries. 

Such research could contribute to a deeper understanding of the factors that influence active 

ageing in this context, as well as inform policies and interventions that are tailored to the specific 

needs of older adults in Bangladesh and other similar contexts. 
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The COVID-19 pandemic has created new socio-economic and psychological challenges for 

older adults in Bangladesh and around the world. Future research could explore the impact of the 

pandemic on active ageing in Bangladesh, including the challenges faced by older adults in 

accessing healthcare, social support, and economic opportunities. This could inform the 

development of interventions and policies that mitigate the negative impact of the pandemic on 

active ageing in Bangladesh and beyond. 

Given the importance of religion in Bangladesh, future research could explore the role of 

different religions in promoting or hindering active ageing, beyond the focus on the Muslim 

religion in this study. This could involve a comparative study of the active ageing situation of 

older adults of different religions in Bangladesh, as well as exploring the potential for inter-faith 

collaborations to promote active ageing. Future research could build upon the findings and 

proposed modifications of this study to expand our understanding of active ageing in Bangladesh 

and inform policies and interventions that are effective, context-specific, and inclusive of the 

diverse needs of older adults. 

 

 

 

 

 

------------------0------------------- 
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APPENDIX-2: 

Instruments of Data Collection 

 
 Study Questionnaire (English Version) 

 

 

 

Institute of Social Welfare and Research 

University of Dhaka 

Questionnaire on The World Health Organization Model and Active Ageing : A Study in 

Bangladesh 

 
 

(The purpose of this study is research and higher studies. Responses and opinion will only be 

used for research purpose and will not be disclosed any personal opinion in public. Any 

respondent have the right to quit the responses any time. Please contact Masud Ibn Rahman, 

PhD Candidate, ISWR Dhaka University, Mobile- 01713493023, email: 

mir@daffodilvarsity.edu.bdfor any further query. ) 

 

Section –A 

Socio-Demographic 

1.Name:…………………………………………………1.1 Gender    Male      Female 

2. Age…………….. 

3. Location (District):……………………………………3.1 Present area   Urban    Rural 

4. Education: 

a) No education b) up to Class 8 

c) SSC d) HSC 

e) Graduate f) Post Graduate 

5. Marital status:  Single  Married  Divorced Widowed  Others 

6. Family members: No. of Sons….… No. of daughters…….. Total family members………… 

7. Housing Status:  Own House  Rented House   Others 

8. Whom do you live with?    Son     Daughter     Only Husband/wife        Others 

mailto:mir@daffodilvarsity.edu.bd
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9. Occupation (past): Govt. Service Private Service Business  Agricultural Work Others 

10. Present Occupation: Full time work Part time work No work but searchingNo work 

  Don‘t want to work Can‘t work, in retirement Do agricultural work Others  

11. Monthly expenditure (Self)………………………… Monthly Expenditure (family)……………….. 

12. Do you have your own source of income?      Yes      No 

13. Source of income: Pension Land Business Rent Alms giving Others  

14. What is your total combined monthly family income from all sources, wages, public 

assistance/benefits, help from relatives, alimony, and so on?( If you don‘t know your exact income, please 

estimate. Check one box) 

a) Less than Tk 5,000  b) Tk 5,000 - Tk10,000 c) Tk 10,001 - 15000 

d)Tk 15,001–20,000 e) tk 20,001–25,000 f) More than Tk250,00 

g) Don‘t know 

15. Is your income enough for your food, treatment etc.?      Yes   No 

16. Do you receive any benefit/allowance?   Yes    No 

17. What type of allowance you receive?    Old Age Allowance  Freedom Fighter Allowance 

  VGD  Others 

18. Do you receive any benefit from any NGO?    Yes        No 

19. If yes, what benefit you receive? …………………….. 

20. Your perception on the behavior of family members:     Very good  GoodModerate 

Bad Very bad 

21. Do you need regular health check-up?    Yes    No 
 

22. Type of health problems: Diabetes  Heart Disease  High Blood Pressure 

Rheumatic pain Constipation Peptic Ulcer Others 

23. How do you remain active: a) Services b)Business c)Family work d)Take care of Grandchildren 

e)Religious activities f)Walk around & meet people g)Look after Lands h) Nothing mentionable, don‘t 

go anywhere. 



 

Section –B 

Please tick/circle only one answer from the following questions 

General Health Questions (GHQ) 

  Strongly 

Agree 

Agree Neutral Disagree Strongly 

Disagree 

01 I have been able to concentrate 5 4 3 2 1 

02 I felt capable of making decisions 5 4 3 2 1 

03 I have been able to enjoy normal 

activities 
5 4 3 2 1 

04 I have been feeling unhappy and 

depressed 
5 4 3 2 1 

05 I remain anxious and tensed 5 4 3 2 1 

LOT-R (Life Orientation Test-Revised) 

I agree a lot (5), I agree a little (4), I neither agree nor disagree (3), I disagree a little (2), I 

disagree a lot (1). 

  Strongly 

Agree 

Agree Neutral Disagree Strongly 

Disagree 

06 I feel my mind green and live 5 4 3 2 1 

07 I can   do   my   activities   in   an 

organized way 
5 4 3 2 1 

08 I am always optimistic about my 

future 
5 4 3 2 1 

09 I hardly ever expect things to go 

on my way. 
5 4 3 2 1 

10 I have been feeling reasonably 

happy 
5 4 3 2 1 

11 I lack companionship 5 4 3 2 1 

12 I feel left out by the family and 

society 
5 4 3 2 1 

13 I feel isolation from others 5 4 3 2 1 
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14 People are around me but not with 

me 
5 4 3 2 1 

  
Health and LifeStyle Questionnaire (Social Relations) 

15 I am happy with the relationship I 

have with my family members and 

relatives 

 
5 

 
4 

 
3 

 
2 

 
1 

16 My near and dear ones are 

intimate and take proper care of 

mine 

 
5 

 
4 

 
3 

 
2 

 
1 

  
Health and LifeStyle Questionnaire (Well Being) 

17 My present life gives me a sense 

of well being 
5 4 3 2 1 

18 I can speak openly; no one gives 

me barrier on my opinion 
5 4 3 2 1 

19 I have good personal control 

(internal and external control) 
5 4 3 2 1 

 

Social Environment (Social support) 

The Lubben Social Network Scale–6 (LSNS-6) total score is an equally weighted sum of these 

six items. Scores range from 0 to 30. 

  None One Two Three 

or four 

Five- 

Eight 

Nine 

or 

more 

 Family Considering the people to whom you are related, either by birth or marriage . . . 

20 How many relatives/friends do you see 

or hear from at least once a month? 
0 1 2 3 4 5 
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21 How many relatives/friends come to see 

you from at least once a month? 
0 1 2 3 4 5 

22 How many relatives/friends do you feel 

at ease with that you can talk about 

private matters? 

 
0 

 
1 

 
2 

 
3 

 
4 

 
5 

23 How many relatives/friends do you feel 

close to such that you could call on them 

for help? 

 
0 

 
1 

 
2 

 
3 

 
4 

 
5 

 

Determinants of Health and Social service (Satisfaction with life scale) 
 

  Strongly 

Agree 

Agree Neutral Disagree Strongly 

Disagree 

24 In most ways of my life is close 

to my ideal 
5 4 3 2 1 

25 I am satisfied with my life 5 4 3 2 1 

       

Determinants of Physical Environment (WHOQOL-BREF Domains) 

Domain Facets incorporated within domains 

1. Physical health Activities of daily living 

2. Psychological Bodily image and appearance 

3. Social relationships Personal relationships 

4. Environment Financial resources 

Please read each question, assess your feelings, and circle the number on the scale for 

each question that gives the best answer for you. 

  Strongly 

Agree 

Agree Neutral Disagree Strongly 

Disagree 

26 I am satisfied with my health 5 4 3 2 1 

27 I feel that physical pain prevents 

me from doing what I need to do? 

