2019/05

Social Development Working Papers

THE ASIAN ACTIVE AGEING INDEX:
RESULTS FOR INDONESIA AND THAILAND
Asghar Zaidi
Jinpil Um

The Asian Active Ageing Index:
Results for Indonesia and Thailand
Asghar Zaidi
Jinpil Um

Abstract
This paper presents the Asian Active Ageing Index (AAI), with a focus on countries in SouthEast Asia, especially Indonesia and Thailand. It also seeks to recommend the Index for use by
other countries of the Asian and Pacific region by adapting it to the Asia-Pacific context and
taking into consideration factors such as the role of older persons in the society, changing
norms and the informal nature of contributions of older persons to their families and
communities. A review of the literature and various theoretical frameworks is presented to
provide context to the development of the Asian AAI, while it is noted that the Asian AAI
revisits the choice of indicators and revises the aggregation methods previously used in the
European Union version of the AAI. Subsequently, the Asia AAI is explained, and the results
are presented from applying it to Indonesia and Thailand across a wide array of parameters,
yielding overall values as well as those specific to certain domains, such as such as employment,
social participation and independent living. The paper concludes with a discussion on the
Index and its application and a series of policy recommendations focusing on the domains of
healthy ageing, financial security and enabling environment for active ageing.
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Introduction

The speed of population ageing is very rapid in many member countries of the Association of
Southeast Asian Nations (ASEAN).1 This trend will have a great impact on the future of social
and health-care services for older persons, with important implications for the public policy
agenda in ASEAN. However, the Third Review and Appraisal of the Madrid International
Plan of Action on Ageing (MIPAA), in 2017, shows that there exist capacity gaps within
governments of this region in designing effective active ageing policies (ESCAP, 2017a).
Amidst all the concerns about the fast growth of ageing populations, ASEAN countries may
overlook the fact that the new generation of older persons are a powerful resource. They not
only have the potential to contribute to their own well-being, they can help construct greater
economic and social prosperity for the societies in which they live. Central to this is the idea
of active ageing – the process of creating opportunities for the activity and engagement of
older persons and, in the process, improving their quality of life.
It is, therefore, important that new analytical frameworks are developed to strengthen the
policymaking capacities of governments in the all-important area of promoting active ageing
among older populations. Some of the specific goals of active ageing strategies in this region
focus on enhancing social participation of older persons, promoting their physical and mental
health status and removing barriers to age-based discrimination (ageism).
The aspiration of attaining active ageing is critical not just in making public welfare systems
financially sustainable, but also as a prerequisite for improving the life satisfaction and wellbeing of people of older ages. In this context, it is important to understand how an individual’s
experience of ageing can be enriched with better national and subnational public policies and
programmes.
Although the importance of promoting active ageing is well understood, ASEAN
governments should invest more resources into developing effective evidence-informed
policies. This ambition requires a high-quality and independent comparative evidence base
for mutual learning and should not only highlight those countries that are lagging, but also
identify good practices in other countries.

A.

The Asian Active Ageing Index

The Asian Active Ageing Index (Asian AAI) is a tool used for quantifying the extent to which
older persons have and can realize their potential. It draws largely from the Active Ageing
Index (AAI) for the European Union countries (EU AAI),2 which has generated evidence with
the same impact objectives in mind (see annex). The EU AAI covers three distinct domains
that determine the experiences of active and healthy ageing: Employment; Social
participation; and Independent living. The fourth domain, Enabling environment and
capacity for active ageing, goes beyond observing the actual experiences of active ageing and

ASEAN was formed in 1967 by Indonesia, Malaysia, the Philippines, Singapore and Thailand. Brunei Darussalam
joined in 1984, while Viet Nam joined in 1995. Lao People’s Democratic Republic and Myanmar became full
members in 1997, and Cambodia became its tenth member in 1999.
2 For further information: https://www.unece.org/population/aai.html
1
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captures how societies differ with respect to the active ageing capacity of their older
populations and in providing enabling age-friendly environments for active ageing.
The Asian AAI for the two ASEAN member States where data are readily available (Indonesia
and Thailand) takes the EU AAI as its starting point. However, it is sensitized to cultural
norms within the Asian-Pacific region, such as the role of older persons in society, the
changing norms of family relationships and the informal nature of contributions of older
persons to their families and communities. The Asian AAI also draws from other indices,
especially from the Global AgeWatch Index, Age UK’s Wellbeing in Later Life Index and the
Hartford Aging Index of the Columbia Aging Centre.
The Asian AAI addresses peculiarities of the EU AAI by revisiting the choice of indicators (for
instance, to include direct indicators of independent living and use home ownership as an
indicator of material deprivation) and revising the aggregation methods (for example, by
normalizing the indicators before aggregation into specific domains and the overall AAI).
The Asian AAI is relevant for the purpose of building public policy capacities to measure and
promote experiences of active and healthy ageing in the older population of the Asia-Pacific
region. It can be used in the monitoring of implementation of MIPAA, and it can be aligned
to the 2030 Agenda for Sustainable Development, especially in assessing how countries are
able to fulfil the pledge of ‘leaving no one behind’. The Asian AAI can serve as an instrument
for assessing the active ageing experiences of older persons in ASEAN countries. It can help
identify policy priorities and, with additional data, be used to evaluate their impacts. It can
further offer mutual learning in the 10 countries for which it could be developed, if data
become publicly available.
An important caveat is that a composite index, as in the case of the Asian AAI, cannot provide
a complete analysis of active and healthy ageing in all countries; it needs to be used in
conjunction with additional country-specific analysis of active and healthy ageing, especially
in examining inequality within a single country across age, gender, ethnicity and geographic
location. The Asian AAI needs to be supplemented with a dashboard of indicators relevant
for active and inclusive ageing in Asia-Pacific countries.
In addition to discussing the Asian AAI, the report evaluates the availability of the ageingrelated data suitable for the analysis of active and healthy ageing in ASEAN countries. It helps
identify gaps in age-disaggregated data and ageing-related statistics for countries in this
region, supplementing the work programme of the Titchfield City Group on Ageing.3

B.

Outline of the paper

The paper is structured in four parts: following this introductory section, section two covers
background issues, literature and related theoretical frameworks; section three presents the
Asian Active Ageing Index framework and results from using data on Indonesia and
Thailand; and section four provides conclusions and a series of policy recommendations

3

For further information: https://www.ageing.ox.ac.uk/blog/Titchfield-City-Group-on-Ageing
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aimed at improving active and healthy ageing of older persons in Indonesia and Thailand, as
well as other countries in Asia and the Pacific.

