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Part 1: Introduction of revised Healthy & Active Ageing Index
(HAAI)

A. Background of the development of revised HAAI
The world's population is ageing rapidly, and some ASEAN countries are ageing more rapidly
than Japan. In 2013, the "Study Group on Japan's Contribution to International Active Ageing" was
held under the auspices of the International Division of the Ministry of Health, Labour and Welfare,
and its report was published (https://www.mhlw.go.jp/stf/shingi/0000041697.html). The results were
also reported at the ASEAN-Japan Active Ageing Regional Meeting held in the following year
(2014). Subsequently, the ASEAN-JAPAN Healthy and Active Ageing Index (HAAI), consisting of
25 indicators in six domains, was developed to clarify the current status of each ASEAN country.
We revised HAAI 2017 using the following procedure. For details, please refer to Parts 2—4.
Information on the ageing situation in ASEAN countries was collected from international
organizations and national governments, and several interviews were conducted. Based on the
survey results, a revised HAAI development and calculation methodology, consisting of 43
indicators from six domains, was established. Using this calculation method, we collected
indicator values for the revised HAALI for Japan, Indonesia, Thailand, Myanmar, Malaysia,
Vietnam, and the Philippines and visualized the indicators by domain. The revised HAAI was
presented to the ASEAN Center for Active Aging and Innovation (ACAI) and the Board of
Directors of the Thai Ministry of Health (Bangkok) via online meeting.

The validity and applicability of the revised HAAI indicators were tested based on the results of a
longitudinal analysis of cohort data from the 2018 Myanmar Older Persons Survey conducted in
Yangon and Bago. In cases where country-level data were not available for the Myanmar indicator
values, we substituted the values by this local cohort survey data after adjusting them by the

proportion of urban and rural populations in Myanmar.

To examine ways to improve the numerical values of each indicator in the revised HAAI, which
consists of 43 indicators in 6 domains, good practices of healthy and active ageing measures in
ASEAN countries were collected. The good practices were mainly collected through the Healthy
Ageing Prize for Asian Innovation (HAPI), which recognizes and awards initiatives that contribute
to achieving healthy longevity and improving care for older people in Asian countries. The HAPI
is supported by the Japan Center for International Exchange (JCIE) and the Economic Research
Institute for ASEAN and East Asia (ERIA), as part of the Asia Health and Wellbeing Initiative
(AHWIN) by the Japanese government.



B. Summary of the existing Healthy & Active Ageing Index
(reference to the 2020 report of the Study on Promoting Active and Healthy
Ageing in ASEAN (20BA2002) by Sasaki et al.)

To develop the revised HAAI, we compared the three existing HAAIs (Active Ageing Index by
the United Nations Economic Commission for Europe, Global AgeWatch Index by HelpAge

International, and Hartford Foundation Ageing Society Index) with the HAAI 2017. Compared to
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these indices, indicators not included in HAAI 2017 were “social participation,” “mental health,”
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“home ownership," "independence in daily living,
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community security,”" "lifelong learning," "use
of information and communication technology (ICT)," "transportation accessibility," and "vocational
training before turning 65+." On the other hand, key indicators included only in HAAI 2017 were

nn

"long-term care insurance services," "percentage of older adults needing long-term care," and "health

disparities." The HAAI 2017 also revealed a mix of individual-and national/regional-level data.
Based on the above results, the revised HAAI was developed considering compatibility with the

three existing HA Als while retaining the originality of HAAI 2017, including indicators related to

long-term care insurance and services.

C. Summary of interviews with key persons/organizations
(reference to the 2020 report of the Study on Promoting Active and Healthy
Ageing in ASEAN (20BA2002) by Hayashi & Nakagawa)

To develop the revised HAAI, we conducted online interviews with the key persons in charge of the
existing Active Ageing Indicators in each country and region and asked them about the contents,
challenges, and prospects (Table 1).

One of them was Professor Asghar Zaidi, who launched the Active Ageing Index (hereinafter referred to
as "European AAI") by Eurostat, which is considered to be the oldest existing indexes. The European
AAI uses a method of weighting and summing multiple indicators, similar to the United Nations Human
Development Index (HDI). Twenty-two indicators were set in four areas: (1) employment; (2) social
participation in society; (3) independent, healthy, and safe living; and (4) capacity and enabling
environment for active ageing. The total score was calculated by applying weights to each indicator.

The United Nations Economic Commission for Europe (UNECE) developed Active Ageing Indicators
in Asia and the Pacific, similar to the European AAI, and Prof. Zaidi calculated Active Ageing Indicators
for Thailand and Indonesia (Zaidi and Um 2019a). Using a similar approach, Prof. Zaidi also calculated
the Active Ageing Indicators for China and Korea (Zaidi and Um 2019b). These are called the New Asian
Active Ageing Index, modified from the European AAI, and consist of 19 indicators in four areas: (1)

employment; (2) participation in society; (3) independent, healthy, and secure living; and (4) capacity and
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an enabling environment for active ageing.

HelpAge International (hereinafter referred to as "HelpAge"), an international NGO on ageing, has
developed the Global AgeWatch Index in 2013, 2014 and 2015, a composite index similar to the Active
Ageing Index. The Global AgeWatch Index covers 96 countries, including low- and middle-income
countries and is a composite of 13 indicators in four areas: (1) income security, (2) health status, (3)
capability, and (4) enabling environment.

In 2020, the World Health Assembly and the United Nations General Assembly decided to designate the
period 2021-2030 as the Decade of Healthy Ageing, and action plans were developed (WHO 2020a). The
WHO Headquarters first published a baseline report (WHO, 2020b), and at the regional level, the Western
Pacific Regional Office developed an action plan for healthy ageing (WHO/WPRO, 2020). The Action
Plan for the Decade of Healthy Ageing states that instead of setting new indicators as an evaluation
framework, it is important to use existing indicators related to the SDGs and display each indicator by age
so that the situation of older adults is clear (WHO 2020a).

Professor Tengku Aizan of Universiti Putra Malaysia is currently calculating the Malaysian Active
Ageing Index (MyAAI) using Malaysian data. This index is based on several existing ageing indices. The
index follows the European AAI and consists of four areas: (1) employment; (2) participation in society;
(3) independent, healthy, and secure living; and (4) capacity and enabling environment for active ageing.
She pointed out that the gender gap in employment, social participation, filial piety, and religious beliefs
were among the characteristics peculiar to Asia.

A composite indicator such as the Active Ageing Indicator requires sufficient data to calculate, and it

is necessary to establish a data dashboard to visualize multiple data of many countries.

Table 1. Schedule of interviews to key persons/organizations

Date Target persons Organization Indicators

2020/11/4 (Wed) Aleksandr HelpAge International Global AgeWatch Index
17:00~19:00 Mihnovits

2020/12/1 (Tue) Asghar Zaidi Government College University | Europe & Asia Active
16:00~18:00 Ageing Index

2020/12/17 (Wed) | Hiromasa Okayasu | WHO/WPRO WHO Healthy Ageing
16:00~17:15 Monitoring Framework
2021/1/15 ( Fri ) | Sabine Henning UN ESCAP Asia Active Ageing Index
11:00~13:00

2021/2/2 ( Tue ) | Tengku Aizan Universiti Putra Malaysia Malaysia Active Ageing
11:00~13:00 Index
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Revised ASEAN-JAPAN Healthy and Active Ageing Index (2023)

Domain

Indicator

SDG
indicator

1.Policy & Statistics (10 indicators)

1) Policy-Multisectoral healthy and active ageing: yes/no

2) Policy-Health care including NCD: yes/no

3) Policy-Long-term care system: yes/no

4) Statistics-Older population proportion and distribution: yes/no
data

5) Statistics-Vital statistics (including cause of death)

6) Statistics-Health / living conditions of older persons

7) Statistics-Health care expenditure for older persons: yes/no data

8) Statistics-Number of health and long-term care workers: yes/no
data

9) Statistics- Capacity of long-term care facility: yes/no data

10) Total

2. Income & Livelihood Security (7 indicators)

1) Absolute poverty rate

1.2.1

2) Relative poverty rate

10.2.1

3) Financial tools

8.10.2

4) Food insecurity

2.1.2

5) Employment

8.5.2

6) Coverage of income security measures such as public pension or
welfare benefits

1.3.1

7) Home ownership

1.4.2

3.Health & Quality of Life (12 indicators)

1) Life Expectancy at age 60

2) Healthy life expectancy at age 60

3) NCD mortality

34.1

4) Suicide mortality rate among older people

342

5) Disability/ADLs

6) Disability/ WG (Washington Group)

7) Disability/GALI (Global Activity Limitation Index)

8) Prevalence of dementia

9) Subjective, self-rated health

10) Rate of receiving long-term care

11) Unmet need for healthcare

12) Physical exercise, including walking

4.Social Capital (6 indicators)

1) Loneliness / social isolation

2) Engagement of social activities (community, political & religious
activities)

3) Communication with family or friends

4) Trust in the community

5) Safety in the community

16.1.4

6) Care to children and/or grandchildren

5.Capacity and Enabling Environment (6 indicators)

1) Having a mobile phone

2) Access to the Internet

17.8.1

3) Living in a house with safe drinking water

6.1.1

4) Living in a house with toilet

6.2.1

5) Education (completed at least primary level)

6) Free from physical, psychological, financial or sexual violence

16.1.3

6. COVID-19 (2 indicators)

1) COVID-19 case fatality ratio

2) COVID-19 vaccine coverage




Part 2: Revised HAAI structure and data

A. Domains and indicators

Healthy and active ageing must be captured using a multidimensional approach. In 2017, during the 3™
ASEAN-Japan Active Ageing Regional Conference held in Manila, members of this project participated and
discussed the possible framework of the ASEAN-JAPAN Healthy and Active Ageing Index (HAAI). In addition,
several studies and indices of healthy ageing have been proposed and used. These studies include the European
Active Aging Index (UNECE/EU 2019), Asian Active Aging Index (Zaidi and Um 2019a, Zaidi and Um 2019b),
and New Global AgeWatch Index (HelpAge International 2015). The concept and framework of the UN Decade of
Healthy Ageing and the UN Sustainable Development Goals indicator framework are also referred to. For detailed
descriptions, please refer to our report from FY2020 and FY2021. After examining the relevant documents and
discussing them with persons in charge of or related to those works, we structured the HAALI into six domains and

43 indicators, which are presented in this report. Each domain and indicator is described in this section.

Domain 1.Policy & statistics (10 indicators)

This domain captures the availability of policies and statistics on health and active ageing in the target country.
Because the existence of a policy is binary (yes or no), but the policy differs from country to country, the value of
each indicator was scaled from O to 1, and the completeness and appropriateness of each policy were judged

subjectively.

Indicator 1.1 Policy - multisectoral health and active ageing

Ageing policy is multi-sectoral. Different ministries and departments within the national government are in
charge of different administrative tasks, such as health, welfare, employment, and the living environment of older
persons. Therefore, coordination is needed. This indicator verifies whether there is a law, act, or national plan
stipulated and effective across different governmental bodies. For example, in Vietnam, the Law on the Elderly,
enacted in 2009, defines the responsibilities of elderly related work among different departments within the

government.

Indicator 1.2 Policy - health care, including NCD

Every country has a ministry in charge of health and disease control programs. However, in middle- and low-
income countries, the focus has been on infectious disease control or maternal-child health, and a policy framework
for noncommunicable diseases (NCD) is sometimes lacking. This indicator verifies whether there is a national
policy addressing the prevention and treatment of NCD, including hypertensive diseases, diabetes,
cardiovascular diseases, cerebrovascular diseases, chronic respiratory diseases, and cancer. For example, in the

Myanmar National Health Plan (2017-2021), NCD database maintenance and programs are well defined.

Indicator 1.3 Policy - long-term care system
As the population ages, the need for long-term care to support the elderly, who have increased physical and
mental limitations in daily life, increases. Globally, only South Korea, Japan, and Germany have public long-term

care insurance. Some countries deliver care through national and local government schemes, whereas others deliver
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care through private service operators. However, in middle- and low-income countries, families are the main
caregivers and do not receive any renumeration. Considering the increasing number of elderly people and decreasing
number of children, the traditional family-dependent long-term care system should be reinforced with public

policies. This indicator measures the existence of public policies.

Indicator 1.4 Statistics - older population proportion and distribution

Population of a country disaggregated by sub-national level, is easy to obtain; however, the statistics are not
always disaggregated by sex and age. This indicator measures if there are national statistics on the age-disaggregated
number of people (proportion) at the subnational level (distribution). The cut-off age for “older persons” differs by
country, due to the different historical context; those countries which started population ageing policies prior to the
1982 Vienna World Assembly on Ageing (VIPAA) tend to define older persons as 65 years and over, while those
which started after the VIPAA tend to define them as 60 years and over. In this report, we attempted to use 60 years

as the cutoff age wherever possible.