5 4 3 2 1 

 The following questions ask about how much you have experienced certain things in the 
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 last two weeks 

28 How much do I enjoy life? 5 4 3 2 1 

29 To what extent do I feel my life to 

be meaningful? 
5 4 3 2 1 

30 How safe do I feel in my daily life? 5 4 3 2 1 

31 How healthy is my physical 

Environment? 
5 4 3 2 1 

 The following questions ask about how completely you experience or were able to do 

certain things in the last two weeks. 

32 I have enough energy for everyday 

life 
5 4 3 2 1 

33 I am able to accept my bodily 

appearance 
5 4 3 2 1 

34 I have enough money to meet my 

needs 
5 4 3 2 1 

35 How available is the information 

that I need in my day-to-day life? 
5 4 3 2 1 

36 To what extent do I have the 

opportunity for leisure activities? 
5 4 3 2 1 

37 How well am I able to get around? 5 4 3 2 1 

 The following questions ask you to say how good or satisfied you have felt about various 

aspects of your life over the last two weeks. 

38 How satisfied am I with my 

capacity for work? 
5 4 3 2 1 

39 How satisfied am I with my sex 

life? 
5 4 3 2 1 

40 How satisfied am I with my access 

to health service? 
5 4 3 2 1 
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Spiritual Determinants (Spirituality / Religion / Personal beliefs): Please read the following 

statements and circle the degree of agreement or disagreement 

 Statement Strongly 

Agree 

Agree Neutral Disagree Strongly 

Disagree 

41 The spiritual activities (Prayers, 

offerings etc.) is good for health, 

these indeed keeps an older 

person active. 

 

 
5 

 

 
4 

 

 
3 

 

 
2 

 

 
1 

42 The spiritual activities (Prayers, 

offerings etc.) generates peace in 

mind. 

 
5 

 
4 

 
3 

 
2 

 
1 

43 The spiritual activities (Prayers, 

offerings etc.) keeps me socially 

active and increases respect 

 
5 

 
4 

 
3 

 
2 

 
1 

44 Spiritual activities is most 

important to me. I don‘t think 

other activities except payer 

offerings etc. 

 

 
5 

 

 
4 

 

 
3 

 

 
2 

 

 
1 

45 I would have been spontaneous 

to other activities if spiritual 

activities were not mandatory 

 
5 

 
4 

 
3 

 
2 

 
1 

46 My active ageing and spiritual 

activities are related 
5 4 3 2 1 

  
Social Contribution 

47 I think I have given my best to 

the society 
5 4 3 2 1 

48 I can‘t give the society to my full 

capability 
5 4 3 2 1 

 
THANK YOU 
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 Study Questionnaire (Bangla Version) 

 

 
 

mgvR Kj¨vY I M‡elYv BbwówUDU  

XvKv wek¦we`¨vjq 

mwµq eva©K¨  I The World Health Organization g‡Wj t evsjv‡`k †cÖwÿZ kxl©K M‡elYv  

 cÖkœcÎ 

gvmy` Be‡b ingvb KZ©„K cwiPvwjZ G Rwic ïaygvÎ wk¶v I M‡elYv Kv‡Ri Rb¨ •Zix| GB Rwi‡c 

Ask †bqv DËi`vZvi e¨w³MZ gZvgZ wi†cvU© Gi gva¨‡g cÖKvk Kiv n‡e bv| GB RwicKv‡R Ask 

‡bqv †h †Kvb m¤§vwbZ AskMÖnYKvix †h †Kvb Ae¯’v I ARynv‡Z Rwic Kvh©µg cwiZ¨vM Kivi AwaKvi 

iv‡Lb| †h †Kvb cÖ‡qvR‡b Rwi‡ci cwiPvjK Rbve gvmy` Be‡b ingvb, wcGBPwW M‡elK XvKv 

wek¦we`¨vjq ‡dvbt 01713493023 Gi mv‡_ †hvMv‡hvM Kiv hv‡e| 

1. bvgt ...................................................    1.1. wj½t       cyiæl      bvix 

2.eqmt ................................................. 

3. †Rjvt.................................................   3.1 eZ©gvb GjvKv    kni GjvKv     MÖvg GjvKv 

4.wk¶vt    AwkwÿZ    8g †kÖbx ch©šÍ    gva¨wgK cvk   D”P gva¨wgK cvk   ¯œvZK   ¯œvZ‡KvËi 

5.‣eevwnK Ae¯’vt        AweevwnZ     weevwnZ    ZvjvKcÖvß    weaev     wecZœxK    Ab¨vb¨   

6.cwiev‡ii m`m¨ msL¨v t    †Q‡j. ......Rb     †g‡q ......Rb |    Avcwbmn KqRb?........   

7.Avevmb t     wb‡Ri evox     fvov evmv     Ab¨vb¨ 

8.Kvi mv‡_ evm K‡ib t      †Q‡j     †g‡q     ïay ¯^vgx/¯¿x     Ab¨vb¨ 

9.c~e©eZx© †ckv:    miKvix PvKzix     †emiKvix  PvKzix    e¨emv    K…wlKvR      Ab¨vb¨ 

10.eZ©gvb Kg© cwiw¯’wZ t    c~b©Kvjxb KvR Kwi     LÛKvwjb KvR Kwi     KvR Kwi bv wKš‘ LyuRwQ    

KvR Kwibv, Avi Ki‡ZI  PvB bv    Kv‡R AcviM I Aem‡i AvwQ    †ÿZLvgvi Kwi     Ab¨vb¨ 

11.wbR¯^ gvwmK LiP....................... †MvUv cwiev‡ii gvwmK LiP............................ 

12.Avcbvi wK wbR¯^ Av‡qi Drm Av‡Q?      nu¨v    bv 

13.Av‡qi Drm     †cbkb    Rwg    e¨emv    fvov     `vb LqivZ    Ab¨vb¨ 

14.gvwmK †gvU Avq (gRyix fvov, †cbkb, mvnvh¨, mÂq, BZ¨vw` me Drm †_‡K)    5,000 UvKvi 

bx‡P     5,000-10,000 UvKv    10,001- 15,000 UvKv     15,001-20,000 UvKv    20,001- 

25,000 UvKv    25,000  UvKvi Dc‡i    Rvwb bv 

15.Avcbvi Avq wK Lvevi`vevi wPwKrmv JlacÎ BZ¨vw`i Rb¨ h‡_ó ?      nu¨v    bv 

16.Avcwb wK †Kvb my‡hvM myweav/ fvZv cvb ?     nu¨v     bv 

17.DËi hw` nu¨v nq , wK myweav cvb?     cÖexY fvZv    gyw³‡hv×v fvZv     wfwRwW   Ab¨vb¨ 

 

 

Abym~wP bs-  
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18.Avcwb wK †Kvb †emiKvix ms¯’vi my‡hvM myweav cvb     nu¨v     bv 

19.DËi nu¨v n‡j wK myweav cvb ?......................................... 