II. Background, literature and theoretical frameworks
A.

The pace of population ageing in ASEAN countries

This report, though at times referring to the wider Asian and Pacific context, focuses on
ASEAN countries, particularly Indonesia and Thailand. As with the Asia-Pacific region as a
whole, one of the most notable social phenomena in ASEAN countries is a rapid decline in
fertility levels. This, in turn, acts as a strong driver of population ageing. The total fertility rate
has declined from a historically high of 7 or more children per woman in 1950 to merely a
population replacement rate (2.1. children per woman) or even lower in recent years, as shown
in figure 1.
This rapid fertility decline reflects progress regarding women’s emancipation, contributing to
a higher labour force participation rate and choices in using contraception to avoid unwanted
pregnancies. The fertility decline has been observed along with the rising social status of
women in many countries, where women enjoy greater individual choices regarding
education, careers and family formation (ESCAP, 2017a).
Other major achievements observed in ASEAN societies are advances in health and social
welfare. The average life expectancy at birth in the region has increased dramatically (figure
2), rising almost 15 years for both men and women over the past five decades, from 56 years
in 1967 to 71 years in 2016. A child born in Malaysia today, not only could expect to live about
15 years longer than a child born in the 1960s, it will have better access to pensions as well as
health and social care provisions (ESCAP, 2017a). Although healthy life expectancy at age 60
or over has increased in most of the ASEAN region over the same period, life expectancy at
birth has increased faster than healthy life expectancy, largely due to sharp declines in child
mortality (ASEAN Secretariat, 2017).
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Figure 1. Total fertility rate of ASEAN countries, 1950–2020
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Source: World Population Prospects: The 2019 Revision (https://esa.un.org/unpd/wpp/)

Medical improvements have led many people to survive longer even with illnesses, yet they
end up spending more time than previously with debilitating diseases and disabilities. For
instance, in Cambodia, older persons are likely to spend about 40 per cent of their remaining
life at age 60 with a disability (ESCAP, 2017b).
Over the years, the concept of healthy life expectancy has gained importance and has been
regularly used in research on health and ageing. The policy relevance of this measure has also
increased over the past two decades, with many countries now including healthy life
expectancy as an indicator in policies for reviewing and improving the health of older persons
(Jagger, 2015; Saito et al., 2014).
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Figure 2. Life expectancy at birth in ASEAN countries, 1950–2020
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Primarily declining fertility, followed by increasing life expectancy at birth have resulted in a
rising share of older persons aged 60 or more and a shrinking share of the working-age
population, conventionally defined as the population aged 15–59. With rapid population
ageing in ASEAN, it is projected that by 2050, Singapore and Thailand will be almost as ‘aged’
as Japan, which is considered a hyper-aged society.4 Figure 3 show that, while these countries
are going to be ‘aged’ over the next few decades, Brunei Darussalam, Cambodia, Malaysia
and Viet Nam will be very rapidly ageing as a result of their sharp fertility declines, moving
from ‘ageing’ to ‘aged’ societies within 20 years.

4According

to HelpAge International (2015): there are four different types of society based on the proportion of
older persons: Young Society: less than 10 per cent of population aged 60 or over; Ageing Society: 10-19 per cent
of the total population aged 60 or over; High-Ageing Society: 20-29 per cent of the total population aged 60 or over;
and Hyper-Ageing Society: 30 per cent or more of population aged 60 or over.
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Figure 2. Percentage of the population aged 60 or older in ASEAN countries, 2015, 2030
and 2050
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Source: World Population Prospects: The 2019 Revision (https://esa.un.org/unpd/wpp/)

Almost every region in the world (outside of Africa) has experienced substantial increases in
the proportion of older persons in their population; however, the number of older persons is
increasing more rapidly in most of the ASEAN countries compared to other countries,
especially more developed ones. Figure 4 shows this using a slightly different age category
and definitions. The ASEAN countries (the upper cluster) are all moving from having 7 to 14
per cent of their population aged 65 or older in the course of 30 years or less, compared to
significantly longer periods in the developed countries of the lower cluster, besides Japan. The
fast ageing trend has great significance for policy development as well as planning social and
health services for older persons, given far less time to put in place policies and implement
plans. While developed countries in Europe and elsewhere established social protection
policies with comprehensive pension systems many years ago, some even at the turn of the
twenty-first century when their populations had not yet experienced population ageing, this
has not been the case in many ASEAN countries. These countries will have to act urgently and
bring about social change, to avoid a slowdown in economic growth resulting from reduced
working-age populations and risks of an increase in poverty and inequality owing to effects
of an ageing population on the financial sustainability of social protection systems.
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Countries and periods

Figure 3. Period taken to change from “ageing” to “aged” societies (in years), ASEAN
countries compared to selected developed countries
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Source: World Population Prospects: The 2019 Revision (https://esa.un.org/unpd/wpp/) and US
Census Bureau publication.
Note: In this context, a country is considered “ageing” when 7 per cent of its total population is aged
65 or older, while a country is considered “aged” when 14 per cent of its total population is aged 65 or
older.

While the trends are clear, rigorous research on active ageing in ASEAN countries is lacking,
as only a few countries have assessed it on societal levels. There are also research gaps in
analysing active ageing (see below) at the individual level, and no study stands out as
identifying determinants of active ageing.5

B.

Paradigms of ageing

Amidst concerns about the fast ageing of populations, countries may overlook the idea that
older persons are a powerful resource. They not only have the potential to contribute to their
own well-being, they can help construct greater economic and social prosperity for the
societies in which they live. Central to this is the idea of active ageing – the process of creating
opportunities for the activity and engagement of older persons and, in doing so, improving
their quality of life. As the World Health Organization (WHO) states, ‘Active’ refers to

5There

are not many studies providing insights into the ASEAN specific definitions and frameworks on active
ageing. Some single country studies have indeed been undertaken. For instance, Haque (2016a) for the active
ageing level of older persons in Thailand, and Arifin et al. (2012) for three pillars of active ageing in Indonesia. The
National Statistical Office of Thailand (2019) recently published the Active Ageing Index of Thai Elderly.
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continued participation in social, economic, cultural, spiritual and civic affairs, not just the
ability to be physically active or to participate in the labour force (WHO, 2002).
Active ageing in the form of longer working careers, especially for women, can also address
the challenge of the shrinking working age population, as observed in many countries of the
region. For older persons, on the other hand, active ageing means much more than longer
working careers. It implies growing older in good health and as full members of society,
feeling more fulfilled in jobs and in social engagements, being more independent in daily lives
and more engaged as citizens. However, this can only happen if favourable public policies at
both the national and local community levels are introduced, and measures, such as increased
financial security and expanded age-friendly infrastructure, are rolled out and made widely
accessible.
Active ageing strategies tap into the potential of older populations, with the aim of promoting
good policies and practices to influence change for the better in their lives. The active ageing
paradigm emphasizes the scope for social investment, taking the view that the cost of actively
managing ageing is less than a passive portrayal of older persons where they depend on the
state or family.
In response to the population ageing challenges, ASEAN adopted the Kuala Lumpur
Declaration on Ageing: Empowering Older Persons in ASEAN (ASEAN, 2015). In this, the
Heads of Governments recognized “that an increase in the proportion of older population will
require adaptation of current health care and social support systems to meet this emerging
challenge”. More critically, it promotes “a shared responsibility approach in preparation for
active and healthy ageing”, and “intergenerational solidarity towards a society for all ages by
raising public awareness on the rights, issues and challenges of old age and ageing”.
ASEAN members need to consider how older persons can continue to be socially and
economically engaged through providing care to families, returning to education and training
for lifelong learning, or becoming active in voluntary activities. This will involve taking
account of the evolving cultural norms in this region and the speed of population ageing.