Indicator 1.5 Statistics - Vital statistics (including cause of death)

Vital statistics, the number of births, deaths, marriages, and divorces are crucial data for understanding
population dynamics. However, many middle- and low-income countries have difficulty gathering information
through registration. In this case, census or sample surveys were used for estimation. In particular, death information,
including the cause of death, is important for understanding the health of older persons. This indicator was set to 1
if all deaths were collected through registration with the cause of death certified by a medical doctor. If there are no

data on mortality published by the national authority, the indicator is 0.

Indicator 1.6 Statistics - health / living conditions of older persons
Statistics on health and living conditions cover vast areas, such as household composition, employment,
healthcare access, subjective health, and social security coverage. This indicator evaluates the existence of a

national-level sample survey addressed to older persons or with results disaggregated by age.

Indicator 1.7 Statistics - health care expenditure for older persons

Healthcare expenditures are derived from the internationally standardized accounting framework of the System
of Health Accounts 2011 (SHA2011) (OECD, Eurostat, and WHO 2017). As of 2022, among the 194 WHO member
states, only two countries—Somalia and the Democratic People’s Republic of Korea—did not report any data.
However, if we want healthcare expenditures limited to older persons, country reports with more detailed data are
needed. This indicator is set to 1 if the country report is available on the web and healthcare expenditure for older

persons is shown.

Indicator 1.8 Statistics - number of health and long-term care workers
The health and long-term care workforce is a key determinant of quality care. This indicator was set to 1 if the
number of health and long-term care workers was measured and published. Often, the statistics on the number of

healthcare workers are more available than that of long-term care workers.



Indicator 1.9 Statistics - capacity of long-term care facility
To measure the long-term care service level, this indicator captures the number of available rooms or beds for
older persons who require facility care. These statistics are only available when long-term care facilities exist and

are recognized by the statistical authority. If those statistics are available, this indicator is set to 1.

Indicator 1.10 Total of policies and statistics
The total of indicator 1.1 to 1.9 is set as indicator 1.10. Therefore, indicator 1.10 has a maximum of 9 and a

minimum of 0.

Domain 2. Income & livelihood security (7 indicators)
Indicator 2.1 Absolute poverty rate

There are two main methods for measuring poverty: absolute and relative poverty. Absolute poverty, which
this indicator is concerned with, is measured by the percentage of the population living below the national poverty
line set by the government of each country, based on the calculation of the costs necessary to live the minimum
standard of living in each society. In some countries, poverty lines are set for each subnational division within the
country. For example, Indonesia has updated its poverty line for each of its 67 regions based on the results of the
National Socioeconomic Survey (SUSENAS), a large-scale sample survey conducted annually by the Central
Statistical Office (BPS). The most commonly used international “absolute poverty” line is the World Bank standard
of “less than $1.90 per day” (revised in 2015 from $1.25 per day previously) (World Bank 2016).

In this study, the absolute poverty rate was defined as the percentage of those living below the national poverty
line. If the national poverty line is not defined, the internationally used definition of the proportion of people living

on less than 1.90 USD a day. This indicator is also an SDG indicator (1.2.1).

Indicator 2.2 Relative poverty rate

Relative poverty is calculated by the proportion of people living below 50% of the median household income.
The household income was adjusted by the household size, employing the OECD method in which the disposable
income was divided by the square root of the number of household members. While absolute poverty indicates a
state of deprivation based on the minimum standard of living, relative poverty measures wealth distribution and
inequality within a country (OECD, 2005). This indicator 2.2 is the same as that used by the OECD and the same
as SDG indicator 10.2.1.

Indicator 2.3 Financial tools

Maintaining financial activity is an important factor in guaranteeing the independence of older people. It is an
instrumental activity in daily living. This indicator is defined as the proportion of older persons with an account at
a bank or other financial institution, or with a mobile money service provider. This indicator is the same as SDG

8.10.2. However, thus far, the SDG indicator database has not included the values for older persons.

Indicator 2.4 Food insecurity
Malnutrition in older persons is often neglected in health and nutrition programs, and is strongly related to

their economic and social situation. This indicator is defined as the prevalence of moderate or severe food insecurity
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among older people, as taken from SDG 2.1.2.

Indicator 2.5 Employment

Regarding the employment of the elderly, especially in Asia, there is a situation in which people have no choice
but to work because social security systems such as pensions are not well developed. A survey in Indonesia reported
that older persons with lower educational levels tended to continue working to secure their income (Utomo et al.
2018). In some countries, there is also a cultural norm that the work of older persons is shameful because it indicates
that children do not support their parents adequately.

On the other hand, it is also possible to realize economic independence and social participation by working.
Decent work is one of the goals of the SDGs and is important for older persons who are willing to work satisfactorily
in terms of social participation and economic fulfillment. The ILO advocates supportive measures for older workers
to enable active ageing (ILO, 2019).

This indicator is defined as the proportion of older persons employed or self-employed who receive a monetary
salary. This indicator is difficult to obtain as the definition of “working age population” excludes older persons, and

some countries, such as Malaysia, only publish the employment rate for younger age groups.

Indicator 2.6 Coverage of income security measures such as public pension or welfare benefits
As the financial protection system differs from country to country, this indicator attempts to capture whether
an older person is financially protected by any public scheme other than her/his own salary, savings, or family

transfers. This indicator is the same as SDG indicator 1.3.1, but focuses on older persons.

Indicator 2.7 Home ownership
Housing is a key element in maintaining a decent life. This indicator is the same as SDG indicator 1.4.2, but

focuses on older persons.

Domain 3. Health & quality of life (12 indicators)
Indicator 3.1 Life Expectancy at age 60

Life expectancy at age 60 measures the average number of years one can expect to live at the age of 60. In
middle- and low-income countries where death registration is not complete, this indicator is based on the estimated
life table, which is heavily dependent on the infant mortality rate and not the real level of old age mortality. However,

for data availability, World Health Organization Global Health Observatory values were used for all countries.

Indicator 3.2 Healthy Life Expectancy at age 60
The definitions of health vary. However, for this indicator, WHO Global Health Observatory values were used,

as data are available for all countries.

Indicator 3.3 NCD mortality
This indicator is derived from SDG indicator 3.4.1., and values from the UN SDGs database were used for all
countries. The definition of this indicator is “probability of dying between the ages of 30 and 70 years from

cardiovascular diseases, cancer, diabetes or chronic respiratory diseases” according to the UN SDG database
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metadata. The causes included in the ICD-10 are 100-199, COO-C97, E10-E14 and J30-J98, therefore including

cerebrovascular diseases as well.

Indicator 3.4 Suicide mortality rate among older people

Suicide is the final indicator of the aggravation of mental status in older adults. Although the definition is clear,
not all suicides are reported as suicides. Some cultural settings do not allow suicide, particularly when a person is
surrounded by family. In addition, when there are no complete cause-of-death statistics, it is difficult to obtain true
figures. Here, the suicide mortality rate for older persons was derived from the national cause of death statistics

when available. Otherwise, figures from the World Health Organization Global Health Estimates were used.

Indicator 3.5 Disability: ADLs (Activities of Daily Living)

There are various methods of measuring health and disability. This indicator captures the proportion of older
persons who have difficulty performing activities of daily living, such as grooming, dressing, eating, using the toilet,
bathing or showering, walking, and transferring. ADLs are well-known indicators; however, the questions and items
differ slightly from country to country. For example, Indonesia’s ADL questions include changing clothes, bathing,
getting up, eating (eating prepared food), and going to the toilet (can do it by themselves), and in Thailand, changing
clothes, washing face, bathing, and eating are included (Asghar and Um 2019). National-level statistics are missing

for Japan, so the substitute question on the “need of help and support™ is used.

Indicator 3.6 Disability: WG (Washington Group)

The Washington Group’s disability question was elaborated upon by the group originally endorsed by the
Statistical Commission of the United Nations for the purpose of establishing an internationally agreed definition of
disability (The Washington Group on Disability Statistics 2023). Several question sets have been proposed that are
now widely used in many countries. This indicator uses a short set of six questions on difficulty in seeing, hearing,
walking or climbing, remembering or concentrating, self-care, and communication. The proportion of those who

responded “A lot of difficulty” or “Cannot do at all” is set as the disability rate.

Indicator 3.7 Disability: GALI (Global Activity Limitation Indicator)

The GALI is a simple question included in Eurostat’s Minimum European Health Module (MEHM) to measure
disability. The question is “Do you have limitation in activities people usually do because of health problems for at
least the past six months,” and the response has three choices; “severely limited,” “limited but not severely,” and
“not limited at all.” Disability is defined as the proportion of those who responded “severely limited” and “limited

but not severely.”

Indicator 3.8 Prevalence of dementia

Dementia is a disease that increases with age, and its prevention, mitigation, treatment, and coexistence are
urgent policy needs. This indicator defined the proportion of older adults with dementia. However, caution should
be exercised when interpreting these results. If dementia is well recognized in society and there are sufficient
medical services to diagnose it, then the prevalence of dementia can be measured properly. However, if these

environments are lacking, the reported prevalence of dementia would be lower than the true figure. On the other
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hand, if many people survive to become very old before dying from other diseases, then there will be more persons
suffering from dementia. For these reasons, one can also assume that nations with a higher prevalence of dementia
are better and more advanced. However, at this stage, we adhered to the conventional approach in which a lower

prevalence is better.

Indicator 3.9 Subjective, self-rated health

Subjective self-rated health is a commonly used measure of health and well-being. The question text is simple,
such as, “are you healthy?” However, the response categories differed from survey to survey, causing
standardization problems. For example, the response categories such as “Good,” “Normal,” and “Bad,” or “Very
good,” “Good,” “Bad,” and “Very bad,” would not provide comparable indicators depending on which categories
should be included. In this study, we defined the proportion of those who responded positively on their health, such

as “Very healthy,” “Healthier than average,” “Excellent,” or “Good,” not including “Normal” or “Either.”

Indicator 3.10 Receiving long-term care

Similar to the prevalence of dementia, this indicator is difficult to interpret. This indicator is defined as the
proportion of individuals receiving long-term care. However, those who needed care but could not receive it were
not included in the data. It should capture the unmet needs for long-term care; however, thus far, it has been difficult

to obtain such an indicator.

Indicator 3.11 Unmet need for healthcare
Unlike long-term care, unmet healthcare needs are becoming a common question used in sample surveys. This

indicator used the proportion of people who did not receive medical care when needed.

Indicator 3.12 Physical exercise (including walking)

Physical exercise is useful in maintaining good health in old age and preventing physical decline and accidental
injuries (Asghar and Um 2019). However, as with the disability/activities of daily living (ADL) above, the items
used for measurement differ greatly depending on the survey data available for each country. Health promotion is

measured by various items, but here, physical exercise is chosen, including walking.

Domain 4. Social capital (6 indicators)
Indicator 4.1 Loneliness / social isolation

In an ageing society, the number of elderly people who become lonely and isolated after retirement is
increasing. Loneliness is a subjective emotion, whereas isolation is an objective situation. Furthermore, social
isolation of the elderly has become an increasingly serious issue owing to the prolongation of the COVID-19
epidemic. The degree of impact may differ depending on the country; for example, the implementation of strict
lockdowns.

Loneliness affects a third of the population of industrialized countries, with an increasing prevalence and risk
of premature mortality (Cacioppo 2018). In G7 countries, such as the United Kingdom, Germany, and Japan,
governments are working on countermeasures. In Japan, the Office for Loneliness Countermeasures was established

in 2021 at the Cabinet Office, and national surveys are being conducted. It is not certain whether this “pandemic”
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of loneliness is only limited to high-income countries, but as a social capital indicator, it is worthwhile to measure
it among the ASEAN countries.

There are two internationally used measures of loneliness. The UCLA Loneliness Scale is a conventional
method; however, the British one-question format is also becoming prevalent (ONS, 2018). Here, indicator 4.1

captures the proportion of older persons who feel lonely according to the definition adopted by each survey.

Indicator 4.2 Engagement of social activities (community, political & religious activities)

This indicator captures how older adults engage in social activities. However, the questions in these surveys
differ substantially. Whenever possible, we chose community, political, and/or religious activities as the social
activities. The frequency is described differently as well, such as “usually” or “in the past 12 months.” The definition
provided in each survey was used; therefore, it was not identical from country to country.

Various survey results have confirmed that women are more active than men, a trend specific to Asia related
to social participation among the elderly. It is possible that the strong sense of gender division of labor during
working life—men working outside and women doing housework— contributed to the gender gap in social

participation even after retirement.

Indicator 4.3 Communication with family or friends
In an increasingly common setting in which older persons live alone, without mandatory work or schooling,
some are deprived of the chance to communicate with others. This indicator captures the proportion of older adults

who do not communicate with their family or friends within a month.

Indicator 4.4 Trust in the community
Trust in the community in which an older person lives is an important measure of social capital. This indicator

is defined as the proportion of older adults who trust their neighbors or people in the community.

Indicator 4.5 Safety in the community
Community safety is important for building social capital. This indicator is derived from SDG indicator 16.1.4.
and is defined as the proportion of the population that feels safe walking alone around the area in which they live

after dark. As age-disaggregated values were not available, all age values were used for this indicator.