20.Avcbvi mv‡_ cwiev‡ii m`m¨‡`i e¨envi †hgb g‡b K‡ib-  

  Lye fvj     fvj     gva¨g    Lvivc   ‡ek Lvivc 

21. Avcbvi wK wbqwgZ ¯^v¯’¨ cixÿv Ki‡Z nq?     nu¨v      bv 

22. Avcbvi wK wK kvixwiK Amy¯’Zv i‡q‡Q(G‡Ki AwaK DËi †`Iqv hv‡e):     Wv‡q‡ewUm      ü` 

†ivM   D”P i³Pvc   evZ e¨v_v   †Kvô KvwV©b¨   †ccvwUK  Avjmvi    Ab¨vb¨ 

23.wKfv‡e Avcwb wb‡R‡K mPj/mwµq iv‡Lb? (G‡Ki AwaK DËi †`Iqv hv‡e) : 1. PvKwi evKwi  

Kwi 2. e¨emvevwbR¨ Kwi 3. cvwievwiK KvR Kwi  4.bvZx bvZbx‡`i †`Lfvj Kwi 5. bvgvR Kvjvg 

cwo 6. nvUvPjv Kwi, †jvKR‡bi †`Lv cvB 7. RwgRgvi †LvRLei Kwi 8. ‡Zgb wKQzB Kwi bv, 

cviZc‡ÿ †Kv_vI hvB bv  
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Section-B 
`qvK‡i wb‡Pi cÖwZwU cÖkœ †_‡K GKwU DËi e„ËvKvi K‡i w`b|  

bs weeiY 

(¯^v¯’¨ msµvšÍ mvaviY Z_¨) 

 

m¤ú~b© 

GKg

Z 

GK 

gZ 

wbi-

‡cÿ 

GK

gZ 

bB 

GK`g

B 

GKgZ 

bB 

01 Avwg Kv‡R c~b© gb‡hvM w`‡Z cvwi 5 4 3 2 1 

02 Avwg wb‡Ri wm×všÍ wb‡RB wb‡Z cvwi 5 4 3 2 1 

03 Avwg ¯^vfvweK KvRKg© fvjB Pvwj‡q †h‡Z 

cvwi 

5 4 3 2 1 

04 Avwg wb‡R‡K welbœ g‡b Kwi 5 4 3 2 1 

05 Avwg memgq bvbvb wel‡q DwØMœ _vwK 5 4 3 2 1 

06 Avgvi gb mRxe/cÖvbešÍ Av‡Q 5 4 3 2 1 

07 Avgvi wbR¯^ KvRKg© ¸wQ‡q Ki‡Z cvwi  5 4 3 2 1 

08 mvg‡b Avgvi fwel¨r D¾¡j/fvj †`wL 5 4 3 2 1 

9 Lye Kg †ÿ‡ÎB Avgvi Rxe‡bi NUbv¸‡jv 

Avkvbyiæc nq 

5 4 3 2 1 

10 Avwg Zzjbvg~jK fv‡e myLx †eva Kwi 5 4 3 2 1 

 (GKvwK‡Z¡i cwigvc)      

11 Avgv‡K m½ †`qvi gvby‡li Afve Av‡Q 5 4 3 2 1 

12 wb‡Ri cwiev‡i Avgvi GKv GKv jv‡M 5 4 3 2 1 

13 wb‡Ri cwievi Qvov Ab¨‡`i †_‡K wb‡R‡K 

wewQbœ g‡b Kwi 

5 4 3 2 1 

14 Pviw`‡K †jvKRb Av‡Q wKš‘ g‡b nq †KDB 

Avgvi mv‡_ bvB 

5 4 3 2 1 

 (mvgvwRK m¤úK©)      

15 cwiev‡i m`m¨‡`i I AvZœxq ¯^R‡bi mv‡_ 

m¤ú‡K©i e¨cv‡i Avwg myLx 

5 4 3 2 1 

16 Kv‡Qi †jvKRb Avgv‡K mwVK 

†`Lfvj/‡mevhZœ K‡i 

5 4 3 2 1 

17 eZ©gvb Rxeb wb‡q Avwg fvj AvwQ g‡b Kwi 5 4 3 2 1 

18 Avwg †LvjvLywj K_v ej‡Z cvwi †KD Avgvi 

gZvg‡Z evav †`q bv 

5 4 3 2 1 

19 wb‡Ri Dci Avgvi fvj wbqš¿b Av‡Q 5 4 3 2 1 
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 (mvgvwRK myiÿv) 

‡¯‹j †Lqvj Kiæb 

‡KD 

bv 

1 

Rb 

2Rb  3-4 

Rb 

5-8 

Rb 

9- 

AwaK 

20 KZRb AvZœxq¯^Rb/eÜzevÜe‡K Avcwb gv‡m 

AšÍZ GKevi †`L‡Z hvb/ ‡LuvR Lei †bb 

0 1 2 3 4 5 

21 KZRb AvZœxq¯^Rb/eÜzevÜe gv‡m Avcbv‡K 

†`L‡Z Av‡m  

0 1 2 3 4 5 

22 KZRb AvZœxq ¯^Rb/eÜzevÜ‡ei mv‡_ Avcwb 

e¨w³MZ welq Av‡jvPbv Ki‡Z cv‡ib  

0 1 2 3 4 5 

23 KZRb wb‡Ri AvZœxq/eÜz‡K g‡b K‡ib WvK 

w`‡j mvnv‡h¨i Rb¨ cv‡eb  

0 1 2 3 4 5 

 

  (myL-¯̂v¯’¨)      

24 Rxe‡b hv †P‡qwQ †gvUvgywU wVK Zv †c‡qwQ 5 4 3 2 1 

25 Avwg GLbI g‡bKwi Avgvi †eu‡P _vKvi A_© 

Av‡Q 

5 4 3 2 1 

26 Avgvi ¯^v‡ ’̄¨i Ae¯’v wb‡q Avwg †ek mš‘ó 5 4 3 2 1 

27 kix‡ii e¨_v†e`bv Avwg hv Ki‡Z PvB Zv †_‡K 

Avgv‡K weiZ iv‡L 

5 4 3 2 1 

28 Avwg Avgvi eZ©gvb  Rxeb‡K †ek Dc‡fvM Kwi 5 4 3 2 1 

29 Avgvi avibv mgv‡R GLbI Avgvi cÖ‡qvRb 

Av‡Q 

5 4 3 2 1 

30 wb‡R‡K Avgvi †ek wbivc` g‡b nq 5 4 3 2 1 

31 Avgvi Pvicvk (hvZvqvZ e¨e¯’v, Nievwo, 

ev_iæg, wmwo BZ¨vw`) Ab~Kzj g‡b nq 

5 4 3 2 1 

 (bvbvwea)      

32 cÖwZw`‡bi KvR K‡g©i kw³mvg_© Av‡Q 5 4 3 2 1 

33 eq‡mi Kvi‡b wb‡Ri †Pnvivi †h cwieZ©b Zv 

Avwg MÖnb Ki‡Z  ‡c‡iwQ 

5 4 3 2 1 

34 wb‡Ri cÖ‡qvRb †gUvi gZ h‡_ó A_© Avgvi 

Av‡Q 

5 4 3 2 1 

35 ‡h LeivLei (Z_¨) Avgvi `iKvi, Zv  nv‡Zi 

bvMv‡j ‡c‡q hvB 

5 4 3 2 1 

36 Avgvi ch©vß wekÖv‡gi my‡hvM Av‡Q 5 4 3 2 1 

37 gb PvB‡jB Avwg Avkcv‡k Nyiv‡div Ki‡Z cvwi 5 4 3 2 1 

38 Avgvi Kv‡Ri mvg_© GLbI AUzU Av‡Q, GUv 5 4 3 2 1 
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wb‡q Avwg mš‘ó 

39 Avgvi ‡h․b Rxeb fvj †K‡U‡Q GUv wb‡q Avwg 

mš‘ó 

5 4 3 2 1 

40 Amy‡L wemy‡L mn‡R ¯̂v¯’¨†mev (nvmcvZvj, 

wK¬wbK) cvB 

5 4 3 2 1 

                    (ag© welqK) 

41 agx©q KvRKg© (bvgvR, †ivRv, c~Rv/cÖv_©bv 

BZ¨vw`) ¯^v‡¯’¨i Rb¨ fvj, GwU g~jZ GKRb 

cÖexY‡K kvwiixKfv‡e mPj iv‡L| 

5 4 3 2 1 

42 agx©q KvRKg© g‡b kvwšÍ †`q| Ab¨vb¨ Kó 

fywj‡q †`q| 

5 4 3 2 1 

43 ag©xq KvRKg© (bvgvR, †ivRv, c~‡Rv/cÖv_©bv 

BZ¨vw`) Avgv‡K mvgvwRKfv‡e mPj iv‡L I 

m¤§vb evovq| 

5 4 3 2 1 

44 agx©q KvR GLb Avgvi Kv‡Q me‡P‡q ¸iæZ¡c~Y©| 

GLb Avgvi wPšÍv ïay bvgvR †ivRv wb‡q, Ab¨ 

Kv‡Ri K_v fvwebv| 

5 4 3 2 1 

50  hw` ag©xq KvR (bvgvR, †ivRv, c~‡Rv/cÖv_©bv 

BZ¨vw`) eva¨Zvg~jK bv  nZ, Ab¨ KvR¸‡jv‡ZI 

mv”Q›` †eva KiZvg| 

5 4 3 2 1 

45 Avgvi mPj/mwµq _vKv Ges ag©xq KvR (bvgvR, 

†ivRv BZ¨vw`) Gi g‡a¨ GKUv m¤úK© Av‡Q| 

5 4 3 2 1 

 (mvgvwRK Ae`vb)      