C.

International policy frameworks

The year 2017 marked 15 years since the adoption of the Madrid International Plan of Action
on Ageing (MIPAA) by United Nations Member States, considered the global guiding
document on population ageing. MIPAA focuses on three priority areas: 1) Older persons and
development, 2) Advancing health and well-being into old age and 3) Ensuring enabling and
supportive environments. It sets out 239 recommendations in relation to its 35 objectives.
MIPAA is the successor to the world’s first international policy framework on ageing, the
Vienna International Plan of Action on Ageing (VIPAA), introduced in 1982. Although a
landmark agreement in its own right, VIPAA was perceived to be most relevant to advanced
economies which already had ageing populations, and very little progress was made in
implementing its recommendations in developing countries with younger age profiles
(Sidorenko and Zaidi, 2013).
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MIPAA reaffirmed commitments made in VIPAA, but also sought to be more relevant to
developing countries. Further, MIPAA took an explicitly rights-based approach and
encouraged the mainstreaming of ageing issues into general policy and development
discourses (Sidorenko and Walker, 2004; Marin and Zaidi, 2007), with a key commitment of
building a society for all ages (United Nations, 2002).
The United Nations Economic and Social Commission for Asia and the Pacific (ESCAP) is
mandated to conduct periodic regional reviews of MIPAA, the last of which was held in 2017.
The outcome document of the Asia-Pacific Intergovernmental Meeting on the Third Review
and Appraisal of the MIPAA, held from 12 to 14 September 2017 in Bangkok, called upon
ESCAP to support its members in capacity-building for MIPAA implementation.
Developing such capacities will be facilitated by statistical tools such as the Asian Active
Ageing Index (Asian AAI). This index is adapted to the population ageing circumstances in
the Asia-Pacific region, most specifically to ASEAN countries. It can support policymakers to
identify their relative strengths, areas for further development and opportunities for technical
cooperation in promoting active ageing in their countries. Finally, it can be an instrument to
show progress in the implementation of international policy frameworks such as MIPAA and
the 2030 Agenda for Sustainable Development.
The Asian AAI aims to use a dashboard of indicators aligned with the three policy directions
of MIPAA. The aggregation of individual indicators into domain-specific indices of the Asian
AAI, as well as their aggregation into an overall composite index, will provide accessible
benchmarking and monitoring of national progress. This idea has been successfully tested in
European countries with the use of the EU AAI (ECE, 2017).
Countries in the ASEAN region with diverse regional circumstances will have much to gain
in adopting a framework that provides a functional set of metrics applied to policy and
practice around ageing. For example, it will enable the monitoring of circumstances, as well
as the identification of gaps in existing provisions and areas for improvement.

D.

Theoretical foundations

Population ageing in public policy discourse is often presented as a crisis for societies, in both
developing and developed countries. This is particularly the case when considering the policy
responses to the challenges of pension systems, health and long-term care, education and the
environment, which all require adjustment to the new realities of an ageing population.
However, such focus on challenges only gives rise to anxieties and runs the risk of motivating
policy decisions that may lead to neglect of the immense opportunities that come with
population ageing.
The psychosocial theories of ageing provided the development of a positive discourse about
ageing as early as 1949, with the publication of Personal Adjustment in Old Age at the University
of Chicago under the jurisdiction of the United States of America Committee on Human
Development (Cavan et al. 1949). Contrary to expectations, the study suggested that a physical
and mental decline in old age was not inevitable. The authors found that people who
12
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continued to lead active and productive lives remained well adjusted in old age. During the
1950s, the Kansas City Study of Adult Life combined this emphasis on activity with how
people performed various roles – that of spouse, parent and worker – as they aged (Quadagno,
2018).
These studies started to shift views of old age as a ‘dependent’ period of life to it being a ‘new
opportune time’ – ageing began to no longer be seen as leading to a stage of life that required
disengagement from activity. This new paradigm highlighted the resource of older persons
and raised questions about their role and status in society, articulated in a number of
approaches over the subsequent decades. Terms and conceptualizations that described these
approaches were ‘successful ageing’ (Rowe and Kahn, 1987, 1997; Baltes and Baltes, 1990),
‘productive ageing’ (Butler and Gleason, 1985). ‘active ageing’ (WHO, 2002; Walker, 2002),
and ‘healthy ageing’ (WHO, 1990, 2015; Bousquet et al., (2015).
This section summarizes different concepts used in describing the conceptual foundations of
the work on active ageing carried out in this report. To begin, a summary of earlier works in
social gerontology, which provided the basis of the theoretical constructs on positive
paradigms of ageing in modern gerontology, is presented. Subsequently, three of the just
noted conceptualizations are covered: successful aging, active ageing and healthy ageing.
(i)