Indicator 4.6 Care of children and/or grandchildren

Taking care of children and grandchildren can be viewed as an aspect of older people’s social participation
(Asghar and Um 2019). However, it is necessary to keep in mind that elderly people can receive support due to the
physical changes and functional decline associated with ageing. In addition, supportive relationships between
families are related to household structures such as parent-child cohabitation and multi-generational cohabitation,
as well as social norms and systems surrounding care. For example, an international comparative study on the
residential relationship between adult children and their parents in Europe found that the residential relationship and
distance between parents and children differ not only according to the number and composition of siblings of the
adult child but also according to the public policy measures in each country (Rainer and Siedler 2012). In Asia, the

provision of care, such as childcare and nursing care, has traditionally tended to depend on kinship resources
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centered on families living together. However, amid the recent rapid ageing and lowering of fertility, there are
differences in the ways people and national governments respond (Ochiai 2013). These institutional factors and
backgrounds also need to be considered when evaluating indicators related to intergenerational support such as the
care of children and grandchildren by older persons.

This indicator is calculated as the proportion of older persons taking care of their children or grandchildren

regardless of their living arrangements, such as living together.

Domain 5. Capacity and enabling environment (6 indicators)
Indicator 5.1 Having a mobile phone

Mobile phone use is now more prevalent than landline phone use, particularly in middle- and low-income
countries. Older persons are less acquainted with mobile phones than younger persons, but the COVID-19 pandemic
has pushed mobile utilization in the elderly to replace conventional face-to-face communication.

This indicator measures the proportion of older adults who use mobile smart phones.

Indicator 5.2 Access to the internet

Access to the internet expands information sources and widens the range of activities, which is also true for
older people. This indicator might be the same as the previous indicator, “having a mobile phone,” as mobile phone
or smart phone allows access to the internet. However, internet access also includes those who are connected through
a PC or tablet via Wi-Fi or LAN, at home with their family, or at work. This is also SDG indicator 17.8.1. However,

the data in the UN SDG Indicators Database are not age-disaggregated.

Indicator 5.3 Living in a house with safe drinking water
This indicator is the same as SDG indicator 6.1.1; however, the data in the UN SDG Indicators Database are
not age-disaggregated. At this stage, when data were not available from national sources, the SDG indicator was

used for all ages.

Indicator 5.4 Living in a house with a toilet

This indicator is the same as SDG indicator 6.2.1; however, the data in the UN SDG Indicators Database are
not age-disaggregated. However, in most countries, the existence and type of toilets are asked about in the census
or sample surveys. In Japan, in addition to flush toilets, the existence of Western-style toilets was assessed through
a survey. This is because non-Western or Japanese conventional toilets are squat style, which can cause stroke, and
older people have difficulties in using them. The proportion of Western-style toilets was lower (89.4% in 2008 in
households with older persons aged 65 years and over) than that of flush toilets (94.3% in 2017). The same

differentiation is required in countries in which conventional squat-style toilets are prevalent.

Indicator 5.5 Education (completed at least primary level)

The educational level of older adults is typically obtained from a population census. Here, the indicator is
defined as the proportion of older people who have graduated at least in primary education. Malaysia’s indicator is
much lower (50% in 2000), which could be due to different education systems not included in the census

questionnaire, such as Islamic Koranic schools.
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Indicator 5.6 Free from physical, psychological, financial, or sexual violence

Violence toward older persons could be of various types, and even close kin, such as sons or daughters living
together, could be perpetrators. In such cases, it is difficult to capture by household surveys when the perpetrator is
sitting next to the older person or even responding to the survey. However, various methods have been used to
properly capture violence against older persons and some data are available. This indicator is the same as SDG

indicator 16.1.3, but thus far, the data in the UN SDG Indicators Database are not age-disaggregated.

Domain 6. COVID-19 (2 indicators)

For three years from 2020 to 2023, COVID-19 greatly affected people’s lives. At the time of writing this report
(March 2023), the pandemic was moving towards the end, but this is not certain. As COVID-19 affects the lives of
older persons and the mortality is high among them, indicators related to COVID-19 are deemed necessary, not only

for COVID-19, but also in view of possible future pandemics of similar strains.

Indicator 6.1 COVID-19 case fatality ratio

COVID-19 is known to have a higher prevalence among younger people but higher mortality rates among
older people. This indicator captures the case fatality ratio, defined as the number of deaths due to COVID-19
divided by the number of COVID-19 cases among people aged 60 years and older. However, one must be cautious
in that the figures of countries without universal coverage of death registration tend to underestimate the number of

deaths and hence lower the indicator value.

Indicator 6.2 COVID-19 vaccine coverage

The provision of a vaccine is crucial for the prevention of COVID-19, especially in older people who are more
vulnerable to mortality. This indicator is defined as the proportion of older adults who received the COVID-19
vaccine. However, vaccine coverage data are often not disaggregated by age. At this point, only Japanese data were

available, and cross-country comparisons could not be conducted.
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B. Calculation method

43 indicators in 6 domains described in the previous section were collected from various data sources as
described in Table 2. As stated elsewhere, data availability is the problem, and it is very rare to have data available
from all the countries chosen for the comparison. To cope with this situation, and to use the existing data effectively,
we employed a method to allow the comparison only with existing data. The existing data is translated into a T-
score calculated from the mean and standard deviation of available data. For example, indicator 3.7,
Disability/GALI, has three entries from Japan, Vietnam, and Philippines. The mean and standard deviation of three
values are calculated and each T-score is calculated as follows;

10(x; —
(x; ux)+5
O’X

Tscore; = 0

where x; is the indicator x value of i country, s is the mean and o is the standard deviation of indicator x.
Because some indicators are better when the value is larger and others are better when the value is smaller, it
is necessary to align the directions. For example, in the case of Indicator 3.7, the lower the disability, the better the

calculated T-score, which should be inverted as follows:

AdjustedTscore; = 100 — Tscore;

Table 1 Calculation of Adjusted T-score (Example: Indicator 3.7 Disability/GALI)

Data Japan Indonesia Thailand Myanmar Malaysia Vietnam Philippines

3.7 Disability /GALI 21.8% - - - - 59.6% 59.0%

| Mean=46.8%, Standard deviation=17.7%

T-score Japan Indonesia Thailand Myanmar Malaysia Vietnam Philippines

3.7 Disability /GALI 35.9 - - - - 57.2 56.9

| Invert as this indicator is lower with better conditions

Adjusted T-score Japan Indonesia Thailand Myanmar Malaysia Vietnam Philippines

3.7 Disability /GALI 64.1 - - - - 42.8 43.1

The adjusted T-scores for each domain were averaged without weighting. The average HAAI for each domain

was the HAAI for the country.

C. HAAI for Japan and six ASEAN countries

Six ASEAN countries were chosen for the HAAI calculations. These countries include Indonesia, Thailand,
Myanmar, Malaysia, Vietnam, and the Philippines. The total population of these six countries was 644 million,
accounting for 95% of the total ASEAN population. Along with Japan, the results of the HAAI are shown in Table

2 (T-score and Adjusted T-scores are shown in the excel file).

16



Table 2 Health i i
y and Active Ageing Index (HAAI) in Japan and 6 ASEAN
countries