46 Avwg g‡bKwi mgvR‡K Avgvi mva¨gZ w`‡qwQ 

Ges w`‡q hvw”Q| 

5 4 3 2 1 

47 Avwg mgvR‡K hZUv w`‡Z PvB ZZUv w`‡Z cviwQ 

bv| 

5 4 3 2 1 

       

 

 

Z_¨ msMÖnKvixi ¯̂vÿi............................................................................ 
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APPENDIX-B: 

Supplement Figures, Graphs, Tables etc. 

 

Figure 3.1 A : World population pyramid by age and sex 2023 

Source: United Nations, DESA, Population Division, World population projection 2022. 

http//population.un.org/wpp 

 

Figure 3.2B : Europe and Northern America population pyramid by age and sex 2023 

 
 

Source: United Nations, DESA, Population Division, World population projection 2022. 

http//population.un.org/wpp 
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Figure 3.3C : Eastern and South-Eastern Asia population pyramid by age and sex 2023 
 

Source: United Nations, DESA, Population Division, World population projection 2022. 

http//population.un.org/wpp 



193 
 

 

APPENDIX-C 
 

 Sections, Variables and Districts 

 
 

First section - Socio Demographic- 29 variables/questions 

Second section- The rest of the variables: General Health Questions- 5, LOT-R (Life Orientation 

Test-Revised), -9, Health and LifeStyle Questionnaire (Social Relations)-2, Health and LifeStyle 

Questionnaire (Well Being)-3, Social Environment (Social support)-4, Determinants of Health 

and Social service (Satisfaction with life scale)-2, Determinants of Physical Environment 

(WHOQOL-BREF Domains)-15, (Physical health Activities of daily living-2 Psychological 

Bodily image and appearance-4 Social relationships Personal relationships-6 Environment 

Financial resources-). Spiritual Determinants-6, Social Contribution-2. 

Total variables -88 

 

 

 
 List of Districts 

 

B Baria, Bagerhat, Bogura, Barishal, Chandpur, Chapai Nawabganj, Chuadanga, Comilla, Cox's 

Bazar, Demra, Dhaka, Dhamrai, Dinajpur, Faridpur, Feni, Fodirpur, Gazipur, Ghaibanda, 

Gopalgonj, Habiganj, Jalokhati, Jamalpur, Jaypurhat, Jessore, Khagracori, Khulna, Kishorgonj, 

Kurigram, Kustia, Lalmonirhat, Laxmipur, Madaripur, Manikgonj, Moulovibazar, Mymensing, 

Munshigonj, Narayanganj, Nator, Nawgaon, Nilphamari, Noakhali, Norshingdi, Pabna, 

Patuakhali, Ponchogar, Rajbari, Rajshahi, Rangamati, Rongpur, Satkhira, Shariatpur, Sherpur, 

Shirajganj, Shylet, Tangail and  Vola. 
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Section A 

4. Frequency distributions of the socio-demographic variables 

 

Table 4.1 Gender of the respondent 
 

 
Gender of the respondent 

  Frequency Percent Valid 

Percent 

Cumulative 

Percent 

Valid Male 252 63.0 63.0 63.0 

Female 148 37.0 37.0 100.0 

Total 400 100.0 100.0  

 

Table 4.2 Location/District of the respondent 
 

 
Location (Division) Num Percentage 

Dhaka 175 43.75 

Chattagram 80 20 

Barishal 25 6.25 

Sylhet 20 5 

Khulna 35 8.75 

Rajshahi 35 8.75 

Rangpur 30 7.5 

 400 100 
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Table: 4.3:Present location/area of the respondents 

 
 

Present location/area 
 

   
Frequency 

 
Percent 

 
Valid Percent 

Cumulative 

Percent 

Valid Urban area 235 58.8 59.6 59.6 

Rural area 159 39.8 40.4 100.0 

Total 394 98.5 100.0  

Missing System 6 1.5   

Total 400 100.0   

 
Table 4.4 Education of the respondent 

 
 

Education of the respondent 
 

   
Frequency 

 
Percent 

 
Valid Percent 

Cumulative 

Percent 

Valid Illiterate 
149 37.2 37.7 37.7 

up to class Eight 124 31.0 31.4 69.1 

SSC 45 11.2 11.4 80.5 

HSC 37 9.2 9.4 89.9 

Graduate 28 7.0 7.1 97.0 

Post-graduate 12 3.0 3.0 100.0 

Total 395 98.8 100.0  

Missing System 5 1.2   

Total 400 100.0   
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Table 4.5 Marital Status of the respondent 

 
 

Marital Status 
 

   
Frequency 

 
Percent 

 
Valid Percent 

Cumulative 

Percent 

Valid Unmarried 9 2.2 2.2 2.2 

Married 282 70.5 70.5 72.8 

Divorced 14 3.5 3.5 76.2 

Widowed 62 15.5 15.5 91.8 

Bipotnik 30 7.5 7.5 99.2 

Others 3 .8 .8 100.0 

Total 400 100.0 100.0  

 
Table 4.6 Living condition (whom do they live with) of the respondent 

 
 

Whom do you live with? 
 

   
Frequency 

 
Percent 

 
Valid Percent 

Cumulative 

Percent 

Valid Son 241 60.2 60.6 60.6 

Daughter 35 8.8 8.8 69.3 

Only hosband/wife 59 14.8 14.8 84.2 

Others 63 15.8 15.8 100.0 

Total 398 99.5 100.0  

Missing System 2 .5   

Total 400 100.0   
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Table 4.7 Past occupation of the respondent 

 
 

Past occupation 
 

   
Frequency 

 
Percent 

 
Valid Percent 

Cumulative 

Percent 

Valid Government service 51 12.8 12.9 12.9 

Non-government service 25 6.2 6.3 19.3 

Business 96 24.0 24.4 43.7 

Agricultural work 72 18.0 18.3 61.9 

Others 150 37.5 38.1 100.0 

Total 394 98.5 100.0  

Missing System 6 1.5   

Total 400 100.0   

 
Table 4.8 Present occupation of the respondent 

 
 

Present Occupation 

   
Frequency 

 
Percent 

 
Valid Percent 

Cumulative 

Percent 

Valid Full time work 73 18.2 18.8 18.8 

Part-time work 71 17.8 18.3 37.0 

Not in work but looking 

for it 
34 8.5 8.7 45.8 

Unable to work and in 

retirement 
59 14.8 15.2 60.9 

Do agricultural work 130 32.5 33.4 94.3 

others 22 5.5 5.7 100.0 

Total 389 97.2 100.0  

Missing System 11 2.8   

Total 400 100.0   
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Table 4.9 Source of income of the respondent 

 
 

Do you have your own source of income 
 

   
Frequency 

 
Percent 

 
Valid Percent 

Cumulative 

Percent 

Valid yes 235 58.8 59.2 59.2 

no 162 40.5 40.8 100.0 

Total 397 99.2 100.0  

Missing System 3 .8   

Total 400 100.0   

 
Table 4.10 Main Source of income of the respondent 

 
 

Sources of income (main) 
 

   
Frequency 

 
Percent 

 
Valid Percent 

Cumulative 

Percent 

Valid Pension 46 11.5 12.1 12.1 

Land 86 21.5 22.6 34.6 

Business 73 18.2 19.2 53.8 

House rent 29 7.2 7.6 61.4 

Alms 18 4.5 4.7 66.1 

Others 129 32.2 33.9 100.0 

Total 381 95.2 100.0  

Missing System 19 4.8   

Total 400 100.0   
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Table 4.11 Monthlyincome of the respondent 

 
 

Monthly income range 
 

   
Frequency 

 
Percent 

 
Valid Percent 

Cumulative 

Percent 

Valid less than 5000 taka 100 25.0 25.6 25.6 

5000-10000 taka 83 20.8 21.2 46.8 

10001-15000 taka 41 10.2 10.5 57.3 

15001-20000 taka 32 8.0 8.2 65.5 

20001-25000 taka 30 7.5 7.7 73.1 

above 25000 taka 104 26.0 26.6 99.7 

I dont know 1 .2 .3 100.0 

Total 391 97.8 100.0  

Missing System 9 2.2   

Total 400 100.0   

 
Table 4.12 Whether receive any benefit/allowance 

 
 

Do you receive any benefit/allowance? 
 