Early perspectives on ageing and roles of older persons

Early researchers of gerontology were developmental psychologists who focused on growth
and maturation, seeing old age as a period of inevitable physical and mental loss. Such
declines were viewed consistent with biological aspects of ageing. The aforementioned study
at the University of Chicago provided a breakthrough by suggesting that a physical and
mental decline in old age was not inevitable (Cavan et al., 1949). Rather, poor adjustment was
correlated with a lack of activity: people who continued to lead active and productive lives
remained well adjusted in old age.
Subsequently, during the 1950s, research, referred to as the Kansas City Study of Adult Life,
identified how people become adjusted to changes brought about by the ageing process in old
age. The research included a study by Elaine Cumming and William Henry (1961) which
provided the first formal theory of ageing.
(a). Disengagement Theory
The Kansas City Study contributed to the development of major theories on ageing and roles
of older persons in the 1950s and 1960s. Among these, Disengagement Theory suggests that
ageing is a process of liberation, in which an individual is free from social duties, while
personal and social disengagement is a mutually agreed, inevitable and natural process
consistent with successful adaptation to old age (Cumming and Henry, 1961).
The underlying process of disengagement is said to benefit not just the ageing individual but
also wider society. From an individual point of view, responsibilities that become increasingly
burdensome or difficult to fulfil, such as social roles, can be shed, allowing the space and
freedom needed to confront one’s none-too-distant mortality. From the point of view of wider
13
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society, the process permits more capable individuals (because of their age) to take on
responsibilities that would otherwise be performed less satisfactorily. Disengagement Theory
thus provides a functionalist account of old age as a distinct stage in the life course with a
distinct status (Zaidi and Howse, 2017).
Forty years later, one of the proponents of this theory, Cummings (2000), recognized that the
earlier version of the theory did not fully consider how differences in personalities and
temperament might affect whether an individual remained active or withdrew from society.
Overall, the theory leads to a common understanding that people grow old in many different
ways; some disengage, while others stay active. The question remains: who disengages and
why?
(b). Activity Theory
In response to Disengagement Theory, several frameworks were developed to reflect and
incorporate other more positive experiences of life in older age. Activity Theory, introduced
by Havighurst (1961), states that continuing with activities is important in maintaining the
quality of life of older persons. He argued that psychological and social needs of older persons
were no different from those of the middle-aged and thus it was not normal for older persons
to become disengaged as they grew older. If they did, the change could be linked to events
beyond their control, such as poor health. He also referred to people finding substitutes for
those activities that had to be relinquished; for instance, substitutes for work and for friends
and loved ones who died (Havighurst et al., 1968).
Havighurst further postulated that social gerontology should offer a positive counsel to
individuals to know and understand how to age differently, for a positive impact on their
own health and their wider contribution to society. He recommended developing an
appropriate empirical measure of life satisfaction and comparing outcomes in individuals
who were disengaged with those who had active roles. The hypothesis defining this early
version of Activity Theory is that a positive relationship exists between activity and life
satisfaction, and, the greater the role loss, the lower the life satisfaction (Havighurst, 1963).
The practical implications were clear: rather than disengage from social roles, older persons
should maintain activities for as long as possible or find substitute roles for those they
relinquish.
In summary, disengagement and activity theories are historically important in so much as
they each prescribe an approach to age successfully and maintain well-being in later life.
However, both theories are not clearly supported by empirical evidence (Burbank, 1986).
These theories did not have much impact on the policy and research discourse until the paper
“Human aging: usual and successful” (Rowe and Kahn, 1987) was published in the journal
Science. Since then, the term ‘successful ageing’ has been widely used in social research, often
as a research tool rather than a policy concept for formulating policy objectives (Zaidi and
Howse, 2017), along with other related concepts such as ‘active ageing’, ‘positive ageing’,
‘productive ageing’ and ‘healthy ageing’.
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Successful ageing

The concept of successful ageing is associated with the MacArthur Study of Successful
Ageing,6 a multi-dimensional measure developed as a research tool rather than an idea to be
used in the formulation of a theory or in pursuing specific policy objectives. Rowe and Kahn
(1997) proposed a related framework comprising three main components (figure 5).
Figure 4. Rowe and Kahn’s model of successful ageing

Source: Rowe and Khan, 1997.

These three factors are argued to have a hierarchical relationship; for example, low morbidity
and absence of disease-related impairment maintains high mental and physical function,
while maintainance of high mental and physical function enables active engagement with life.
They are further explained below:
1. Avoiding and absence of disease and disability: this is not only about achieving a
disease-free condition in later life, it includes reducing risk factors for disease and
disability throughout earlier phases of life and middle age. Therefore, preventive
measures are emphasized, highlighting the importance of the life course perspective in
promoting successful ageing, while continuous monitoring, physical exercise and
reducing risk-related behaviours are proposed.
2. High cognitive and physical functioning: this emphasizes that physical and mental
health are required to maintain a high level of functionality and activities that are essential
for older persons to live independently and with dignity. Living independently can be the
6

A United States of America three-site longitudinal study of men and women aged 70–79 years published in 1988.
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ability to continue to live in one’s own home, take care of oneself and independently fulfil
everyday necessities. Living with dignity includes several ways of self-reliance, which is
strengthened by adequate and accessible social protection.
3. Active social engagement with life: this implies maintaining one’s relationships with
others and engaging in social activities as one ages. Maintaining a close relationship with
others gives a sense of belonging in older age and the successful ageing process helps to
maintain, or rediscover, human relationships and social activities.
Other specific definitions of successful ageing exist (notably, Cosco et al., 2013a; Depp and
Jeste, 2006), but no agreed definition has been reached and more recent studies have focused
increasingly on the views of older persons themselves (Cosco, et al., 2013b; Jopp et al., 2015;
Bowling and Dieppe, 2005).
(iii)

Active ageing

The concept of active ageing was formally introduced by WHO in the late 1990s. It was then
promoted by many international organizations, including the United Nations and the
Organisation for Economic Co-operation and Development (OECD), in order to change the
perception of ageing societies. The discussion on how to change policies and practices relating
to older persons was set in motion internationally at the Second World Assembly on Ageing,
which adopted MIPAA in 2002. MIPAA has influenced many international policy frameworks
that are focused exclusively on older persons.
According to WHO, active ageing means “the process of optimizing opportunities for health,
participation and security in order to enhance quality of life as people age” (WHO, 2002:12).
This concept is built on three main pillars: health, participation and security. The keys to active
ageing are mentioned as: maintaining autonomy, independence, quality of life and healthy
life expectancy. This concept includes the multidimensional aspects of active ageing, such as
social, economic, cultural, spiritual and civic affairs.
In addition, the notion of active ageing includes individual level activities, such as learning
and participating in social activities and employment. The framework introduced by WHO
(2002), as depicted in figure 6, is particularly helpful, since it identifies the determinants that
are likely to be associated with active ageing. In general, the various determinants that
influence active ageing include the following factors and their main components:

•

Health and social service factors: health promotion and disease prevention, curative
services, long-term care and mental health services.

•

Individual behavioural factors: smoking cessation, physical activity, healthy eating,
oral health, alcohol consumption in moderation, medication, astrogenesis and
adherence (adoption and maintenance of a wide range of healthy behaviours).

•

Personal factors: biological, genetic and psychological factors.
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•

Physical environmental factors: safe housing, water quality, air and food safety.

•

Social factors: social support, violence, abuse, education and literacy.

•

Economic factors: income, social protection and labour.

These determinants and factors not only influence promoting or maintaining the level of
active ageing in later life, they also aim to obstruct those that affect active ageing adversely.
Therefore, many developed countries, particularly in Europe, have developed and expanded
active ageing policies over the past decade (for instance, the National Strategic Policy for
Active Ageing: Malta 2014-2020, the Irish National Positive Ageing Strategy 2013, the
Comprehensive Active Ageing Strategy for Longer and Better Working Lives (Latvia), the
National Strategy on Overcoming the Consequences of Ageing (Lithuania) and the Active
Ageing Strategy (Northern Ireland, 2016-2021).
Figure 5. WHO determinants of active ageing

Source: Active Ageing – A Policy Framework (WHO, 2002).