Domai
inNo. Indicator SDGs Japan Ind .
indicator niones Thailand
i Value Source lan
ol & | 7 [Poly note Value | Source ) Myanmar N
atistics | i 0 note alaysi:
Mulisectoral healthy and The Basic Law | Poverty migation Value | Source note - Viet
active ageing : yes/no 1 | onMeasures | (1874)>Wotaro emons wlwe. Value | Source note e Philippi
_ for the Aging | (/263> Healh 1 o | National Plan on| Annual report o Value Source note ppines
2 [Policy Sodiety (1995 ‘(1932)>|_mg, Ntona Plnl Acton Abikusno (2005 1 | theEicery (ist |  Thaiolder n Value Source note
I . | term or Oldor Person
yHe/alth care including NCD : Mr”"" 000 tare Guidelin zw persons nd. Value | Source note
es/no . inistry of 2nd 2002-2021) | Th nd. National Policy for National H
1 |Healt ry Jaminan e Act on the 1 nal Policy for | ational Health
alth Japan 21| Health, Labour| | 0.5 | Kesshatan | Suminietal Universal health Quer Persons | EACLIOLder g | _kawonthe ooty E N
i ) SUMINLE & Expanded Senior
3 |Policy and Welfare Nasional (JKN) (2020) 2 1 coverage Bersons 2008 Elderly (2009) | people for 23’1‘2 1 8:;:: GAS 0 Com:‘l\':na‘
-Long-term care system : faurched n 2014 achieved in | al 2015WH08( q | buavmar haonal 2020 TM Seior Gisors
yes/no 4 | LogTemcare \iah T — 2002. Health Plan 2016 Yes 1 Elderly Healthcare | Elder Law on health (NCSC)
Mahendradhata rly Healthcare care
Insurance Act 0.2 t (commurnity health 96.4% Guidelines | on. 1 | forpeopleforthe
4 [Statistics - etal (2017) | centres)offers a o ntegrateg | 4% ofthe period 2011-2020 y | ohesalteaty
-Older popul public nursing 8 | Tambon Health | 12mbon (Sub- and vision of 2030 Care Law (RA
nd dist ,SU ation proportion Statist programme with Management district) 0 N 11223)
istribution : yes/no data 1 Census BuareI::c:f implemented ° 05
5 [Statistics Japan ! Census 4 N 0 .
-Vital statistics (including - ensus 1 @% Yes in 2014
cause of death inist
) t | viniststce | veain, Lasour| | 02 | momma ] ' , | Cmen
6 |Statistics and Welfare - Registration | Discontinued 05 Ministry of Central Statistical reporton 4
-Health / living conditi System Interior, data not World Bank Organization (2021)| Cause of death ageing
der per jtions of Gomprehensice | Mini published online report 0.3 | ‘causeSpeciic | onlyin Department of | Nt 2l cause of -
persons 1 istry of Death Rate ly in urban 0.9 Population
Survey of Living | H o @ from . Statistics death are il _
Condt ealth, Labour 1 SUSES 7 Survey of the| Leading Causes of area M © medi 05 Change and Philippines
7 [Statistics ons | and Welfare NAS, bps | TNP2K (2020 . [guebesemsi alaysia . ically Family Plannin 1 Statistical
Health care expendit hailand, National | e ertified Survey (annual Authoriy, Vil
older iture for Mini Statistical Office censal Survey The Statistics Report
persons : yes/no data 1| netonaitean | MY of Indon (NSO) Union Report 1 Census 201 Reath Siaisti
Eeomnces | |Health, Labour| | 0.5 NoGonesla | Mahendradhaly THAINATIONAL | WHO G Surveys e
8 [Statistics and Welfare National Health | - ot al. (2017) 05 HEALTH — Lol 1
-Number of health and Accounts ’ ACCOUNTS healh 0. \WHO Giobal adeind
e core workers - yesing. o b | Samendiure 5 |eathexenite Malaysia !
data S - yesino 1 0 SISDMK For heathcare Satabase datbase 05 | National Heay | V1D OTal | g5 healh Sl PTG
i -5 Mini worker WHO Global Accountt age .5 istics | Expendiure (CHE)
° : Mot st 05 Health — i yearbook Wy
;EC?PaC'W of long-term care f— Feb2 2023 Qumeraorycsin, | | nd. Available for Statitios Authority
cility : yes/no data 1 r;;?: sl nd 05 Statistical registered
10 [Total 0 Yearbook medical 05 health statistics| Health workforce ":;ya:fhr government
nd- Thematic reporton | Number of personnel vearbook 05 |n201ePhiizne Numbr o onglorm
the Old it " " atistical
1 p_a@ " : As senior Joarboak care workers not found
9 Eonjatonensis | and living in 05 Statitical citizen and as elderl
2. Income & | 1 |Absolute 49 long-term care Yearbook pauper 1 ool welfy
livelihood poverty rate 6.3 institution cilt are 0
security 121 4.8 ity
2 nd National 69
11.1% | SU! poverty li Soci &5
2 |Relative o SENAS y line ocio-
© poverty rate [Abe. A (2021) b defined by 10.90%| Economic Survey (Healthy National S o
" ‘Survey (Healthy -
10 e et BPS, and Surveys, NSO 16.3% | and Active Ageing | POVEY line of urvey (Healthy | National
2.1 19.6% | Suveyof Living ave:;ee(efs;; IFLS (A AgeW: ezt | oY 1o8% lﬁ%ﬂ poverly ine of living bel
- Conditior of 22.9% | | 29.5% AAl geWatch lalaysian m 8.86% elow
3 [Financial (00 ns for women, 16.3% 51 35), 65+ 28.0% | 2015 (Data Vedian | Population) onthly b | VNCA(2019 poverty line, nd Family Income ang| National poverty
for men, 3 0% | Sumey (Health edian income| | household | 201660+ d. ‘Expenditure rate 18.1% in
6102 ) rorWIWB) 16.7% | and Active Aceing | ©f 11 SUTvey S‘J%ﬂm Median income| ’ Sunvey(PsA) | 2021 NOtage:
-10.. nd AAAI 3.5), inMyanmar 2018)| Partici 17.3% Ageing in of th issagregated
4 [Food n.d o] P w:’:ms ’ Malaysian paﬂi:ii)“;r:?sy nd.
ood insecurity n.d Onl Population)
: ly adult data was 1200RM. n.d.
The National n.d. 18 .
e o% Sgﬁ@ 2017, Eiderly (abo)\,/:)' i:r n.d- LSAHP.
ecurity and d " N nd LSAHP 2018
5 [Empi Poople’ household n. available in o< (Longitudinal Study | T
ployment Peopk's Life nd o Queston "vou 595 |obonatutoaiSucy | Table 7.3 Has
852 22.6% | and Active Ageing | O MOt €3t Naonal Healt ang othe Philppines) bgnk': the
5. in Myanmar 2018) .29 -
22.5% | 2015 Census 65+ 4359, | Gensus 2010 T in Myanmar 2018} Whlm you 52% | p015 iy v 0.9% Hovoenos
_ X 3 orked usually have, | - LS, s that
6 |Coverage of income security ; 65+ IPUMS 2579 | ILO (AAAI | least oruaﬁrj\roat The 2019 Inter- | Calculated bya;/:r;g o o | LSAHV.2018 | exporienced n.d.
measures such as public Comprehensive 13). 65+ | last onenour | | 51.9% cemalSuvey The | 2019 el ‘Survey (Healthy | Question What s hungerin the ast 3
messucoscnsspwle | 131 | [oson | LR | covpe otk g |17 vag | Basman [y e o
- Conditions | CO % covered by 9 esis e by 5-year age) N lemployment " 60+
- verage 60+, | | 10.1% | susenas | covered b % covered by | Old Age Muanmar | 12015 Census Malaysian vt sians? | 33.8% | LSAHY 2018 . Table 3.3 o
lome ownershi 2019 pension o, | pension o o Population) anhe urrent o , Table 3.3
P e 91.0% | roid | Allowance ezotomer | . 2R E home vistng Curently | | 46.0% | LSAHEZ015 | Curen
1 Living in house — gesa”"‘”a""e program 14.2% |censal Survey Tre| C0VE7e4 PY 2Ny o working
42 84% | 2015 Census | 0"MedbY Cen - Survey of in ‘Union Report | Kind of pension, nd. 9
3 Health & | 1 |Life Expectancy at household, | | 921% 5233010, PUMS HART 2015 allowance/ 23.8% | LSAHY 2018 | Receive pension.
quality of life y at age 60 65+ 92.2% | (AAAI3.6), 94.5% for 60+, Table 7.1 n.d.
WHO Global b5 ) | Consus2000 | | " s Natonal ealth and
26.4 4,80, | Morbiity Suvey
Health Both sex, " WHO Global b |2018: Ecorty riaci| 2018, 60+ 84.69 [SARP (Longitudina]]
2 [Healthy ffe ox Observatory Years, 2019 .94 Health Both sex, WHO Global Volt .6% | LSAHV 2018 | Table 3.1 ‘Study of Ageing and
o0 pectancy at age Observatory | Ye2rs: 2019 2357 |  Health Both sex, 18 WHO Global ' 85.0% | Healhinte Table 7.3
WHO Global Obsenatory | Years: 2019 06 Health WHO Global 60+
w4 | team | BN 1a WHO Global | Observatory 19.5% | Health 2019 1o | O Global
3 Observatory | Ye@rs 2019 - Health oth sex, WHO Global Observatory : Health WHO Global
Obsenvatory | Years: 2019 18.0 Health Both sex, WHO Global Observatory 2019 177 Health 2019
NCD mortality 341 N SD Obsenvatory | Y62rs: 2019 136 Health WHO Global Observatory
o 83 databa(:es 2019 248 UN SDGs Observatory 146 Health 2019 148 WHO Global
4 |Suicide mortality rate ar - database, 13.7 ribivion Observatory ’ Heallh 2019 13.4 LA
older peopl mong 2019 - database, UN 2019 Observatory - Health 2019
ple 542 60+, per 2019 249 | YLSDOs 1 N SDG Observatory
4. 17.7 | Vital Statisti 100,000 WHO 60+ database 49 | =NSUSS
ics B WHO Global » per 2
5 [Disability/ADL: population, 58 Health 100,000 WHO Global |  80% Per database o a2 % 2019 UN SDI
s 2019 Estimates p0tg|  POPUlation, 15 Health 100,000 WHO Global | 0% Per database 245 | YhSD5S 2019
Comprehensive | need help and 2019 Estimates 2019 | POPUlation, 53 Health 100,000 WHO Global | 80% Per calabase
14.5% | Survey of Ling | support 66w, | | 233 | 'FLS (AAAI P— 2019 Estimates 2019 | POPUlation, 15.7 Health 100,000 ] 60+, per
—— Condition: , 65+, % ppbrierig el Having di 2019 Estimates 2019 | POPUlation, 0 Health 100,000 ) 60+, 6.25n
6 glrs:blhty/we Washington s 2019 33),65+ || | 8% HART 2015 | amyor d-:g::% n 2019 Estimates 2019 | PoPulation 29 | Vital statistics | 2020 (same
up) Con;prehensiv o o (AAIA3.3) |washing!bathing/| | ™ National Health ang 2019 (PSA) source), 6.6in
e Surve, 0 be eai 9 Morbility Survey f Wi
n.d. Livingy of published July-| | n.d o 17.0% | 015: Eiger toat Bir—l;g‘ g‘gfx 15.0% | LSAHV 2018 [At!eastone AD Ho o)
7 |Disabili . - Ve =20, - LSAHV 2018 ne ADL|
Disabilly GALL (Giobal Conditions, | S¢P2023 nd. homatio roporton| DS — &1 dificuty 217% | LsAHP201g [At'eastone ADL
clivity Limitation Index) Survey on 23.3% the Older prevalence rate in - difficulty
Tims Population-Cs population 60 and
218% Leetiiereand 60+, 2021 d REDOHVOIume:?f over with a isabilty n.d. 64.4% Vﬁssh‘l:"o:‘:‘;"n;u“‘:‘a‘ Washint
. nd. in any domai X L! iculty inton Grot
R e ey e e Loioure a orain 6| LsAHY 201 | emrstvesic | | 67.7% | Lsanp 2018 aston ey
Comprehensiv n.d ites LSAHP 2018 | - amongstthe six
S activities
249, | ©Surveyof n.d.
Living 65+, 2019 nd 59.6% GALI severely
9 |Subjective, self-rated health Conditions ’ e, o | LSAHV 2018 l:'mi‘e"*‘liﬂ'\iled 59.0% | LSAHP 2018 GALI severely
Comprehensiv | nd. Natiora Health and it not severely LOAHR 2018 | imitedimited
26.79 | ©Surveyof ;’gg;za;her LS Queston et 8.5% |, dderitty Suvey Probable WG Remembering severely
Livin , 65+, o (AAA| “Please think abo! Quest lerly Health y 0/ or concentrating=A WG R
e Condi(igns o o 82.4% 4.4)(55*| [Pleass abou o1 HART 2015 | e . oi2 dementia, 60+ | | 7-6% | LSAHV 2018 | lotef oty + 6.2% orcon:::::i;:i
) e e i R R e e Siatissty | cuont et e e e
with it?" e (or .8% | and Active Ageing eal
17.6% | torm Care Bensis ‘ SRA b e andeclue haend | staws?Excellent| | 526% World Value | 65+ n=38 Table 4.1, Sei- ettt
term Care Beneflt 2021 =101 -1.6% S . d asses
E nd. 1.6% Good: Survey 25.6% ssed Table 4.1, Self-
11 [unmet need for healthca Expenditures nd 5 > Soo 2018 % | LSAHV 2018 |heatth=very healthy | | 22.2% asesiad
s d. | suseyteam o you need oy ey + Healthier than 2% | LSAHP 2018 [health=Very healthy
: ﬁﬂ oot 10.3% | and Active Ageing| 2"Y NUrSINg . Agi*;ei'th Do you needary = average + Healthier than
199 | Sevon Social | 29 cecel::d i Myanmar 2018y care or 5.6% 4 ngin | Mg care of able 6.7 currently average
i curity and are when nd. assi . Malaysian tance inyour || 20.4% receiving care Table 6.7 m
T2 [Physical exercise, includin oot |needed 65+, 2017 a = istance in Poouitiony | /o | LSAHV 2018 | because of 8.1% oyl
waking 3 9 d. | suney ooy e of people Suves Greaity anyone? contining condition 1% | LSAHP 2018 because of
Comprehensive |  Appropriate 12.9% | and Active Ageing | WN© answered Ae (Healthy [Rate of people of ill health or continuing condition
45.8% |Survey of Living | _ &*€7%%¢ o IFLS (AmAl Duing ueua . inMyanmar 2018) | “No. | did not" 26.1% ﬁ—u who answered | | , Table 6.3 Unmet of il health or
2.505a |1 ILonei Contions. | Pysicaly active 34.4% AAA . did you do HART 2015 | ermione pom to the question sian  |"No, | did not" 2.7% | LSAHV 2018 need for Table 6.3 Unmet
; eliness / social isolati 65+, 2 ' 3.1), 55+ any [...]for at least o exercise? 7 days a Population) _|to the question | ==0th <270 healthcare 29.09 need f
capital solation 12019 i 10 minutes 30% | (AAAIB.T), | leck/SEdana Survey (Healthy to the question 9.0% | LSAHP 2018 or
1), I
Basic Suveyon | Often/Al coninuously? 1 55+ weer s4aaya | (64.10% anghctue baeng More than 30 Survey (Healthy calthcare
2.7% |Connection among| feeling lowafs e Notatal inMyannar 201g)| - Min walking 8a.1% MJ;\E%I More than 30 Table 9.1 Dx
People (2021 nely, nd. alaysian | min walki 25.7% | LSAHV 100
2 |Engagement of soci People (2021) | 60+, 20 Population) ing LSAHV 2018 h Tabl
gag social 2021 nd. opulation) physical 52.3% | LS le9.1 Do
activities (community, political 17.4% | Telephone Using UOLAS- exercises daily o | LSAHP 2018 physical
& religious activiies) 2599 | oomievonTime 65+, 2016, Do you actvely suveyn2022| scale nd exercises daily
.3% | Use andLeisure | Volunteer IFLS art = o Table 9.4
‘Act 55.4% (AAAI participate in How often do 1.6% | L Always+
3 |No communication with family — activities ol o) sae | o actvites. || 48.1% T:;TI 220‘:5 actco e suey (Heatty | | aciienor” o | LsaHY 2018 | TOS ARSI | 5.9% | LsaHp 2018 AayesFaity o
or friends The National No felowshiy otey n g ). | flovigrcigous | | 13.8% 2ni ot i atonding 3o Survey (Healthy | 2l o poope who over LA o o
2.0% | SurveyonSocial | conversation Percentage of canvfe?/lnte e 31 | incuing etgiove a0y | Aseinain | paricreeinon Tablo 6.1 Atiend others
2/ In the luding religious, fol e
T st Secuivand | within one 4335 | LS (AL [P | P Vohmeer, o, Valaysian | movy o, | | D07 | LSAHV 2018 sooalactves ot
rust in the community People’sLife | month, 60+ 4.5), 55+ fa‘n:;rf::g‘w"" 32.3% | (AAAI4.5), people aged 55+ not Survey (H Rate of people Population) | volunteer, . Ieaf;(’"ce amonth| |35.1% | LSAHP 2018 Table 9.1 Atiend
5 : e .5), B » sport 6% LSAHP 2018
JAGES (apan | 66%,not o 55+ neraingwin | | 25.0% Sunextoally | who arswered Survey (Healthy | Rate of eope who Bliodidunind oeanen s ot
68.90%| Serenilogiea receiving LTC; voar 0 Myanmar 2018) Less thanoce a 16.5% | Aceinain (newered Loss Tablo 0.516 who do amenih
Evaliation Stuay) | Trustalot, or it o the Malaysian i e meeston rion g ot E
- lot, or n.d. auestion " a0 o the question” 12.3% | LSAHV 2018 ave any able 9.5/6 who do|
5 [Safety in the community . 2016 rather trust the nd. s tioay | REE ll)?“per::le Population) | often d?y::s:;w 8 ’;;:";f; to 77: o| | 5.4% | LsaHP 2018 | 1 ﬂﬂ(dhave any
5th Survey on Survey (Healthy ma LSAHP 2018 | frie
161 th Survey on | Saferather safe 73.0% | and Active Ageing | O 2nSWered s“‘xe (Healthy |Rate of people peliy il oot o st
14 | | 8ago | Crimevictim | towalk alone Tnmost parts of inMyanmar 2018)|  "Very" or 59.0% Ageingin  |who answered ance a month
5Tc _ (Ministry of | during night, All| | 89-6% IFLS (AAAI | thevilage.isit UN SDGs Proportion of "Moderately" to Malaysian  "Very" or nd.
are to children and/or Justice) age, 2019 46), 56+ | SHelorvouto | |927% | database popton o o UNSDGs | Froperioner Population) _|"Moderately" to| nd.
‘ . s
grandchildren National Famity | ASsistance i 2020 afe walkingslone | 1 83.8% | database o tine sore UN'SDGS | popchon vt
7% | Gt | osework. FLs caro o wse, | Sovpiaoe | | a0 | aaabase, |1 vatiee
' \ o
5 Capacity | 1 |Having a mobi me housework, | | 328% | 22 (AAI |children: In the HART 2015 care to they live after dark 2021 o vatmozere | | Mo
and enabling ile phone childcare, etc. 2), 55+ past 12 60.7% | (AAAI2.2), |Children: In the they ive after dark n.d.
environment Survey on Time Use months, did 55+ past 12 nd.
86.7% | Use and Loisura | MODIIE/S months, di nd.
Use and Leisure martp s, did Table 3.7
.d. 19.1% | LSA 1 care
2 [Access o the | Activities hone, 60+, n LSAHV 2018 of th Table 3.8
nternet 2020 n.d Th Calcul © 24.4% | LSAl 8 care
8 ematic report o ulated ‘Survey (Healthy randchil 6| LSAHP 2018 of
17 SuneyonTime | U560 intemet 357% [ hooder | Dsedon the Survey (Healthy | %ot of peosie who grandehidren grandc(r':'(\ed
81 | |602% | UseandLomure | " Ih€PASE IFLS (AAA peoker | datain Table | | %% daenan o qvoson Do, Table 9.8 owns bl
— Act year, 60+, 5.2% | ONS 2 The percentage of 14 (P134) fre Malaysian | you o | | 58.4% | LSAHV a cellphor
3 |Living in a hous s , 60+, 4 014 om Population) You or any member LSAHV 2018 phone
v e with s .7), 55+ 8.4Y older persons. opulation f . 30.5%
arnton water afe - 2020 % |(AAAI ;:‘.‘7), 55| aoua sy orwomve | | 17.19% | s achie st D?nﬁ,u hgve o oty ot oo (34;2/? \;v.m % | LSAHP 2018 szim owns
SDGs 5 s on in} who used the 1% | and Active Ageing net? ople who ial one
611 00% | dotatmss | resenaais” | | g3 19, | Census 2010 Wt e \momet it el 17.4% do. | | 807 oot e assionmo | | 12 Table 9.8 have
— ' 3 p i - lan 7% | LSA acct
210 2020 supposed 1o be with 1% g hat The major 56% have you or any membx 6 | LSAHV 2018 ess to
Ving in a house with toilet safe arnking water (PUMS), 60+ | Shermainsouce | | 77.5% Census 2000 |water supply to oot Galcuiated based on Population) | of your hosehold interet (27.0%| | 8% | LSAHP 2018 Table 9.8 have
The National S Wi fhushiolst VES: 1 Botiod (IPUMS), 60+ | the household | | 838% | e e e ?;‘133;‘ Toble 14 ASEAN | Alage, access to f with LSAHE20IE | - access fo
jon the older :
6.2.1 94.3% | on Sosial Securty Hoschotaibase What type of YES =1 Tay population Thmnc)regﬁgn 96.0% | Statistical wmprvt::‘ed drinking 60+, Table 3.3, internet
5 |Educat o Sl ottt | anvesenae | | 79-5% Census 2010 | tolet facility? Type of e acity the olde popuiation Yearbook, | smieton 76.6% | LSAHY 2018 | ‘mionrtopweter. Household with
ducation (completed at least follet (Housing and (IPUMS), 60+ |YES : 1 P 98,49 | Consus 2000 | et nthe T Table 8.9 2017 | (household surve ndoortapwater, | | 94.8% | DHS: eastons 0v-
primary level) Lo Surve 2008 rivate) (IPUMS household: hematic report on <) ublic ap water, DHs2017 ore o0,
Ponulat toilet/ 2 ) 60+ | yoriorod | | 798% |  theoder (P87) from ASEAN | Ao, access o Driled well, improved drinking
99.9% pulation Moulded bucket population Thematic 96.0% | Statisti improved drinking 60+, F water
60+, [ . C = Statistical water and . Flush
& [Free from ph Cenous (2020 | |00 | (SIS 2200 | Primery © 479 rcthwal BN report on the il B B e toilet(50.2%)
physical, MS), 60+ | completed + 66.8% 1S), 60+, | Census 2000 Thematic report Calculated based on| (household survey) and pit 88.0% | LSAHP 2018 |60+ "
psychological, financial or 5th Surveyon | 60+ 2079, Primary | (PUMS), 60+ | | 565%|  te e e o latrine(41.6%) - Flush tolet
sexual violence 1613 | | 0.3% | cimevictim Received completed + | —74.6% sty | Mt ropon so0% | Censuson |, A0S Table 33
A report on includ " N
5 CoviD-19] 1 [CoviD19 st or- "] | " th ke popion IPUps  |"ia some | 79.2% | LSAHY 2018 Except No Tabie 33
Case fataiity ratio ustice e nd. | Teflowng ry o/Pre. | | 93.2% | LsAHP 2018 Except "No
MHLW 3.4% | and Active Ageing | GUSStioNs are Netional Health and school” ing/Pr
6.4% | coviD-g |60* 2020and WHO G 0r inMyanmar 2018)|  @bout your 9.0% | 010 Frns e schoo”
dashboard WHO COVID- ety Health nd
dashboard 2021 0.3% v s .
COVID-19 vaccin MHLW | Except not ) 11.19 | WHOCOVID- | (up to
e coverage 949, | COVID-19 vacci:ated 19D 022/2/28) 6.3% |WHOCOVID- 60+
advisory board | 60+, up to n.d. 19 Dashboard (up to 0.0% 0 deaths / 27
material 2022/2/6 nd. 022/2/28) cases (60+; up| | 7.9% | WHOCOVID- 60+
nd. to 2022/2/28) 19 Dashboard (up to
nd. 2022/2/28)
n.d.
nd.