   
Frequency 

 
Percent 

Valid 

Percent 

Cumulative 

Percent 

Valid yes 67 16.8 16.9 16.9 

no 330 82.5 83.1 100.0 

Total 397 99.2 100.0  

Missing System 3 .8   

Total 400 100.0   



200 
 

Table 4.13 Type of benefit/allowance received by respondents 

 
 

What type of allownce you receive? 
 

   
Frequency 

 
Percent 

 
Valid Percent 

Cumulative 

Percent 

Valid Old Age Allowance 29 7.2 35.4 35.4 

Freedom Fighter 

Allowance 
22 5.5 26.8 62.2 

VGD 8 2.0 9.8 72.0 

Others 23 5.8 28.0 100.0 

Total 82 20.5 100.0  

Missing System 318 79.5   

Total 400 100.0   

 
Table 4.14 Benefit from NGOs received by the respondents 

 
 

Do you receive any benefit from any NGO? 
 

   
Frequency 

 
Percent 

Valid 

Percent 

Cumulative 

Percent 

Valid yes 23 5.8 5.8 5.8 

no 376 94.0 94.2 100.0 

Total 399 99.8 100.0  

Missing System 1 .2   

Total 400 100.0   
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Table 4.15 Type of Benefit from NGOs 

 
 

What benefit you receive? 
 

   
Frequency 

 
Percent 

 
Valid Percent 

Cumulative 

Percent 

Valid  377 94.2 94.2 94.2 

cow 2 .5 .5 94.8 

loan 11 2.8 2.8 97.5 

Loan 1 .2 .2 97.8 

Micro Credit 4 1.0 1.0 98.8 

Microcredit 2 .5 .5 99.2 

Residence 1 .2 .2 99.5 

sanitation 1 .2 .2 99.8 

Sanitation 1 .2 .2 100.0 

Total 400 100.0 100.0  

 
Table 4.16 perception on the behavior of family members 

 
 

Your perception on the behavior of family members 

   
Frequency 

 
Percent 

 
Valid Percent 

Cumulative 

Percent 

Valid Very good 124 31.0 31.3 31.3 

Good 176 44.0 44.4 75.8 

Fair 80 20.0 20.2 96.0 

Unfair 6 1.5 1.5 97.5 

Very bad 10 2.5 2.5 100.0 

Total 396 99.0 100.0  

Missing System 4 1.0   

Total 400 100.0   
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Table 4.17 Regular Health Check-up need of the respondents 

 
 

Do you need regular health check-up? 
 

  Frequency Percent Valid Percent Cumulative Percent 

Valid yes 174 43.5 43.9 43.9 

no 222 55.5 56.1 100.0 

Total 396 99.0 100.0  

Missing System 4 1.0   

Total 400 100.0   

 

 

4.18 Table: Percentage of Health issues / Health problems reported by the older persons 

under study. 

 
 

 Health issues/problems Percentage of Yes 

responses 

1. Diabetes 33.6% 

2. Heart-disease 19.5% 

3. High blood pressure 33.0% 

4. pain (Sciatica) 46.2% 

5. Constipation 9.3% 

6. Peptic ulcer 4.0% 

7. Others 29% 
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Section- B 

APPENDIX-D 

Table-5 Frequency and percentage of the statements by respondents 

Table: 5.1 
 

 
I have been able to concentrate 

  Frequency Percent Valid 

Percent 

Cumulative 

Percent 

Valid Fully Disagree 27 6.8 6.8 6.8 

Disagree 59 14.8 14.8 21.5 

Neither Agree nor 

Disagree 

71 17.8 17.8 39.2 

Agree 161 40.2 40.2 79.5 

Fully Agree 82 20.5 20.5 100.0 

Total 400 100.0 100.0  

 

Table: 5.2 
 

 

I felt capable of making decisions 
 

   
Frequency 

 
Percent 

 
Valid Percent 

Cumulative 

Percent 

Valid Fully Disagree 25 6.2 6.2 6.2 

Disagree 54 13.5 13.5 19.8 

Neither Agree nor 

Disagree 
70 17.5 17.5 37.2 

Agree 131 32.8 32.8 70.0 

Fully agree 120 30.0 30.0 100.0 

Total 400 100.0 100.0  
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Table: 5.3 
 

 

I have been able to enjoy normal activities 
 

   
Frequency 

 
Percent 

 
Valid Percent 

Cumulative 

Percent 

Valid Fully Disagree 18 4.5 4.5 4.5 

Disagree 53 13.2 13.3 17.8 

Neither Agree nor 

Disagree 
59 14.8 14.8 32.7 

Agree 150 37.5 37.7 70.4 

Fully Agree 118 29.5 29.6 100.0 

Total 398 99.5 100.0  

Missing System 2 .5   

Total 400 100.0   

 

Table: 5.4 

I have been feeling unhappy and depressed 
 

   
Frequency 

 
Percent 

 
Valid Percent 

Cumulative 

Percent 

Valid Fully Disagree 41 10.2 10.2 10.2 

Disagree 132 33.0 33.0 43.2 

Neither Agreee nor 

Disagree 
95 23.8 23.8 67.0 

Agree 101 25.2 25.2 92.2 

Fully Agree 31 7.8 7.8 100.0 

Total 400 100.0 100.0  
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Table: 5.5 

I remain anxious and tensed 
 

   
Frequency 

 
Percent 

 
Valid Percent 

Cumulative 

Percent 

Valid Fully Disagree 37 9.2 9.3 9.3 

Disagree 82 20.5 20.7 30.1 

Neither Agree nor 

Disagree 
81 20.2 20.5 50.5 

Agree 141 35.2 35.6 86.1 

Fully Agree 55 13.8 13.9 100.0 

Total 396 99.0 100.0  

Missing System 4 1.0   

Total 400 100.0   

 

Table: 5.6 

I feel my mind green and live 
 

   
Frequency 

 
Percent 

 
Valid Percent 

Cumulative 

Percent 

Valid Fully Disagree 19 4.8 4.8 4.8 

Disagree 61 15.2 15.3 20.1 

Neither Agree nor 

Disagree 
105 26.2 26.3 46.4 

Disagree 150 37.5 37.6 84.0 

Fully Agree 64 16.0 16.0 100.0 

Total 399 99.8 100.0  

Missing System 1 .2   

Total 400 100.0   
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Table: 5.7 
 

 

I can do my activities in an organized way 
 

   
Frequency 

 
Percent 

 
Valid Percent 

Cumulative 

Percent 

Valid Fully Disagree 19 4.8 4.8 4.8 

Disagree 56 14.0 14.0 18.8 

Neither Agree nor 

Disagree 
81 20.2 20.3 39.1 

Agree 149 37.2 37.3 76.4 

Fully Agree 94 23.5 23.6 100.0 

Total 399 99.8 100.0  

Missing System 1 .2   

Total 400 100.0   

 

Table: 5.8 

I am always optimistic about my future 
 

   
Frequency 

 
Percent 

 
Valid Percent 

Cumulative 

Percent 

Valid Fully Disagree 44 11.0 11.1 11.1 

Disagree 82 20.5 20.6 31.7 

Neither Agree nor 

Disagree 
130 32.5 32.7 64.3 

Agree 82 20.5 20.6 84.9 

Fully Agree 60 15.0 15.1 100.0 

Total 398 99.5 100.0  

Missing System 2 .5   

Total 400 100.0   
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Table: 5.9 

I hardly ever expect things to go on my way. 
 