(iv) Healthy ageing
The term healthy ageing refers to “the process of developing and maintaining the functional
ability that enables well-being in older age” (WHO, 2015: 28). The critical distinction is that
healthy ageing is more than just the absence of disease; the enabling environment that helps
maintain functional ability is accorded the highest importance. Moreover, the word ‘healthy’
does not just refer to physical health; it also includes mental health.
Thus, the concept of healthy ageing is less focused on morbidity per se, but on preventing or
delaying the ageing-related factors affecting functional ability, mental well-being and social

17

Social Development Working Paper

No. 2019/05

connections in old age. The enabling environment includes safety, relationships and
autonomy that helps maintain health status in later life (Zaidi et al., 2017).
Another distinctive feature is that the concept of healthy ageing is viewed from a life-course
perspective (WHO, 2015), as defined below, with the following features (figure 7):
•

Functional ability: health-related aspects which enable people to do what they want.

•

Intrinsic capacity: physical and mental capacities of an individual.

•

Environment: the context of life including home, community and society. Factors
influencing the environment are relationships, attitudes and values, health and social
policies, and welfare systems and institutions.

•

Well-being: happiness, satisfaction and fulfilment.

In taking the life-course perspective, healthy ageing starts at birth (genetic inheritance) and
positive and negative environmental influences throughout the life course affect health
characteristics. Thus, it reflects on relationships between the individual and the environment.
Figure 6. A schematic depiction of healthy ageing

Source: World Report on Ageing and Health (WHO, 2015).

The statement that ageing is always related to physical and economic dependence has been
disproved (WHO, 2015; Bousquet et al., 2015). Michel and his collaborators (2016) analysed
the effective interventions which could promote independent living in later life and found
that appropriate interventions against health risk factors (for example, sociocultural and
economic, health habits and behaviours, prevention of dementia and inappropriate drug
18
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prescriptions) could delay or prevent the functional decline or the process of frailty in old age.
Healthy ageing thus enables policymakers to assess heterogeneity between the age groups,
and to identify the problems of health systems and possible intervention programmes against
health risks (Sadana et al., 2016).
The WHO concept of healthy ageing has also received criticism of medicalizing the concept
of health (Fernández-Ballesteros, 2017). Nevertheless, it is important to recognize that these
concepts are positively influenced by the images of ageing (previously seen as only the time
for illness and disabilities) in policies, research and the media. The concept of healthy ageing
is multilevel and multidimensional and has opened up a new paradigm which helps to
eradicate ageism, discrimination and prejudices (van Dyk, 2014).
The aim of active and healthy ageing can be summarized by the increase in healthy life
expectancy and in the maintenance of quality of life (Bousquet et al., 2015). Figure 8
schematically elaborates an operational definition of active and healthy ageing.
Figure 7. Graphic representation of key active and healthy ageing elements

Note: Modified from Bousquet et al. 2015.

19

Social Development Working Paper

No. 2019/05

In graph (a), the functional ability level increases in early years (childhood), reaches a peak in
adulthood and then decreases, leading to functional dependency, followed by a loss of
autonomy and eventually death. Graph (b) aims to maintain (expand) functional ability and
autonomy by two years without changing the life span. In the case of people suffering from a
severe disease, as shown in graph (c), functional ability decreases early, and, as a result, they
have a shorter life expectancy. However, graph (d) attempts to delay the functional
dependency and loss of autonomy so that they can maintain quality of life and improve life
expectancy.
(v)

Implications for the Asian Active Ageing Index

Active and healthy ageing is a society-level challenge, involving not just older persons but the
entire population (Rechel et al., 2013). Also, the broad concepts of successful ageing, active
ageing, and healthy ageing discussed above apply at both individual and population levels.
Based on the aforementioned theoretical foundations of active ageing and healthy ageing, the
word ‘active’ implies continuing participation in community, social, economic, cultural,
spiritual and public affairs, whilst ‘healthy’ refers to maintaining physical and mental
function and well-being as much as possible to ensure independent, self-reliant living. The
term ‘active and healthy ageing’ is, therefore, the outcome of improving the physical, social
and mental well-being of individuals, as well as enabling them to both participate in society
in multiple forms without discrimination and enjoy an independent and dignified life.

E. Literature review
This section reviews the EU AAI as well as other international indices of ageing as a point of
comparison for the Asian AAI. Also discussed are the ideal 10 steps that researchers need to
consider when constructing a composite index, drawing from the work of OECD (2008). This
supports the following section in determining what analytical framework to adopt for the
Asian AAI.
(i)

Building on the European Union Active Ageing Index

The AAI project, including the European Union (EU) AAI, has been managed by the United
Nations Economic Commission for Europe (ECE) and the European Commission’s
Directorate General for Employment, Social Affairs and Inclusion. As part of the activities of
the 2012 European Year of Active Ageing and Solidarity between Generations and
preparations for the 2012 ECE Ministerial Conference on Ageing in Vienna, the first phase of
the AAI development was completed at the European Centre for Social Welfare Policy and
Research in Vienna, with a support of the ECE Expert Group on AAI. The second phase of
AAI calculations was completed at the University of Southampton in the United Kingdom
(UNECE/ EC, 2015); the paper is also referred to as Zaidi et al (2017). Work on the third phase
of AAI calculations was launched in 2017; it was undertaken initially at Southampton and
concluded by the University of the Basque Country in Spain in 2019. The multistakeholder
Expert Group on AAI provided conceptual and methodological advice throughout all three
phases of the AAI project.
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The objectives of the EU AAI are as follows:
• Develop an independent evidence base concerning active ageing to highlight good
practices across European countries and thus help individuals and countries to improve
the life satisfaction and well-being of older populations.
• Help governments understand that social investment and empowerment of older persons
to live active and engaged lives is more cost-effective than the passive management of older
persons dependent on the state or family.
• Develop a credible methodology for a metric highlighting the participation of older
persons in different dimensions of their lives and identify their untapped potential.
The EU AAI sought to evaluate the level of active ageing from a comparative perspective
following the WHO active ageing definition (WHO, 2002).7 The 2002 WHO policy framework
implies policy actions in three areas:
• Health: physical health as well as mental and social well-being, following the WHO
recommended definition.
• Participation: a multifaceted array of activities by older persons in social, economic,
cultural, spiritual and civic affairs, in addition to their participation in the labour force.
• Security: the access of older persons to safe and secure physical and social environments,
income security and (when applicable) the securing of rewarding employment.