17




The summary of revised HAAI by domain is shown in Table 3 and Figure 1.

Table 3 Revised ASEAN-Japan HAAI by domain

Japan | Indonesia | Thailand | Myanmar | Malaysia | Vietnam | Philippines

1.Policy & statistics 69.9 384 49.1 37.6 53.7 50.7 50.7
2 Income & livelihood security 51.1 51.1 53.1 41.7 49.1 52.1 543
3.Health & quality of life 57.1 43.9 52.1 51.4 49.4 46.7 48.4
4.Social capital 49.0 48.6 56.8 45.7 53.3 44.7 512
5.Capacity and enabling environment |  61.7 41.0 49.1 425 53.6 48.9 49.6
6. COVID-19 47.4 62.6 - 35.5 47.6 63.4 43.6

Total 56.0 47.6 52.1 42.4 51.1 51.1 49.6

1.Policy & statistics

6. COVID-19

5.Capacity and enabling

environment
4.Social capital
=O=Japan =¢==Indonesia Thailand
=>=Malaysia == Vietnam === Philippines

Figure 1 Chart of revised ASEAN-Japan HAAI by domain
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Part 3: Significance of Field Surveys — Lessons from a Home
Visiting Survey for Community-dwelling Older People in
Myanmar -

A. Introduction - Significance of Field Survey in HAAI

Several indicators of the HAALI are essential for understanding the situation of older
adults and may not be accessible through government statistics or other publicly
available data sources. Table 1 lists the HAAI indicators for which no published data
exist. The indicators available in publicly accessible government statistics may not be
consistent regarding age categories, definitions, and survey methods. Although some
indicators are available as public data, figures specific to older adults have not yet been
published. Field surveys can also be conducted to obtain information that cannot be
obtained from publicly available statistics.

Furthermore, in field surveys that repeatedly investigate individuals in a particular
area over a long period, not only cross-sectional analysis at a given point in time, but
also longitudinal analysis (follow-up survey) is possible. Longitudinal analysis enables
the identification of causal relationships. This allowed for a more precise analysis of the
factors that influence changes in the health status and daily functioning of older adults
over time.

In addition, the survey area does not necessarily have to be large and extensive
enough to cover the entire country but can be a small area for in-depth analysis. For
example, conducting surveys in both urban and rural areas can yield insights that are
applicable to the entire country. Additionally, the data can be weighted by the
population and treated as representative of the country. It is also possible to vary the
level of aggregation if individual data are available (e.g., township or city block levels).

Even in specific regions, HAAI indicators can be evaluated longitudinally by
conducting field surveys that track individuals and identifying factors contributing to
active ageing in each region or country. ageingHowever, there are several challenges to
conducting longitudinal surveys. Conducting home-visit surveys can be costly, and
tracking individuals who have moved out or have uncertain addresses can be difficult,
depending on regional and national contexts.

This section presents the following: 1. indicators of the HAAI obtained through field
surveys, 2. examples of analysis and utilization made possible using individual data
obtained through field surveys, and 3. challenges related to field surveys.

1. Indicators of HAAI obtained through field surveys

No public data were available from government statistics or other sources, and were

20



therefore obtained through field surveys. Table 1 shows the indicators obtained through

the surveys.

Table 1. HAAI indicators for which no published data exists

Domain Indicator
Absolute poverty
Income & livelihood Relative poverty
security Food insecurity
Employment

Subjective, self-rated health

Receiving long-term care

Health & quality of life
Unmet need for healthcare

Physical exercise, including walking

Loneliness / social isolation

Engagement in social activities (community, political

Social capital & religious activities)

Communication with family or friends

Trust in the community

Having a mobile phone

Capacity and enabling Access to the Internet

environment Free from physical, psychological, financial, or sexual

violence

*In some countries, figures are published in government statistics.
* Figures are available in government statistics, but include data that are not specifically

for older people.

2. Examples of analysis and utilization were made possible by using individual data
obtained through field surveys.

Individual-level longitudinal analysis with cohort study

A cohort study targeting community-dwelling older people in the Yangon and Bago
regions of Myanmar was launched in 2018, with follow-up telephone surveys to track
subsequent health status and death. This made it possible to analyze the determinants of
health and factors affecting life expectancy among older people in Myanmar. Here, we

describe our experience in conducting surveys in Myanmar.

(1) Sampling Method
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A multistage random sampling method was used to select samples from Myanmar. Two
of the 14 regions/states in Myanmar (Yangon and Bago) were surveyed in this study.
Yangon is an urban area, whereas Bago is a rural area. First, six townships were
randomly selected from each region using population proportionate sampling, based on
the population of each township. Subsequently, ten wards were randomly selected from
the urban area (Yangon), whereas ten village tracts were selected from the rural area
(Bago) based on the population of each ward/township. Finally, ten people were
randomly selected from each extracted ward/village tract. As there is a residents’ ledger
list in Myanmar, we used it to extract the residents. However, resident ledger lists may
not exist in some countries, and cannot be used for research purposes. An alternative
method when a resident register is not available is area sampling. However, we have not
described this in detail. The sampling method is important because it determines the

representativeness of the data.

(2) Questionnaire

We developed a questionnaire based on the Japan Gerontological Evaluation Study
(JAGES), a nationwide cohort study of community-dwelling older adults in Japan. We
also collaborated with public health and gerontology researchers in Myanmar to develop
a questionnaire targeting community-dwelling older adults. Owing to differences in
social and cultural backgrounds, several questions used in Japan did not make sense in
Myanmar; therefore, we modified the questionnaire to fit Myanmar’s social and cultural
context. For example, in Japan, people actively join hobbies, sports groups/clubs, and
volunteer groups as part of social participation, whereas in Myanmar, few people
participate in hobbies and sports groups/clubs, and most attend religious gatherings or
participate in charity activities held at religious institutions (Buddhist temples, etc.). The

questionnaire was modified to accommodate the different situations.

The questionnaire was first translated from Japanese to English and then into the
local language. As the questionnaire was created in English, which differs from the local
language, we took great care to ensure an accurate translation. The linguistic translation
was carried out according to the following steps from (1) to (3):

» The English version of the questionnaire, modified according to the Burmese
context, was translated into the local language (Burmese) by researchers in
Myanmar.

» The local language version of the questionnaire was translated into English by

another researcher who checked it (back translation) to ensure that it correctly
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reflected the meaning of the original questionnaire.
» The final version of the questionnaire was developed to correct for discrepancies in

the original questionnaire.

(3) Home Visit and Interview

Surveyors were paired with community health nurses and other staff (involved in
community health) to visit the homes of the older adults selected using the sampling
method described above. A survey was conducted through face-to-face interviews using
paper-based questionnaires. Simultaneously, objective measurements such as height,
weight, grip strength, and blood pressure were obtained, which could be easily
measured on site. The baseline survey was conducted by a home-visiting survey, while
follow-up surveys after the first round were conducted by telephone surveys in which
participants or their family/friends were asked questions.

If it was not possible to reach the participants or their family/friends, we contacted a
person familiar with the local residents to briefly inquire about the participants’

whereabouts and situation. All collected information was recorded by surveyors.