   
Frequency 

 
Percent 

 
Valid Percent 

Cumulative 

Percent 

Valid Fully Disagree 18 4.5 4.5 4.5 

Disagree 80 20.0 20.1 24.6 

Neither Agree nor 

Disagree 
119 29.8 29.8 54.4 

Agree 127 31.8 31.8 86.2 

Fully Agree 55 13.8 13.8 100.0 

Total 399 99.8 100.0  

Missing System 1 .2   

Total 400 100.0   

 
 

Table: 5.10 
 

 

 

I have been feeling reasonably happy 
 

   
Frequency 

 
Percent 

 
Valid Percent 

Cumulative 

Percent 

Valid Fully Disagree 19 4.8 4.8 4.8 

Disagree 58 14.5 14.5 19.2 

Neither Agree nor 

Disagree 
86 21.5 21.5 40.8 

Agree 151 37.8 37.8 78.5 

Fully Agree 86 21.5 21.5 100.0 

Total 400 100.0 100.0  
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Table: 5.11 
 

 

I lack companionship 
 

   
Frequency 

 
Percent 

 
Valid Percent 

Cumulative 

Percent 

Valid Fully Disagree 69 17.2 17.2 17.2 

Disagree 120 30.0 30.0 47.2 

Neither Agree nor 

Disagree 
74 18.5 18.5 65.8 

Agree 95 23.8 23.8 89.5 

Fully Agree 42 10.5 10.5 100.0 

Total 400 100.0 100.0  

 

 

 

 

Table: 5.12 

I feel left out by the family and society 
 

   
Frequency 

 
Percent 

 
Valid Percent 

Cumulative 

Percent 

Valid Fully Disagree 99 24.8 24.8 24.8 

Disagree 124 31.0 31.1 55.9 

Neither Agree nor 

Disagree 
62 15.5 15.5 71.4 

Agree 80 20.0 20.1 91.5 

Fully Agree 34 8.5 8.5 100.0 

Total 399 99.8 100.0  

Missing System 1 .2   
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I feel left out by the family and society 
 

   
Frequency 

 
Percent 

 
Valid Percent 

Cumulative 

Percent 

Valid Fully Disagree 99 24.8 24.8 24.8 

Disagree 124 31.0 31.1 55.9 

Neither Agree nor 

Disagree 
62 15.5 15.5 71.4 

Agree 80 20.0 20.1 91.5 

Fully Agree 34 8.5 8.5 100.0 

Total 399 99.8 100.0  

Missing System 1 .2   

Total 400 100.0   

 

Table: 5.13 

I feel isolation from others 
 

   
Frequency 

 
Percent 

 
Valid Percent 

Cumulative 

Percent 

Valid Fully Disagree 74 18.5 18.5 18.5 

Disagree 136 34.0 34.1 52.6 

Neither Agree nor 

Disagree 
52 13.0 13.0 65.7 

Agree 98 24.5 24.6 90.2 

Fully Agree 39 9.8 9.8 100.0 

Total 399 99.8 100.0  

Missing System 1 .2   

Total 400 100.0   
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Table: 5.14 
 

 

People are around me but not with me 
 

   
Frequency 

 
Percent 

 
Valid Percent 

Cumulative 

Percent 

Valid Fully Disagree 87 21.8 21.8 21.8 

Disagree 116 29.0 29.0 50.8 

Neither Agree nor 

Disagree 
69 17.2 17.2 68.0 

Agree 86 21.5 21.5 89.5 

Fully Agree 42 10.5 10.5 100.0 

Total 400 100.0 100.0  

 

 

 

 

Table: 5.15 

 
 

I am happy with the relationship I have with my family members and relatives 
 

   
Frequency 

 
Percent 

 
Valid Percent 

Cumulative 

Percent 

Valid Fully Disagree 6 1.5 1.5 1.5 

Disagree 62 15.5 15.5 17.0 

Neither Agree nor 

Disagree 
71 17.8 17.8 34.8 

Agree 162 40.5 40.5 75.2 

Fully Agree 99 24.8 24.8 100.0 

Total 400 100.0 100.0  
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Table: 5.16 
 

 

My near and dear ones are intimate and take proper care of mine 
 

   
Frequency 

 
Percent 

 
Valid Percent 

Cumulative 

Percent 

Valid Fully Disagree 17 4.2 4.2 4.2 

Disagree 35 8.8 8.8 13.0 

Neither Agree nor Disagree 80 20.0 20.0 33.0 

Agree 151 37.8 37.8 70.8 

Fully Agree 117 29.2 29.2 100.0 

Total 400 100.0 100.0  

 

 

 

 

Table: 5.17 
 

My present life gives me a sense of well being 
 

   
Frequency 

 
Percent 

 
Valid Percent 

Cumulative 

Percent 

Valid Fully Disagree 16 4.0 4.0 4.0 

Disagree 42 10.5 10.5 14.5 

Neither agree nor disagree 72 18.0 18.0 32.6 

Agree 156 39.0 39.1 71.7 

Fully Agree 113 28.2 28.3 100.0 

Total 399 99.8 100.0  

Missing System 1 .2   

Total 400 100.0   
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Table: 5.18 

I can speak openly; no one gives me barrier on my opinion 
 

   
Frequency 

 
Percent 

 
Valid Percent 

Cumulative 

Percent 

Valid Fully Disagree 18 4.5 4.5 4.5 

Disagree 60 15.0 15.0 19.5 

Neither agree nor 

Disagree 
84 21.0 21.1 40.6 

Agree 141 35.2 35.3 75.9 

Fully Agree 96 24.0 24.1 100.0 

Total 399 99.8 100.0  

Missing System 1 .2   

Total 400 100.0   

 

Table: 5.19 

I have good personal control (internal and external control) 
 

   
Frequency 

 
Percent 

 
Valid Percent 

Cumulative 

Percent 

Valid Fully Disagree 12 3.0 3.1 3.1 

Disagree 42 10.5 10.8 13.8 

Neither Agree nor 

Disagree 
73 18.2 18.7 32.6 

Agree 160 40.0 41.0 73.6 

Fully Agree 103 25.8 26.4 100.0 

Total 390 97.5 100.0  

Missing System 10 2.5   



213 
 

I have good personal control (internal and external control) 
 

   
Frequency 

 
Percent 

 
Valid Percent 

Cumulative 

Percent 

Valid Fully Disagree 12 3.0 3.1 3.1 

Disagree 42 10.5 10.8 13.8 

Neither Agree nor 

Disagree 
73 18.2 18.7 32.6 

Agree 160 40.0 41.0 73.6 

Fully Agree 103 25.8 26.4 100.0 

Total 390 97.5 100.0  

Missing System 10 2.5   

Total 400 100.0   

 

Table: 5.20 
 

 

How many relatives do you see or hear from at least once a month? 
 

   
Frequency 

 
Percent 

 
Valid Percent 

Cumulative 

Percent 

Valid no one 34 8.5 8.5 8.5 

1 person 37 9.2 9.2 17.8 

2 person 88 22.0 22.0 39.8 

3-4 person 129 32.2 32.2 72.0 

5-8 person 72 18.0 18.0 90.0 

above 9 40 10.0 10.0 100.0 

Total 400 100.0 100.0  
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Table: 5.21 

 
 

How many relatives/friends come to see you from at least once a month? 
 