7

For further discussion, see Sidorenko and Zaidi, 2013.
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Figure 8. Domains and indicators of the European Union Active Ageing Index

Source: Active Ageing Index 2014: Analytical Report UNECE/EC (2015).

The EU AAI aims to capture the multi-faceted nature of active ageing by analysing four
different aspects of ageing, each assigned an analytical domain. To analyse the actual ageing
activities of older persons, the EU AAI approach measures activities related to ‘employment’
and ‘social participation’. It then compliments it with the dimension of ‘independent, healthy
and secure living’ to imply that a finer form of active ageing translates into self-reliance and
independence (figure 9). In addition to this, taking inspiration from Sen’s capability approach
(1985), individual characteristics and environmental factors related to one’s capacity for active
ageing are measured through the domain ‘capacity and enabling environment for active
ageing’.
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Each of the four domains captures an important dimension of contribution of older persons.
1. Employment (4 indicators): formal employment and contributions are measured in
terms of labour market activities in different age groups, including those beyond the
pensionable age.
2. Participation in society (4 indicators): productive social activities that are voluntarybased and make valuable contributions to society; these involve social contributions
made at home in care provision to older adults and to children, and social
contributions made outside home in voluntary activities and political participation.
3. Independent, healthy and secure living (8 indicators): physical exercise and safety,
independent living, financial well-being and lifelong learning, including all aspects
that relate to independent living.
4. Capacity and enabling environment for active ageing (6 indicators): the capacity for
active ageing and age-friendly enabling environments, with indicators of human
capital of older persons as well as the attributes of environments.
All 22 EU AAI indicators are available in EU countries at the national level. The EU AAI
analytical framework also allows the replication of the EU AAI to countries outside Europe.
Recently, it has been extended into several non-EU countries, most notably China and
Republic of Korea, using the EU AAI methodology to measure the level of active ageing of
the older population.
The AAI results for China and Republic of Korea, using the EU AAI methodology, confirm
the feasibility of constructing the AAI in Asia-Pacific countries and its usefulness to measure
and monitor the progress of active ageing. However, cautions have been raised when
interpreting the AAI outcomes, in particular for the relative weights for the domain of
employment. Both China and the Republic of Korea show very high employment rates among
older persons relative to EU countries. Participating in labour markets in old age may be
interpreted as an independent and healthy way of ageing in Europe, but this may not always
be true for both China and the Republic of Korea, where the majority of the current cohort of
older persons tends to work more out of necessity than by desire due to the lack of a pension
system that covers the entire older population. The Asian AAI developed in this report hence
has a smaller weight given to employment, especially for those in the age group 65 or more.
It is, therefore, difficult to capture the true situation of ageing in Asian countries using the EU
version of the AAI. This necessitates the development of AAI indicators relevant to the Asian
context. Cultural characteristics of Asian countries, with a focus on social determinants of
active and healthy ageing, are required. Annex 1 reflects the suitability of the EU AAI
indicators in the Asian context.
(ii) Review of other international indices of ageing
As discussed earlier, the concept of active and healthy ageing is multi-faceted, which makes
it difficult to measure and monitor. One of the approaches developed to assess the progress
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of active ageing at the national or international level over the past decade involves the
construction of a composite index. Such indices have been developed by several international
organizations, research institutions and academic researchers (table 1).
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Table 1. Notable ageing and well-being indices
Index

Active
Ageing
Index

SCL/PR
B Index

Author(s)
Asghar Zaidi
et al.,
introduced
during 2012
(under
ECE/EC
project on the
AAI)
Kaneda et al.,
introduced in
2011

OECD
Better
Life
Index

OECD,
introduced in
2011

Hartford
Aging
Index

John Rowe et
al.,
introduced in
2017

Domains
Employment,
social
participation,
independent
living, capacity
for active ageing
Material wellbeing, physical
well-being,
social wellbeing, emotional
well-being
Housing,
income, jobs,
community,
education,
environment,
civic
engagement,
health, life
satisfaction,
safety, work-life
balance
Productivity and
engagement,
well-being,

Indicators
Employment rate for the age groups 55–59, 60–64, 65–69, 70–74,
voluntary activities, care to children/grandchildren, political
activities, care to older adults, physical exercise, access to health /
dental care, independent living arrangement, relative median income,
no poverty risk, no material deprivation, feeling safe to walk at night,
lifelong learning, remaining life expectancy achievement at age 55,
share of healthy life years at age 55, mental well-being, use of ICT,
social connectedness, educational attainment
Median household income per capita (PPP), percentage not in absolute
poverty, no disability, no difficulty taking medications (living
independently), no difficulty walking a short distance (no functional
limitation), life expectancy at 50–54, 65–69, 75–79, participation rate in
economic or social activity, contact with at least one child, no report of
depression, suicide rate for older adults, percentage thriving

Country examined

28 EU countries

Austria, Belgium,
Denmark, France,
Germany, Greece, Italy,
Netherlands, Spain,
Sweden, Switzerland
and United States

Housing expenditure, dwellings with basic facilities, rooms per
person, household financial wealth, household net adjusted disposable
income, quality of support network, years in education, student skills,
educational attainment, water quality, air pollution, stakeholder
engagement for developing regulations, voter turnout, self-reported
health, life expectancy, life satisfaction, homicide rate, feeling safe
walking alone at night, time devoted to leisure and personal care,
employees working very long hours

OECD countries

Labour force participation rate (65+), effective retirement age,
volunteering time, retraining for age 55–64, objective well-being
(healthy life expectancy at 65), Subjective well-being (life satisfaction
for age 50+), degree of inequality (Gini coefficient), poverty risk 65+,

Austria, Belgium,
Denmark, Estonia,
Finland, Germany,
Hungary, Ireland,
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equity, cohesion,
security

AARP
Livability
Index

Global
Retireme
nt Index

Melbour
ne
Mercer
Global
Pension
Index

food security 65+, attained high school education for age 55–64,
attained tertiary education for age 55–64, social network support,
intergenerational co-residence for 65+, intergenerational transfers for
65+, trust neighbour for 50+, income for people 65+, net pension
wealth, external government debt, public expenditure on long term
care, feeling safe walking alone at night

Italy, Japan,
Netherlands, Norway,
Poland, Slovenia,
Sweden, United
Kingdom and United
States

Public Policy
Institute,
introduced in
2015

Housing,
neighbourhood,
transportation,
environment,
health,
engagement,
opportunity

Affordability and access (5 items), access to life, work and play (9
items), safe and convenient options (7 items), clean air and water (4
items), prevention, access and quality (6 items), civic and social
involvement (5 items), inclusion and possibilities (4 items)