(4) Examples of Analytical Results from the Surveys

After an approximately three-year follow-up period with a baseline of September-
November 2018, 93 deaths were identified as of 2021. Kaplan--Meier survival curves
showed that the highest mortality rate was observed among males living in rural areas
(Bago), whereas the lowest mortality rate was observed among females living in urban
areas (Yangon) (Figure 1). Cox proportional hazards models were used for analysis in
this study. In the covariate (sex, age, and socioeconomic status) adjusted analysis, both
emotional support receipt and instrumental support provision were significantly
associated with lower mortality, while participation in political gatherings was
significantly associated with higher mortality. Additionally, meeting friends at least once
a week and attending religious gatherings were associated with lower mortality,
although the differences were not significant (Figure 2). As shown in these examples of
analytical results, individual longitudinal data can enable the identification of factors
associated with outcomes, such as death and physical decline. While there are multiple
academic publications on such associated factors, most are from Western and developed
countries. It is not surprising that unknown factors exist that do not apply to low- and
middle-income countries with different socioeconomic and cultural backgrounds.
Therefore, it would be worthwhile collecting individual data from each country and

region.
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3. Challenges in obtaining individual data from field surveys
(1) Issue of cost on conducting surveys

Home-visiting surveys are necessary to obtain reliable data in low- and middle-
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income countries, as the postal system does not work well, and even when a survey
can be mailed, response rates are unsatisfactory owing to poor understanding. It is
also necessary to conduct training for surveyors to ensure the quality of survey data.

Thus, conducting field surveys and obtaining survey data incurs certain costs.

(2) Study design and development of the questionnaire
Careful attention should be paid to the selection of the survey field and sampling
method to ensure the representativeness of the survey data. The number of survey
sites may be limited by the cost of the survey, and the diversity of attributes and
environments, such as urban and rural areas, should be considered. When preparing
questionnaires, it is ideal to use the same items and questions as much as possible,
to enable comparisons across countries and regions.
However, it may not always be possible to unify the questions asked because
different countries have different cultures, customs, and social backgrounds.
Therefore, it is necessary to develop a questionnaire that reflects the
characteristics of each country and region.
When the HAAI is used as an indicator of active ageing, it can be used for subsequent
comparisons across countries and regions by unifying the recommended items for field

surveys.
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Part 4: Local good practices in Asian countries to improve the
revised HAAI

A. Introduction & Methods

We investigated the state of ageing in Asia, especially ASEAN, in accordance with the ASEAN-
JAPAN Healthy & Active Ageing Index 2017 (ASEAN-JAPAN HAAI 2017), which consists of
25 indicators in six domains through websites, reports, and papers of international organizations
and national governments. Subsequently, we studied the proposed revision of the index by
comparing it with the existing ageing indices.

Of the 38 precedents that were considered to contribute to the improvement of each indicator of
the revised HAAI, which consists of 43 indicators in six domains, we present examples that are
particularly innovative in each domain and are considered useful for improving the indicators.

In Domain 1, Policy & Statistics, three cases related to multisectoral collaboration and health
care; in Domain 2, Income & Livelihood Security, there were two cases of a bank account system
and a mobile service application that can be used by older people; in Domain 3, Health & Quality
of Life (QOL), six cases related to disabilities, (instrumental) activities of daily living, dementia,
and self-rated health; In Domain 4, Social Capital, five cases related to participation in social
activities and community trust; In Domain 5, Capacity & Enabling Environment, one case related
to lifelong learning; In Domain 6, COVID-19, two cases related to older people’s care and needs
during the pandemic.

The case studies were mainly conducted through the Healthy Ageing Prize for Asian Innovation
(HAPI), which recognizes and awards initiatives that contribute to achieving healthy longevity
and improving care for older people in Asian countries. The HAPI is supported by the Japan
Center for International Exchange (JCIE) and the Economic Research Institute for ASEAN and
East Asia (ERIA) as part of the Asia Health and Wellbeing Initiative (AHWIN) by the Japanese
government.

Based on the keywords discussed among the researchers, we searched for applicable cases of
activities, mainly in Asian countries, and added them if they were considered to contribute to
improving the indicators of the revised HAAI, even if the examples were not specific to older
people. Furthermore, an additional case study was added based on a home-visit survey of older

people living in a community in Myanmar, conducted by Prof. Shobugawa and his colleagues.

Ethical considerations
This study was conducted with the use of publicly available reports and did not require ethical
considerations. Permission from JCIE was obtained for the use of the good practice cases. For

each example, the URL of the reference page is appended.
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B. Results

Domain 1: Policy & Statistics N

Indicator: Multisectoral healthy and active ageing

-An Example of Good Practice-.

TITLE: Long-Term Care through ministries’ collaboration
ORGANIZATION: Ministries and other government entities in Thailand y
LOCATION: Thailand - S . g
CATEGORY: Supporting Self-Reliance B
Content Summary

Thailand has a rapidly ageing population due to declining birth rates and increasing life expectancy. Thailand has a clear
vision of long-term care (LTC) and is a frontrunner among ASEAN countries, with several innovative technologies to share
with other countries. Thailand has made great strides in the development of its LTC system and is working to strengthen,
expand, and improve it.

Thailand does not have an LTC governing body, but there is a clear division of roles among the ministries. Thailand developed
a definition of LTC in 2009. This definition encompasses all aspects of care, including social, health, economic, and
environmental. This definition states that LTC is needed by older people who are challenged by chronic illnesses or disabilities
and are partially or fully dependent on their surroundings for activities of daily living (ADL).

With a clear division of roles among the ministries, Thailand now has a structure in place for LTC. This facilitated coordination
among the various ministries involved in providing LTC services.

- Ministry of Public Health: Supervision of medical care and healthcare providers.

- Ministry of Social Development and Human Security: Regulation of social care, including the initiation of a volunteer home
care system for older adults.

- Ministry of the Interior: Local Administration

- Ministry of Finance: Management of fiscal policy (including financing policies to address Thailand's ageing population)

- Office of the Insurance Commissioner: Insurance regulations, including long-term care insurance

- National Health Insurance Office: provides universal health coverage including community-based long-term care

- National Commission on Ageing: Preparation of a national plan for older adults.

The Road to Better Long-Term Care in Asia and the Pacific-Building Systems of Care and Support for Older Persons
Asian Development Bank 2022
https://www.adb.org/sites/default/files/publication/797321/better-long-term-care-asia-pacific.pdf

Expected association with indicators
The clear division of roles among ministries regarding LTC and the ease of interagency coordination are expected to
contribute to healthy and active ageing.
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Indicator: Multisectoral healthy and active ageing

-An Example of the Good Practice-

TITLE: Visualization Tool and Workshop using Collected Survey Data >
ORGANIZATION: Universities and Local Municipality in Myanmar (collaborated with
Japanese researchers)

LOCATION: Myanmar

CATEGORY: Empower municipalities
Content Summary:

To investigate the health status, daily living, and social situation of Myanmar's

community-dwelling older adults, a home-visit survey was conducted on 100 older adults from each of 12 townships in urban
(Yangon Region) and rural (Bago Region) areas (1,200 people in total). While the survey clarified the actual situation of older
adults in Myanmar and was published academically, we sought ways to share the survey results with local public health staff.

Visualization tools called the YANGON HEART and BAGO HEART were developed. These tools enable interactive
visualization of the health status and daily living of older adults in township units. A Myanmar language version was
developed and distributed in a form that could be used locally. Additionally, a workshop was held to identify issues by region
(township unit) and explore solutions while operating the tool on a PC (Reinthaya Township in the Yangon Region). The
workshop was attended by 48 participants, including the Township Medical Officer (TMO), Township Health Officer (THO),
Public Health Supervisor (PHS), Health Assistant (HA), Lady Health Visitor (LHV), Midwife (MW), and 20 observers such
as researchers. The participants were divided into seven groups for group work. Each group was given a laptop computer with
a visualization tool and group work was conducted while operating the tool.

Cohort profile
https://bmjopen.bmj.com/content/10/10/e042877 .abstract
WHO NEWS
https://extranet.who.int/kobe centre/en/news/YangonWS

Expected association with indicators

By visualizing the health indicators of older people and making them available to local health personnel, the surve
data can be used at the field level. It is expected that this will enable the development and implementation of activitie
from the field that will lead to improvement of the indicators.
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Indicator: Health care including NCD

-An Example of Good Practice-.

TITLE: Department of Health (DOH) support for health care for older

people by Department of Health, Ministry of Public Health

ORGANIZATION: Department of Health, Ministry of Public Health

LOCATION: Thailand

CATEGORY: Supporting Self-Reliance !

Content Summary: N N ﬁ
A DOH survey of the health status of older people in Thailand revealed that ) .

approximately 7.45 million people continue to be active outside the home and are able to meet neighbors, market people, and

close acquaintances. It also revealed that approximately 200,000 older adults are able to perform some or all of their ADLs,
although basically limited to their own homes, and about 47,000 older adults are either bedridden or in need of full-time
assistance with ADLs. In response, some of the projects and interventions that DOH is implementing to improve or maintain
the health status of older adults are as follows:

1) Developed a wellness plan for older people who are socially connected through senior citizen clubs and organized activities
for 48,428 (as of August 31, 2021) of the 15,000 targets.

2) Assisted in the development of age-friendly model cities/communities in 45 locations distributed across 13 local health
zones with local administrative organizations (LAOs) and network partners.

3) Developed a Care for the Bedridden Older People Program Information System with 15,114 registered care managers,
94,968 caregivers, and 2,205 care volunteers (as of December 31, 2021).

4) Assisted tambons (sub-districts) with an LTC system for the elderly: The DOH survey showed that 96.4% of tambons met
the Thai Ministry of Health (MOH) criteria for appropriate LTC (6,997 tambons out of 7,255 total).

5) Assisted in the development of care plans for older adults in need of care. This covered 326,437 (92.1%) of the 364,410
older adults requiring care (as of December 30, 2021).

6) Developed an application for older people which records health for each individual.

Situation of the Thai Older Persons 2021
https://www.dop.go.th/download/knowledge/th1663828576-1747 1.pdf

Expected association with indicators

The above projects and interventions implemented by the DOH are part of health care, which is defined by the
Japanese Society for Health Care Research as the creation of new value through cross-industry support for the
realization of '"freedom' from illness and physical and mental illness by raising one's "zest for living".
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Domain 2: Income and Livelihood Security

Indicator: Financial tools
-An Example of Good Practice- (not limited to older people)
TITLE: M-Pesa
ORGANIZATION: Safaricom (Kenya) & Vodacom (South Africa)
LOCATION: South Africa, Kenya, Tanzania, Afghanistan, India, Europe, Egypt,
Mozambique, and the Kingdom of Lesotho.
CATEGORY: Technology & Innovation
Content Summary:

Some services allow inexpensive contactless payments and money transfers using
cell phones. For example, M-Pesa, which is not limited to older people but offers
services mainly in low-income countries, allows people to open accounts, deposit money, and send money using SMS on their
cell phones.

oducts-and-services/m-pesa

https://www.vodafone.com/about-vodafone/what-we-do/consumer-pr

M-Pesa in Kenya (Photo by Dr. Reiko Hayashi)

Expected association with indicators
The widespread use of M-Pesa among older people will mean an increase in the number of older people with bank
accounts.
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Indicator: Financial tools

-An Example of Good Practice- (not limited to the older people)

Title: The state-run Social Security System's (SSS) mobile application
ORGANIZATION: SSS Mobile

LOCATION: Philippines S

CATEGORY: Technology & Innovation R L

Content Summary: S Y, ‘y‘;.@
Some services allow senior citizens to register their information when opening an »‘“

account at a bank. For example, the SSS mobile application is the state-run Social :

Security System's mobile application. Through the SSS-EXT (SSS Self-Service Express Terminal), pensioners can check
their monthly contributions, loan status, ID card information, status of illness and other benefit claims, employment history,
Flexi-fund status, and other records. Other features include logging into My.SSS on the SSS website, where people can
submit retirement benefit claim applications, schedule and locate appointments at SSS branches, query SSS information,
register for funds, and request records.

https://play.google.com/store/apps/details? id=com.sssgov.sssmobileapp&hl=en&gl=US&pli=1

Expected association with indicators

Opening a bank account allows older people to sign up for convenient applications, which may increase the percentage
of older people seeking to open a bank account.
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Domain 3: Health and Quality of Life

Indicator: Disability/ADLs

-An Example of Good Practice-.

TITLE: Preventing Stroke Recurrence through a Hospital-Local
Government Partnership to Support Patient Self-Management
ORGANIZATION: Komagane City

LOCATION: Japan

CATEGORY: Supporting Self-Reliance

Content Summary:

In collaboration with Showa Inan General Hospital, Komagane City, Nagano
Prefecture, implemented a patient-centered program focused on preventing recurrent stroke in older patients after discharge
from the hospital. In collaboration with the hospital, Komagane City paved the way for stroke patient support during the first
year after discharge by providing education to patients and their families from the time of hospitalization.

Patient-centered approaches and the use of the city's "My Page" website have enabled patients to manage their health. Using
data to identify the appropriate target population, they have identified the interventions that had the most significant impact.