   
Frequency 

 
Percent 

 
Valid Percent 

Cumulative 

Percent 

Valid no one 38 9.5 9.5 9.5 

1 person 40 10.0 10.0 19.5 

2 person 72 18.0 18.0 37.5 

3-4 person 140 35.0 35.0 72.5 

5-8 person 64 16.0 16.0 88.5 

above 9 46 11.5 11.5 100.0 

Total 400 100.0 100.0  

 

 

 

 
Table: 5.22 

 
 

How many friends/relatives you can talk about private matters? 
 

   
Frequency 

 
Percent 

 
Valid Percent 

Cumulative 

Percent 

Valid no one 44 11.0 11.0 11.0 

1 person 50 12.5 12.5 23.5 

2 person 115 28.8 28.8 52.2 

3-4 person 119 29.8 29.8 82.0 

5-8 person 48 12.0 12.0 94.0 

above 9 24 6.0 6.0 100.0 

Total 400 100.0 100.0  
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Table: 5.23 
 

 

How many relatives/friends you could call on them for help? 
 

   
Frequency 

 
Percent 

 
Valid Percent 

Cumulative 

Percent 

Valid no one 26 6.5 6.5 6.5 

1 person 37 9.2 9.2 15.8 

2 person 79 19.8 19.8 35.5 

3-4 person 115 28.8 28.8 64.2 

5-8 person 78 19.5 19.5 83.8 

above 9 65 16.2 16.2 100.0 

Total 400 100.0 100.0  

 

 

 

Table: 5.24 

In most ways of my life is close to my ideal 
 

   
Frequency 

 
Percent 

 
Valid Percent 

Cumulative 

Percent 

Valid Fully Disagree 27 6.8 6.8 6.8 

Disagree 74 18.5 18.5 25.3 

Neither Agree nor 

Disagree 
98 24.5 24.6 49.9 

Agree 137 34.2 34.3 84.2 

Fully Agree 63 15.8 15.8 100.0 

Total 399 99.8 100.0  

Missing System 1 .2   
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In most ways of my life is close to my ideal 
 

   
Frequency 

 
Percent 

 
Valid Percent 

Cumulative 

Percent 

Valid Fully Disagree 27 6.8 6.8 6.8 

Disagree 74 18.5 18.5 25.3 

Neither Agree nor 

Disagree 
98 24.5 24.6 49.9 

Agree 137 34.2 34.3 84.2 

Fully Agree 63 15.8 15.8 100.0 

Total 399 99.8 100.0  

Missing System 1 .2   

Total 400 100.0   

 

Table: 5.25 

I am satisfied with my life 
 

   
Frequency 

 
Percent 

 
Valid Percent 

Cumulative 

Percent 

Valid Fully Disagree 25 6.2 6.3 6.3 

Disagree 55 13.8 13.9 20.2 

Neither Agree nor 

Disagree 
99 24.8 24.9 45.1 

Agree 136 34.0 34.3 79.3 

Fully Agree 82 20.5 20.7 100.0 

Total 397 99.2 100.0  

Missing System 3 .8   

Total 400 100.0   
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Table: 5.26 

I am satisfied with my health status 
 

   
Frequency 

 
Percent 

 
Valid Percent 

Cumulative 

Percent 

Valid Fully Disagree 35 8.8 8.8 8.8 

Disagree 94 23.5 23.6 32.4 

Neither Agree nor 

Disagree 
85 21.2 21.4 53.8 

Agree 123 30.8 30.9 84.7 

Fully Agree 61 15.2 15.3 100.0 

Total 398 99.5 100.0  

Missing System 2 .5   

Total 400 100.0   

 

 

Table: 5.27 

physical pain prevents me from doing what i need to do 
 

   
Frequency 

 
Percent 

Valid 

Percent 

Cumulative 

Percent 

Valid Fully Disagree 41 10.2 10.3 10.3 

Disagree 87 21.8 21.9 32.2 

Neither Agree nor 

Disagree 
85 21.2 21.4 53.7 

Agree 132 33.0 33.2 86.9 

Fully Agree 52 13.0 13.1 100.0 

Total 397 99.2 100.0  

Missing System 3 .8   

Total 400 100.0   

Mahamudul Hasan
Typewritten text
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Table: 5.28 
 

I enjoy my life 

   
Frequency 

 
Percent 

 
Valid Percent 

Cumulative 

Percent 

Valid Fully Disagree 19 4.8 4.8 4.8 

Disagree 92 23.0 23.1 27.9 

Neither Agree nor 

Disagree 
96 24.0 24.1 52.0 

Agree 133 33.2 33.4 85.4 

Fully Agree 58 14.5 14.6 100.0 

Total 398 99.5 100.0  

Missing System 2 .5   

Total 400 100.0   

Table: 5.29 

feel my life to be meaningful 
 

   
Frequency 

 
Percent 

 
Valid Percent 

Cumulative 

Percent 

Valid Fully Disagree 25 6.2 6.3 6.3 

Disagree 70 17.5 17.6 23.9 

Neither Agree nor 

Disagree 
114 28.5 28.6 52.5 

Agree 121 30.2 30.4 82.9 

Fully Agree 68 17.0 17.1 100.0 

Total 398 99.5 100.0  

Missing System 2 .5   

Total 400 100.0   

Mahamudul Hasan
Typewritten text
Dhaka University Institutional Repository



219 
 

Table: 5.30 

I feel safe in my daily life 
 

   
Frequency 

 
Percent 

 
Valid Percent 

Cumulative 

Percent 

Valid Fully Disagree 13 3.2 3.3 3.3 

Disagree 61 15.2 15.3 18.5 

Neither Agree nor 

Disagree 
100 25.0 25.1 43.6 

Agree 154 38.5 38.6 82.2 

Fully Agree 71 17.8 17.8 100.0 

Total 399 99.8 100.0  

Missing System 1 .2   

Total 400 100.0   

 

Table: 5.31 

I fell healthy inmyphysical environment 
 

   
Frequency 

 
Percent 

 
Valid Percent 

Cumulative 

Percent 

Valid Fully Disagree 27 6.8 6.8 6.8 

Disagree 77 19.2 19.4 26.2 

Neither Agree nor 

Disagree 
63 15.8 15.9 42.1 

Agree 127 31.8 32.0 74.1 

Fully Agree 103 25.8 25.9 100.0 

Total 397 99.2 100.0  

Missing System 3 .8   

Total 400 100.0   

Mahamudul Hasan
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Table: 5.32 

I have enough energy for everyday life 
 

   
Frequency 

 
Percent 

 
Valid Percent 

Cumulative 

Percent 

Valid Fully Disagree 27 6.8 6.8 6.8 

Disagree 71 17.8 17.8 24.6 

Neither Agree nor 

Disagree 
75 18.8 18.8 43.4 

Agree 146 36.5 36.6 79.9 

Fully Agree 80 20.0 20.1 100.0 

Total 399 99.8 100.0  

Missing System 1 .2   

Total 400 100.0   

 

Table: 5.33 

I am able to accept my bodily appearance 
 

   
Frequency 

 
Percent 

 
Valid Percent 

Cumulative 

Percent 

Valid Fully Disagree 14 3.5 3.5 3.5 

Disagree 46 11.5 11.5 15.0 

Neither Agree nor 

Disagree 
79 19.8 19.8 34.8 

Agree 163 40.8 40.9 75.7 

Fully Agree 97 24.2 24.3 100.0 

Total 399 99.8 100.0  

Missing System 1 .2   

Total 400 100.0   

Mahamudul Hasan
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Table: 5.34 
 

 

I have enough money to meet my needs 
 

   
Frequency 

 
Percent 

 
Valid Percent 

Cumulative 

Percent 

Valid Fully Disagree 26 6.5 6.5 6.5 

Disagree 82 20.5 20.5 27.0 

Neither Agree nor 

Disagree 
77 19.2 19.2 46.2 

Agree 125 31.2 31.2 77.5 

Fully Agree 90 22.5 22.5 100.0 

Total 400 100.0 100.0  

 