United States

NATIXIS,
introduced in
2012

Finances in
retirement,
material wellbeing, quality of
life, health

Old-age dependency, bank non-performing loans, inflation, interest
rates, tax pressure, governance, government indebtedness, income
equality, income per capita, unemployment, happiness, air quality,
water and sanitation, biodiversity and habitat, environmental factors,
life expectancy, health expenditure per capita, non-insured health
expenditure

43 developed countries

Benefits, system design, savings, tax support, home ownership,
growth assets, pension coverage, total assets, contributions,
demography, government debt, economic growth, regulation,
governance, protection, communication, costs

Argentina; Australia;
Austria; Brazil;
Canada; Chile; China;
Colombia; Denmark;
Finland; France;
Germany; Hong Kong,
China; India;
Indonesia; Ireland;
Italy; Japan; Malaysia;
Mexico; Netherlands;
New Zealand; Norway;
Peru; Poland; Republic
of Korea; Saudi Arabia;

ACFS,
introduced in
2012

Adequacy,
sustainability,
integrity
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Singapore; South
Africa; Spain; Sweden;
Switzerland; United
Kingdom and United
States
Global
AgeWatc
h Index

HelpAge
International,
introduced
during 2013

Income security,
enabling
environment,
health status,
capability

Pension coverage income, poverty rate in old age, relative welfare of
older people, GNI per capita, social connections, physical safety, civic
freedom, access to public transport, life expectancy at 60, healthy life
expectancy at 60, psychological well-being, employment, educational
status

96 countries

Human
Develop
ment
Index

United
Nations,
Introduced in
the early 1990s

Health,
education, living
standards

Life expectancy at birth, mean years of schooling, expected years of
schooling, income per capita

189 countries

Age UK
Index of
Wellbein
g in Later
Life

Age UK,
introduced in
2017

personal, social,
health,
resources, local

Successfu
l Aging
Index

Cosco et al.,
introduced in
2015

Biomedical,
psychosocial,
extrinsic factors

Family status, caring and helping, inter-generational connections,
thinking skills, social, civic, creative and cultural participation,
neighbourliness and friendships, and personality attributes, physical
and mental health, mental well-being, long-standing illness or
disability, diagnosed health conditions, and physical activities;
employment status and earnings, pension income, financial and
housing wealth, home ownership, and material resources; satisfaction
with medical, leisure, public transport and shopping services.
physical functioning/disability, cognitive functioning/disability,
affective status, presence/probability of disease, mental health,
longevity, personal resources, engagement, life satisfaction/wellbeing, support system, independence/autonomy,
environment/finances
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(a) Learnings from other international indices
While indices provide interesting insights on a country’s level of ageing and well-being from
a comparative perspective, the underlying methodologies are often complex and liable to
subjective judgement. A large number of primary indicators capture the extent of the impact
on the older persons’ quality of life, but the breadth of indicators that make up a single
composite index makes it difficult to interpret the outcomes (Chomik and Rodgers, 2018).
There are also difficulties involved in developing a composite index based on existing data,
especially in countries where data availability is low. A composite index can suffer from either
or all of the problems of being an amalgam of subjectively chosen subindicators, assignment
of arbitrary weights and following problematic methodology.
Subjective judgement on weights by expert groups brought wide criticisms in many ageing
indices. For example, the EU AAI considers higher employment among those aged 70–74 to
be an equally positive aspect regardless of whether older persons aged 70 or above want to
work (Sao José et al., 2017). One other problem is that experts cannot agree on which factors
influence the well-being of older persons. Many of the above-mentioned indices do not reflect
how older persons perceive these different aspects of their lives. In this vein, the OECD’s Better
Life Index applies different weights for different age groups in different domains. For example,
more weight is applied to the domains ‘health’, ‘life satisfaction’ and ‘environment’ for older
persons aged 55 or above, but less weight is applied to ‘civic engagement’, ‘community’ and
‘income’ domains. In contrast, more weight is assigned to the domain ‘income’ but less to the
domain ‘environment’ for younger age groups.
Many indices use indicators that aggregate outcomes for the older population within a
selected country, but they neglect differences between people within this population.
Therefore, it is useful to include subindices; for instance, gender differences provide a useful
subindex for the Asian AAI. Another possibility is to include an inequality adjustment based
on outcomes by socioeconomic status of older persons or income position (ranks) in the
income distribution as used in the United Nations inequality-adjusted Human Development
Index and in Age UK’s Index of Wellbeing in Later life.
The advantage of constructing an international index is that it allows one to assess the
country’s relative position in comparison to other countries for mutual learning and policy
lessons. Despite significant methodological development in this research area, composite
indices based on many indicators remain complex and it is often difficult to achieve good
international comparability due to data limitations and differing relative importance of
indicators in different contexts. Nonetheless, these indices can attract public interest by
providing a summary figure with which to compare performance across countries and
progress over time.
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(iii) Constructing a composite index
Composite indices are increasingly recognized as useful tools to measure and monitor country
performance at the international level. The number of indices available and their use in the
social sciences have been growing in recent years. A review by Bandura (2011) on composite
indices measuring country performance reveals more than 400 official composite indices
covering a diverse set of topics including environment, security, well-being, economy,
globalization and society. Such indices are often regarded as easy tools to transfer key
information to the general public and to engage with policymakers (Saltelli, 2007). They can
also be the basis for debate and encourage public interest.
(a) OECD guidelines
OECD (2008), in its ‘Handbook on Constructing Composite Indicators’, provides a first-of-itskind guide for constructing composite indices for policymakers, academics, those working in
the media and other stakeholders. Table 2 summarizes this set of technical guidelines and how
they can support construction of the Asian AAI.
Table 2. Steps for building an integrated index
Steps
Needs and considerations
1. Theoretical
framework:

Provide combination of
variables and basis for
selection, considering
purpose and principles
of calculation of
integration index.

2. Data selection:

Analyse relevance of
measurable
phenomenon (area) and
consider comparative
country coverage.

3. Imputation of
missing data:

Provide complete
dataset with various
imputation methods
(single or multiple
imputation).

4. Multivariate
analysis:

Provide overall
structure of data,
evaluating suitability
and providing
information on
methodological
selections (e.g.,

•
•
•
•
•
•

•
•
•
•

•

Action taken for the
Asian AAI

Define and understand measurable
multidimensional phenomenon
(domain).
Construct subgroup of
multidimensional phenomena
(regions).
Collect list of default variables (input
and output variables) and list of
processes.
Check quality of available indicators.
Discuss strengths and weaknesses of
selected indicators.
Create summarized table of data
characteristics (country, viewpoint,
source, etc.).

•
•
•

Estimate missing values
Provide measure of the reliability of
each imputed value and provide
alternative.
Discuss the existence of outliers in the
dataset.