Komagane Stroke Recurrence Rate within 1st Year

Source: Showa Inan Genersl Hospital
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Expected association with indicators

Support for stroke patients during the first year after discharge from the hospital and a website that allows patients
to manage their own health may increase the number of patients who are able to lead independent lives after
experiencing a stroke.

Healthy Ageing Prize for Asian Innovation 2020
https://www.ahwin.org/preventing-stroke-recurrence-through-a-hospital-local-government-partnership/
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Indicator: Disability/ADLs

-An Example of Good Practice-.

TITLE: Bright Eyes for Older People Program
ORGANIZATION: Vietnam Association of Older People
LOCATION: Vietnam

CATEGORY: Supporting Self-Reliance

Content Summary:

The Vietnam Association of Older People provided eye examinations, screening, and treatment for 3.67 million older people
in Vietnam (about one-third of the older population), more than 200,000 eyeglasses at low or no cost, and more than 500,000
people received free cataract surgery.

The Association actively engaged in regular lobbying efforts targeting policymakers, donors, the media, and the private
sector to raise awareness about the importance of eye health in older people. In addition, the association has worked with

intergenerational self-help clubs throughout Vietnam to create national funds for securing human and financial resources.

Expected association with indicators
Free or low-cost eyeglasses and free cataract surgeries could increase the number of older people who are able to
maintain their eye health and lead independent lives.

Healthy Ageing Prize for Asian Innovation 2020
https://www.ahwin.org/bright-eyes-for-older-people/
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Indicator: Prevalence of dementia
-An Example of Good Practice-.
TITLE: KB Good Memory School-A Senior-Center Based Program for

Dementia Prevention 37
ORGANIZATION: Korea Association of Senior Welfare Centers (KASWC) = ’ 17
LOCATION: South Korea ! > o
CATEGORY: Supporting Self-Reliance 1‘3

Content Summary: { ]
KB Good Memory School is a senior-centered dementia program designed to be implemented in a community-based,
non-medical setting. To validate and standardize the program, an interdisciplinary advisory committee consisting of experts

in social work, public health, psychiatry, and preventive medicine was established. An evidence-based program was
developed. The program coincided with the introduction of a national policy on dementia by the Korean government. As

such, it is expected to generate synergistic effects.
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xpected association with indicators
ncreasing the number of seniors participating in dementia programs may decrease the dementia rate.

Healthy Ageing Prize for Asian Innovation 2020
https://www.ahwin.org/kb-good-memory-school/
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Indicator: Subjective, self-rated health

-An Example of Good Practice-.

TITLE: WheeLog!-An Accessibility Map Application Created by Everyone
ORGANIZATION: WheeLog

LOCATION: Japan

CATEGORY: Technology & Innovation

Content Summary: :

Getting to places that are unfamiliar to wheelchair users and people with /_,.—
limited mobility requires considerable information, careful planning, and
courage. WheeLog!, an application for cell phones and computers, has created a map that allows wheelchair users and those

with limited mobility to access public spaces and share barrier-free information worldwide.
LA o i | ™~ LE g

Expected association with indicators
The development of a mobility map for wheelchair users could lead to an increase in the number of wheelchair-bound
older people with access to public services, which could improve their well-being.

Healthy Ageing Prize for Asian Innovation 2021
https://www.ahwin.org/wheelog-an-accessibility-map-application-created-by-everyone/
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Indicator: Subjective, self-rated health
-An Example of Good Practice-. T o JL
TITLE: Community Car Sharing/Green Slow Mobility/Welfare Mover e 4 L7
LOCATION: Japan " *

CATEGORY: Community-Based Initiative

Content Summary:

In the mountainous areas of Japan and other regions where the population is
ageing and depopulating, car sharing is being introduced to ensure that residents
support each other and have a means of transportation for shopping and hospital
visits. For example, the Kuzugawa School District, located in a mountainous area in the northern part of Otsu City, has a
"community car-sharing program in which cars are shared by the local community. Users pay a reserve fund into the circle
for expenses such as car leases, fuel, and rewards for drivers depending on the distance and destination. At regular intervals,
the circle settles any excesses or deficiencies between expenses and the reserve fund and refunds or collects additional
funds.
https://www.sankei.com/article/20191221-YDENTDMRVZLVHK 64M2KBGBIPPE/

In addition, some communities have introduced green slow mobility, which refers to small mobility services and their
vehicles that utilize electric vehicles capable of traveling on public roads at speeds of less than 20 km/h. To support the
lifestyles of local residents, these vehicles are used for various community activities such as local shopping, group activities,
and events. For example, in the Kawarazuka and Koganehara areas of Matsudo City, Chiba Prefecture, where Green Slow
Mobility was introduced, they are used for community activities, such as evening crime prevention patrols and Christmas
events.
https://www.city.matsudo.chiba.jp/matsudodeikiiki/PR _tokushu/gurisuro2021.html

Furthermore, more than 23,000 facilities nationwide support those requiring light-to-moderate nursing care, and this
business model is currently being developed for day services. Day service refers to a service in which older people in need
of nursing care can visit a facility and receive services such as recreation, bathing, and meals. Some 2.2 million people use
these services annually. Since very few older adults in need of nursing care can commute to these services by themselves,
they are generally transported to and from facilities by the facility's staff. This has attracted attention as a business service.
For example, users can download a dedicated application on their smartphones and register at up to five destinations. When
the user wants to use the service, he/she opens the application and selects a pre-registered destination. The Al instantly
selects a pick-up vehicle that is nearby and heading in the same direction and matches the vehicle with the person. The
location and arrival time of the car are displayed on the app map. After that, when you select 'Decision,' all you have to do is
wait for the pick-up person to arrive.
https://socialaction.net/

An image photo

xpected association with indicators
The use of car-sharing and other services will increase the number of older people with access to basic
ervices and improve well-being.
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Indicator: Subjective, self-rated health
-An Example of Good Practice-.

TITLE: Houston Apollo Model -Sustainable Intelligent Community Health X ;
Service for Older People in Remote Areas £ A ' o
ORGANIZATION: National Taiwan University Hospital, Yunlin Branch Egﬁij}_' -
(NTUHYL) V{J\ N
LOCATION: Taiwan > R “““;j
CATEGORY: Community-Based Initiatives vl

Content Summary:

NTUHYL developed an innovative "Houston Apollo Model" to provide healthcare services that leverage existing
community activities. In partnership with local physicians and supported by government funding, it provides free
telemedicine consultations and health monitoring to older people at community meal service sites. Using an existing
community meal service program, the "Houston Apollo Model" was able to serve a large number of older adults without
much investment in outreach. In addition, this activity facilitates access to healthcare services for older adults.

sub-project: Egg supplement tathe Conmimunity Affirmation by Taiwan’ s President and

Vice President

y Screen and Educational Conferences
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Older peaple received eggs as nutritional supplements

Conference with Yun-Tech University

Expected association with indicators
Free telemedicine consultations, health monitoring, and community meal services for older people could improve
well-being by giving many older people access to basic services.

Healthy Ageing Prize for Asian Innovation 2021
https://www.ahwin.org/houston_apollo_model/
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Indicator: Rate of receiving long-term care
-An Example of Good Practice-.
TITLE: SmartPeep Al Older People Monitoring System
ORGANIZATION: SmartPeep
LOCATION: Singapore and Malaysia
CATEGORY: Technology & Innovation
Content Summary:
By combining existing monitoring technology with Al, a "care-
centered optical sensor" that issues alerts has been developed. This

reduces the burden on caregivers in nursing homes. Furthermore, the

system was able to monitor changes in resident behavior that caregivers may have had dlfﬁculty notlclng

Srrart pOBC‘
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Expected association with indicators
Optical sensors combined with monitoring technology and Al will increase the number of older people who can
receive the care they need.

Healthy Ageing Prize for Asian Innovation 2020
https://www.ahwin.org/smartpeep-ai-elderly-sitter-system/
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Domain 4: Social Capital

Indicator: Engagement in social activities (community, political & religious activities)

-An Example of Good Practice-. {\ /,_:ﬂj“ \
TITLE: Indonesia Senior-Friendly Community Program-Community- 5 {,ﬂsjj\,,"
Based Education for Older people and their Caregivers \
ORGANIZATION: Indonesia Ramah Lansia (IRL) Foundation
LOCATION: Indonesia

CATEGORY: Community-Based Initiatives

Content Summary:

The Indonesia Ramah Lansia (IRL) Foundation has been developing a
variety of community-based educational programs for both older people and caregivers, with an emphasis on building senior-
friendly communities. These programs have provided older adults with the tools they need to live healthy and independent
lives and have been adopted in many locations throughout Indonesia. Emphasizing the empowerment of community members
and communication among community leaders has enabled the entire community to participate in these programs.
Furthermore, existing community-based models of primary care and maternal and child health have been used to serve both
older adults and caregivers. The school for older people also encouraged participants not only to be students of activities, but
also to become teachers of others once they had been educated. These training materials and modules, as well as the lessons
learned from implementing the program, were made available for sharing throughout the country so that the program could
be easily rolled out across the country.

Expected association with indicators
The participation of older people in community-based educational programs can be expected to increase the number
of older people participating in social activities.

Healthy Ageing Prize for Asian Innovation 2020
https://www.ahwin.org/indonesia-elderly-friendly-community-program/
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Indicator: Engagement in social activities (community, political & religious activities)
N sy

-An Example of Good Practice-. el
S J o Py

TITLE: Bangkok Metropolitan Administration Model of Preventive PR
Long-Term Care
ORGANIZATION: Health Department, Bangkok Metropolitan
Administration

LOCATION: Bangkok, Thailand

CATEGORY: Community-Based Initiatives

Content Summary:

Using the preventive long-term care (PLC) model, a community-based program was initiated to promote the physical and
mental health of older adults. In addition to training instructors, the community-based component of the project includes an
initiative that allows trained instructors to become community trainers by training community volunteers. By working as
"community trainers," older people gained a sense of participation in community activities and had the opportunity to engage
with the community. In addition, the combination of commitment from the local government, the involvement of the public
sector and community, and the ability of the community to request funding to implement PLC activities made the project
sustainable.

Expected association with indicators
The ability of older people to become community instructors is an incentive to participate in social activities.
Furthermore, the ability to request funding is likely to lead to sustainable opportunities for social participation.

Healthy Ageing Prize for Asian Innovation 2021
https://www.ahwin.org/bangkok-metropolitan-administration-model-of-preventive-long-term-care/
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Indicator: Engagement in social activities (community, political & religious activities)
-An Example of Good Practice-.
TITLE: Another home, a place for relaxation and refreshment
LOCATION: Japan
CATEGORY: Community-Based Initiatives
Content Summary:

In Japan, activities called "commuting places" are spreading. In these places,

residents gather casually, plan activities together, and decide the content of the
activities. Through such interaction, they are places where people can "make their }
lives worth living" and "make friends.” & ‘

Some "commuting places" are not limited to older people, but also include mothers -

with their children, businessmen who come for lunch, and many other types of people. In addition, there are more than 40
places across the country where "time currency" is being used to encourage "mutual aid.” For example, at "Another Home,"
a place to stay in town run by the NPO "Tasukeai Enshu" (Fukuroi City, Shizuoka Prefecture), people are given "shu" cards,
a time currency, as a token of thanks. “Shu" cards allow people to ask for help without hesitation when they are in need, and

helpers feel more motivated to help. https://www.sawayakazaidan.or.jp/ibasyo/case/06toukai/mouhitotsu.html

R l } e
e

Photos by Ministry of Health
https://kayoinoba.mhlw.go.jp/

Expected association with indicators
Providing a place where local residents, including older people, can easily gather is thought to encourage them to
participate in social activities.
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Indicator: Trust in the community

-An Example of Good Practice-.

TITLE: Fraud Prevention

ORGANIZATION: Police, banks, convenience stores, post offices, home delivery
traders, food manufacturers, media, and municipalities

LOCATION: Japan

CATEGORY: Supporting Self-Reliance

Content Summary:

In Japan, the majority of victims of special fraud, such as furikome scams, are people aged 65 years or older. Police focus
on special fraud targeting older people. They analyze the methods and actual damage to ensure that criminal groups are
thoroughly apprehended. Through various opportunities, they actively disseminate information about criminal tactics and
precautions to avoid becoming victims. The police conduct a variety of public relations and educational activities, especially
for older adults. Many victims of special fraud withdraw or remit their money over the counter or through ATMs at financial
institutions. Therefore, it is important for financial institution staff to talk to customers to prevent damages. The police
promote such efforts by providing checklists to be shown to customers when talking to them and by conducting training
sessions in cooperation with employees of financial and other institutions. They are also strengthening their cooperation
with postal and courier service providers and convenience stores by requesting that they find and report packages that are
suspected of containing stolen money.

Yamazaki Bakery, a major food manufacturer, collaborated with the Chiba Prefectural Police to create sweet bread with a
message on the package to prevent victims of special fraud. The bread was sold at convenience stores and supermarkets in
the prefecture. Through such public and private sector prevention activities, 12,332 cases of damage amounting to
approximately 26.70 billion yen were prevented in 2015.