Table: 5.35 

I get available information in day-to-day life 
 

   
Frequency 

 
Percent 

 
Valid Percent 

Cumulative 

Percent 

Valid Fully Disagree 34 8.5 8.5 8.5 

Disagre 65 16.2 16.2 24.8 

Neither Agree nor 

Disagree 
108 27.0 27.0 51.8 

Agree 128 32.0 32.0 83.8 

Fully Agree 65 16.2 16.2 100.0 

Total 400 100.0 100.0  

Mahamudul Hasan
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Table: 5.36 
 

 

I have the opportunity for leisure activities 
 

   
Frequency 

 
Percent 

 
Valid Percent 

Cumulative 

Percent 

Valid Fully Disagree 21 5.2 5.2 5.2 

Disgree 67 16.8 16.8 22.0 

Neither Agree nor 

Disagree 
82 20.5 20.5 42.5 

Agree 136 34.0 34.0 76.5 

Fully Agree 94 23.5 23.5 100.0 

Total 400 100.0 100.0  

 

 

 

Table: 5.37 

I am able to get around 
 

   
Frequency 

 
Percent 

 
Valid Percent 

Cumulative 

Percent 

Valid Fully Disagree 28 7.0 7.0 7.0 

Disagree 62 15.5 15.6 22.6 

Neither Agree nor 

Disagree 
60 15.0 15.1 37.7 

Agree 138 34.5 34.7 72.4 

Fully Agree 110 27.5 27.6 100.0 

Total 398 99.5 100.0  

Missing System 2 .5   

Total 400 100.0   

Mahamudul Hasan
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Table: 5.38 

I am satisfied with my capacity for work 
 

   
Frequency 

 
Percent 

 
Valid Percent 

Cumulative 

Percent 

Valid Fully Disagree 19 4.8 4.8 4.8 

Disagree 70 17.5 17.5 22.2 

Neither Agree nor 

Disagree 
71 17.8 17.8 40.0 

Agree 153 38.2 38.2 78.2 

Fully Agree 87 21.8 21.8 100.0 

Total 400 100.0 100.0  

 

Table: 5.39 

I am satisfied with my sex life 
 

   
Frequency 

 
Percent 

 
Valid Percent 

Cumulative 

Percent 

Valid Fully Disagree 6 1.5 1.5 1.5 

Disagree 31 7.8 7.9 9.4 

Neither Agree nor 

Disagree 
75 18.8 19.1 28.5 

Agree 142 35.5 36.1 64.6 

Fully Agree 139 34.8 35.4 100.0 

Total 393 98.2 100.0  

Missing System 7 1.8   

Total 400 100.0   

Mahamudul Hasan
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Table: 5.40 
 

I am satisfied with my access to health service 
 

   
Frequency 

 
Percent 

 
Valid Percent 

Cumulative 

Percent 

Valid Fully Disagree 16 4.0 4.1 4.1 

Disagree 52 13.0 13.2 17.2 

Neither Agree nor 

Disagree 
74 18.5 18.7 35.9 

Agree 142 35.5 35.9 71.9 

Fully Agree 111 27.8 28.1 100.0 

Total 395 98.8 100.0  

Missing System 5 1.2   

Total 400 100.0   

Table: 5.41 

The spiritual activities (Prayers, offerings etc.) is good for health, these indeed keeps an 

older person active. 

   
Frequency 

 
Percent 

 
Valid Percent 

Cumulative 

Percent 

Valid Fully Disagree 6 1.5 1.5 1.5 

Disagree 15 3.8 3.8 5.3 

Neither Agree nor 

Disagree 
23 5.8 5.8 11.1 

Agree 127 31.8 32.1 43.2 

Fully Agree 225 56.2 56.8 100.0 

Total 396 99.0 100.0  

Missing System 4 1.0   

Total 400 100.0   
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Table: 5.42 

The spiritual activities (Prayers, offerings etc.) generates peace in mind. 
 

   
Frequency 

 
Percent 

 
Valid Percent 

Cumulative 

Percent 

Valid Fully Disagree 9 2.2 2.3 2.3 

Disagree 18 4.5 4.6 6.8 

Neither Agree nor 

Disagree 
25 6.2 6.3 13.2 

Agree 111 27.8 28.1 41.3 

Fully Agree 232 58.0 58.7 100.0 

Total 395 98.8 100.0  

Missing System 5 1.2   

Total 400 100.0   

Table: 5.43 

The spiritual activities (Prayers, offerings etc.) keeps me socially active and increases 

respect 

   
Frequency 

 
Percent 

 
Valid Percent 

Cumulative 

Percent 

Valid Fully Disagree 10 2.5 2.5 2.5 

Disagree 15 3.8 3.8 6.3 

Neither Agree nor 

Disagree 
34 8.5 8.6 14.9 

Agree 103 25.8 26.0 40.9 

Fully Agree 234 58.5 59.1 100.0 

Total 396 99.0 100.0  

Missing System 4 1.0   

Total 400 100.0   
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Table: 5.44 

Spiritual activities is most important to me. I don’t think other activities except payers 

offerings etc. 

   
Frequency 

 
Percent 

 
Valid Percent 

Cumulative 

Percent 

Valid Fully Disagree 17 4.2 4.3 4.3 

Disagree 42 10.5 10.6 14.9 

Neither Agree nor 

Disagree 
93 23.2 23.5 38.4 

Agree 98 24.5 24.7 63.1 

Fully Agree 146 36.5 36.9 100.0 

Total 396 99.0 100.0  

Missing System 4 1.0   

Total 400 100.0   

Table: 5.45 

If spritual activities were not obvious, I would have been comfortable to other acuities 
 

   
Frequency 

 
Percent 

 
Valid Percent 

Cumulative 

Percent 

Valid Fully Disagree 127 31.8 32.2 32.2 

Disagree 85 21.2 21.5 53.7 

Neither Agree nor 

Disagree 
79 19.8 20.0 73.7 

Agree 41 10.2 10.4 84.1 

Fully Agree 63 15.8 15.9 100.0 

Total 395 98.8 100.0  

Missing System 5 1.2   

Total 400 100.0   

Mahamudul Hasan
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Table: 5.46 

My active ageing and spiritual activities are related 
 

   
Frequency 

 
Percent 

 
Valid Percent 

Cumulative 

Percent 

Valid Fully Disagree 9 2.2 2.3 2.3 

Disagree 16 4.0 4.1 6.3 

Neither Agree nor 

Disagree 
51 12.8 12.9 19.3 

Agree 156 39.0 39.6 58.9 

Fully Agree 162 40.5 41.1 100.0 

Total 394 98.5 100.0  

Missing System 6 1.5   

Total 400 100.0   

 

Table: 5.47 

I feel I have given my best to the society 
 

   
Frequency 

 
Percent 

 
Valid Percent 

Cumulative 

Percent 

Valid Fully Disagree 8 2.0 2.0 2.0 

Disagree 53 13.2 13.4 15.4 

Neither Agree nor 

Disagree 
135 33.8 34.1 49.5 

Agree 134 33.5 33.8 83.3 

Fully Agree 66 16.5 16.7 100.0 

Total 396 99.0 100.0  

Missing System 4 1.0   

Total 400 100.0   
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Table: 5.48 

I can’t give the society to my capability 
 

   
Frequency 

 
Percent 

 
Valid Percent 

Cumulative 

Percent 

Valid Fully Disagree 22 5.5 5.6 5.6 

Disagree 82 20.5 20.9 26.5 

Neither Agree nor 

Disagree 
137 34.2 34.9 61.5 

Agree 113 28.2 28.8 90.3 

Fully Agree 38 9.5 9.7 100.0 

Total 392 98.0 100.0  

Missing System 8 2.0   

Total 400 100.0   

 

Note: Results of above tables are discussed in Chapter-6:Results, Discussions, and Practical 

Implications. 
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