In the media, NHK Hokkaido, for example, has set up a special website that includes information on areas where
forewarning phone calls occur and crime prevention tips.

Municipalities that have taken steps to prevent damage include promoting the use of telephones equipped with functions
such as call recording and subsidizing the purchase of recording-equipped telephones by households with residents aged 65
years or older.
https://www.npa.go.jp/hakusyo/h28/honbun/html/st400000.html
https://www.nhk.or.jp/shutoken/chiba/article/003/18/
https://www.nhk.or.jp/hokkaido/articles/slug-n0bb1e43b393f

photographic image

Expected association with indicators
Efforts to prevent fraud among the older people in the community will lead to an increase in the number of older
people who feel safe in the community and have trust in the community.
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Indicator: Safety in the community /5 o /.f’ {5

-An Example of Good Practice-. § *z’
TITLE: QR Code Gel Nail Stickers for People with Dementia P /wj\(
ORGANIZATION: ORANGE LINKS il :
LOCATION: Japan aw
CATEGORY: Technology & Innovation \% o

2 ,.
Content Summary ; £ ;

Gel stickers with QR codes were placed on the hands and toenails of each person.
When police find an older person who has lost his or her way, they can scan the QR code with a smartphone to find the
phone number of the older person's chosen family member or care facility and contact them.

Flow of the identity confirmation using the QR code sticker

BN e Putitona finger
Al 7 Otsiribusion of
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Expected association with indicators
The sticker may help them to feel safe walking alone.

Healthy Ageing Prize for Asian Innovation 2022
https://www.ahwin.org/orange-links-qr-code-dementia/
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Domain 5: Capacity and Enabling Environment

Indicator: Education B /;"'- ;
-An Example of Good Practice-. & i */
TITLE: Lifelong learning A
LOCATION: Japan . S '
CATEGORY: Community-Based Initiatives g ”
Content Summary: "';\. ' ,
In recent years, community-based "lifelong learning universities" have been "
established to develop and provide learning programs utilizing various /
resources buried in the community as resources for learning.
For example, "Shibuya University," which is based in Shibuya, Tokyo and operates a lifelong learning program using the
entire Shibuya area as its campus, is a place where anyone can learn freely. It is neither a place to acquire special skills nor a
place to conduct research, but rather a place where people can find "something" for themselves. Shibuya University’s
concept is to provide a place where people can find what they like, a rich life, friends, a place to belong, a new self, and a
way to change society through learning that will lead to a new beginning. It functions as a place where anyone, not just
older people, can learn.

https://www.shibuya-univ.net/about/

Expected association with indicators

Lifelong Learning University initiatives will be places where pre-retirees and older people can learn, re-enter the
workforce, and learn for life.
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Domain 6: COVID-19

Indicator: COVID-19 case fatality ratio

-An Example of Good Practice-. xw 3“’// 2 E@fj”’\
TITLE: Capacity Building for Caregivers and Older People for \:\ i = fnj“’ : ~v
Contactless Deliveries using Indoor Autonomous Robots during the = ‘ ) f S
COVID-19 Pandemic - t,\\ r. o
ORGANIZATION: Malaysian Research Institute on Aging ;:\. \R\ L"\,I r) f':_:: ..7 & |
LOCATION: Malaysia \\ J r\ U s tﬁg v
CATEGORY: Technology & Innovation : ":—rf_‘__—\’_“:;&:b e ‘-‘-’"}:Jj";‘

< :

Content Summary:
A noncontact autonomous robot was developed for the care of older adults. The interdisciplinary approach of the
Malaysian Institute of Ageing enabled the development of a method to quickly identify the needs of nursing homes during a

pandemic and to develop solutions to problems that would help protect caregivers and residents.
—— _ — : R

Expected association with indicators
The use of non-contact, autonomous robots may help to reduce the risk of COVID-19 infection, severity of illness,
and mortality in older people and their care givers.

https://www.ahwin.org/capacity-building-for-caregivers-and-older-persons-for-contactless-deliveries-using-indoor-
autonomous-robots-during-the-covid-19-pandemic/
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Indicator: COVID-19 case fatality ratio

-An Example of Good Practice-.

TITLE: Accompanying Older People to Face the COVID-19 Pandemic
ORGANIZATION: Indonesia Ramah Lansia [Indonesia Friendly to the Older
Adult] (IRL) West Java Chapter

LOCATION: Indonesia

CATEGORY: Community-Based Initiatives

Content Summary:

The West Java Chapter of the nonprofit organization Indonesia Ramah Lansia "‘....‘:..,-;. - 0

(Indonesia Friendly to the Older Adult: IRL) implements various programs for
older people in the community.

When the COVID-19 pandemic began to affect the community, IRL launched a comprehensive and sustainable outreach
effort to help the people of West Java identify the needs of older people based on their physical and socioeconomic status
and strengthen their connections through the following three approaches.

-Provide nutritious meals and exercise to older adults

-Provide support and connections for the mental health of older adults.

-Using the local Indonesian wisdom of "gotong royon" (mutual cooperation), the community will raise awareness of mutual
care and support for older people.

Expected association with indicators
Needs-based support for the older people during a COVID-19 pandemic could limit the risk of severe illness from
COVID-19.

Healthy Ageing Prize for Asian Innovation 2021
https://www.ahwin.org/accompanying-the-elderly-to-face-the-covid-19-pandemic/
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C. Discussion

Some reference cases could be considered relevant to some indicators in the revised HAAI However, some cases had
many references and others has no references, depending on the item. For example, although there were many references to
"Engagement in Social Activities" of Domain 4, there were no references to "food insecurity" of Domain 2. This may be due
to the fact for some indicators, improvement is expected to be easily visible when systems are introduced and community
interventions are implemented, while for other indicators, improvement is not expected, or intervention for improvement is
difficult. Additionally, only 38 cases were included in the study. It is necessary to collect further information and consider
measures for improvement, particularly for indicators for which no case examples are applicable. In addition, although this
chapter highlights one good practice that is considered particularly promising for improvement of one selected item, it is
possible that the relationship is not necessarily one item and one good practice, and that one good practice may be involved
in the improvement of another item as well.

Some cases developed at the regional level, whereas others developed at the national level. When referring to cases in
each country and region, it is necessary to closely examine the level at which they can be implemented, considering social,
economic, and cultural contexts. In addition, many examples involve local governments, the general public, religious
organizations, the private sector, media, and local healthcare providers. The functioning of public-private partnerships and
the fact that each ministry and agency had clearly defined their roles in developing the measures were considered the keys
to success.

Furthermore, examples of using Information and Communication Technology (ICT) to watch over older people and to
move them to public spaces have also been mentioned; it was reported that the use of ICT can be expected to form a place
and have the effect of providing enjoyment, pleasure, stimulation, and a sense of security
(https://www.soumu.go.jp/main_sosiki/joho_tsusin/b_free/b_free03 3.html). In the future, the use of ICT will be
indispensable for improving ADL and health of older people. This will reduce the burden of caregiving in the future. In
utilizing ICT, however, handling personal and user information, consideration of user privacy, and the organization of
anonymity and usefulness are necessary.

In this report, we listed good practices that are expected to be related to the indicators. Presenting such good practices
would clarify the image of the revised HAAI The construction of evidence, such as the extent to which the innovations
mentioned in good practices contribute to the improvement of indicators, is an crucial issue for future research.

We would express our deepest gratitude to the Japan Center for International Exchange (JCIE) for their cooperation in
conducting case studies.
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Part 5: Conclusion and Recommendation

A. Significance of the revised HAAI (ASEAN-Japan Healthy & Active Ageing

Index)

We developed a revised HAAI based on the 2017 version with reference to similar indicators from other organizations and
suggestions by researchers. The revised version of the HAAI consists of 43 indicators across six domains. The contents of the
indicators were thoroughly reviewed to redefine the concept of healthy and active ageing. In addition, a comprehensive index
was calculated as the deviation value by quantifying the numerical values and categories applicable to each indicator. This
index can also be used to compare domains and countries. The results are presented using visually user-friendly radar charts.

The problem with developing indicators is that the measurement methods differ from country to country, and there are no
numerical values in themselves. These problems continue, but this integrated index will help us grasp the overall trend of
healthy and active ageing. The revised HAAI, along with the radar charts, can be used for policy development in ASEAN
countries.

Indicators should be meaningful despite non-uniform definitions or incomplete data collection. It is important to handle
variations and missing values appropriately to roughly understand the current situation and make comparisons. The revised
HAAI would be a fairly useful index in the field of real policy development.

In ASEAN countries with close cultural and policy proximity, the revised HAAI has great merit for comparing the advantages
and problems of ageing policies among countries.

Because the revised HAALI includes several indicators related to the SDGs, appropriate figures can be obtained efficiently.
The position of each country's ageing policies in the SDGs is also clarified.

Several challenges, however, need to be overcome. First, in some indicators, it is difficult to determine whether a higher or
lower value is preferable, such as Indicator 3.8, Prevalence of dementia and Indicator 3.10, Receiving long-term care. In
general, for events that have not received much attention, as surveillance starts, the number and proportion of cases apparently
start to increase. This increase may attract public attention, leading to more cases discovered even when policies have been
implemented. This is a sort of paradox in which the number of cases continues to increase despite the implementation of
policies. At some point, the upward trend subsides, and thereafter starts to decline due to the effects of policies. The meaning
of the indicator changes depending on the stage of policy development in each country; therefore, it is necessary to interpret
carefully.

The second challenge was the lack of data on older adults. Many indicators have countrywide data, but age-specific data on
older people have not been classified nor published. It is important to collect and publish data on older adults to promote
ageing policies.

B. Significance of the regional survey in the field

When applying the revised HAAI, some countries did not have national data on several indicators. In this case, as shown
in Section 3, a regional survey was conducted on-site. Regional surveys conducted in urban and rural areas of Myanmar have
yielded high-quality data through epidemiologically appropriate sampling and visit/telephone surveys. In terms of
representativeness, it may not be as good as national data, but is significant as a backup, supplement, or substitute for national
data. It is also possible to track the same region or group continuously to monitor and evaluate the effectiveness of policies
when they are introduced.

In addition, regional surveys are useful from a policy perspective because they can identify regions and groups that are
difficult to reach for geographical, economic, and social reasons.
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C. The revised HAAI and good practices

Good practices for ageing in Japan and the ASEAN countries are shown in relation to the revised HAAI domains. The
extent to which good practices contribute to the improvement of indicators should be examined in future studies. However,
to make the revised HAAI useful for policy, it is important to consider the correlation between indicators and policies. Each
good practice provides suggestions for policy development for a healthy and actively ageing society.

Owing to the COVID-19 pandemic, it was not possible to travel to ASEAN countries to collect information. With the
cooperation of the Japan Center for International Exchange, many good practices were selected from cases awarded the
Healthy Ageing Prize for Asian Innovation. Such prizes could play a major role in disseminating good ageing practices. Active
implementation of such practices would greatly promote ageing policies.

D. Japan's Contribution and Partnership

Over the years, Japan has developed various ageing policies. In particular, the long-term care insurance system has led to
the socialization of long-term care and the vast provision of services by the private sector. In addition, the framework of
comprehensive regional support is taking hold, and collaboration among health, medical care, and nursing care is progressing.
These experiences and mechanisms would serve as a reference for Asian countries, including ASEAN countries.

In the revised HAAI radar chart, however, there are some domains in which Japan scored lower than other countries, such
as social capital. In such fields, Japan must learn much from other countries.

We interviewed several related institutions and researchers to construct the revised HAAIL Compared with the situation in
the original HAAI 2017, the awareness of policymakers in each country has improved significantly, and their practices have
progressed enormously. Partnerships promoting ageing policies in Asia, including ASEAN countries, are becoming
increasingly important. Japan’s active involvement in this process would serve its national interests and contribute
significantly to regional stability. The revised HAAI is expected to be a useful tool to strengthen partnerships.

E. Recommendations for Policymakers and Stakeholders

The research team makes the following recommendations for policymakers and stakeholders on ageing.

1. The index should be used to organize and compare statistical information on ageing, which is particularly important for
planning, implementing, and evaluating ageing policies.

2. Data on older adults should be enhanced.

3. While data at the national level are important, data from rural areas and hard-to-reach populations are also important for
ageing policies, and field surveys should be used as needed.

4. Good practices in countries and regions should be linked to indices and utilized for policy development.

5. The government and relevant organizations should more actively find out and disseminate good practices.

Research Team Member

Principal Investigator
Tomofumi Sone (President, National Institute of Public Health)

Research Associates
Reiko Hayashi (Deputy Director-General, National Institute of Population and Social Security Research)
Hidenori Arai (President, National Center for Geriatrics and Gerontology)
Yugo Shobugawa (Professor, Niigata University Graduate School of Medical and Dental

Sciences/Department of Active Ageing (donated by Tokamachi City, Niigata, Japan))

Masataka Nakagawa (Senior Researcher, National Institute of Population and Social Security Research)
Yuri Sasaki (Senior Researcher, National Institute of Public Health)

Research Collaborator
Nobuyoshi Watahiki (Visiting Researcher, National Institute of Public Health)

49