•

Do not impute missing
values; this could
restrict credibility and
comparability of
constructed index.

Identify two-dimensional data
structure (individual indicators and
countries) by number of multivariate
analysis such as principal component
analysis and cluster analysis.
Analyse statistically similar grouped
indicators and groups of countries
and provide an interpretation of
results.

•

Apply different weights
for Asian AAI in
comparison to EU AAI.
Make final choice of
weights after
consultation meeting
with regional experts
(e.g. Expert Group
Meeting on the
Proposed Regional
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•

•

Review literature.
Select countries.
Use EU AAI indicators
to collect necessary
variables.

Review ageing-related
longitudinal survey
data in selected
countries.
Check data availability
and quality.
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weighting and
aggregation).

•

Discuss statistically determined
datasets and theoretical framework,
as well as possible differences.

5. Normalization:

•

Considering the normalization
procedures that respect both
theoretical framework and attributes
of data.
Discuss existence of outliers and what
to do with them.
Scale each variable to transform
highly skewed indicators.
Choose appropriate weighting and
aggregation considering theoretical
framework and attributes of data.
Discuss whether correlation issues
between indicators should be
considered.
Consider multimodelling approach to
build composite indicator.
Determine all possible reasons for
uncertainty in development of
composite indicator.
Conduct sensitivity analysis on
inference and identify uncertainties
with significant impact on score and
ranking.
Identify which individual indicators
lead to main results of composite
indicator.
Identify correlations and causal
relationships.
Check if results of composite indices
are overly dominated by few
indicators and describe relative
importance of subcomponents of
composite indicator.
Correlate the composite indicator
with other relevant measures,
considering results of sensitivity
analysis.
Discuss data-driven narratives based
on results.

•

Apply following
equation:
Normalized indicator =
(actual value –
minimum value) /
(maximum value –
minimum value) x 100.

•

Apply modified EU AAI
weighting methodology
to compare between
countries.

•

Assess robustness of
composite index and
identify uncertainties
that affect AAI score
and rankings.

•

Profile country
performance and
identify main reasons
for high or low AAI
scores.
Check if AAI scores are
overly influenced by
few indicators.

•

Not performed for
Asian AAI.

Select visualization technique to
convey most of information.
Publish results of composite indicator
in clear and accurate manner.

•

Visualize outcomes of
Asian AAI; similar
graph used as with EU
AAI.

Make variables
comparable.

•
•

6. Weighting and
aggregation:

Follow order of
theoretical framework.

7. Uncertainty and
sensitivity
analysis:
Assess robustness of
composite indicator.

8. Back to data:

Identify main causes
for good or bad results.

•
•
•
•
•

•
•
•

9. Links to other
indicators:

Use regression analysis
to identify correlation
between existing
(simple or composite)
and composite
indicator.

10. Visualization of
results:

•

•

•

Action Plan to
Implement the Kuala
Lumpur Declaration on
Ageing: Empowering
Older Persons in
ASEAN, 29–30 April
2019).

•

Express results by
•
appropriate
visualization to
enhance
interpretability.
Source: Adapted from Handbook on Constructing Composite Indicators – methodology and user
guide (OECD, 2008).
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A solid theoretical foundation is the starting point for the choice of indicators. The framework
should clearly define the phenomenon of active ageing and its subcomponents, what is being
measured by the constructed index, and the individual indicators and weights that reflect the
relative importance and size of the overall composite measure. The strengths and weaknesses
of the indicators are largely due to the quality of the data and the selected variables. The
variables should be chosen based on relevance, timeliness, and accessibility. In the absence of
the desired data, proxy variables can be used when cross-country comparability is limited. For
example, if data on the use of information and communications technology (ICT) by older
persons (aged 55–74) were not available, the proportion of older persons with access to
computers or smart phones could be used as a proxy.
In many cases, data are simply not available for some variables or only available for a limited
number of countries. Missing data can affect the reliability and distort the composite index. To
resolve this, many researchers use one of the following three methods: 1) case deletion, 2)
single imputation or 3) multiple imputation (Little and Rubin, 2002). These approaches,
however, could restrict the credibility as well as the comparability of the composite index, for
instance due to data biases.
After checking the missing data, multivariate analysis can be used to structure the data and
constructed indicators can be presented in a variety of statistical units, ranges or scales. Next,
the selection of an appropriate normalization method is important, and should consider the
data properties and the objectives of the composite index. Most commonly used methods for
normalizing indicators are as follow:
•
•
•
•
•
•

Ranking of indicators across countries
Standardisation (or z-scores)
Distance to a reference country
Cyclical indicators (OECD approach)
A Delphi method reflecting opinions of experts (EU AAI approach)
Percentage of annual differences over consecutive years

In aggregating indicators into a composite measure, it is important to consider what weighting
method can be applied to adjust the results of each indicator. Weighting can greatly influence
the value of the composite index; thus, the method used must be explicit and transparent.
There are three most-commonly used techniques for the weighting:
•
•
•

Equal weights
Based on data in use with the help of advanced statistical models (for instance,
principal components analysis)
A Delphi method (expert opinion, as used in the EU AAI)

After aggregating the indicators into a single summary composite index, the robustness of the
composite index should be checked by sensitivity analysis. In this process, the sources of
uncertainty in the composite indicators should be identified and the impact of it on the final
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results should be assessed. Subsequently, the country’s AAI performance should be profiled,
with the main reasons for the high or low AAI scores being identified. It is also important to
check if the AAI scores are overly influenced by few indicators, such as the employment rate.
Finally, as the constructed index can serve as a communication tool for policymakers, the
public and the media, good visual effects (such as infocharts) are required to present the results
of the AAI.

III. Asian Active Ageing Index framework and results
This section defines the analytical framework used to construct the Asian AAI. It is drawn
from the EU AAI, with adjustments to make it applicable in the context of Asia-Pacific
countries (in this report, more specifically for ASEAN countries). The section also looks at the
results of the Asian AAI in the context of Indonesia and Thailand.

A. Asian Active Ageing Index framework
(i) Adjusting the European Union Active Ageing Index
To apply the AAI in ASEAN countries, it is necessary to make adjustments and take the
following seven steps, as also visualized in figure 10:
1. Assess the possibility of replicating the EU AAI methods and obtaining results
comparable to those of European countries. Check whether it is possible to estimate
individual indicators in all four domains and capture gender differences.
2. Complete a comprehensive review on data availability in order to estimate the AAI
indicators for the Asian AAI in Asia-Pacific countries. Evaluate possible survey
questionnaires to obtain all necessary information and compare the definitions and
questionnaires used in the EU version of the index. Check how survey data used for the
analyses are comparable across countries.
3. Consider proxies for missing indicators, in view of data limitations. In developing the
Asian AAI, some of the EU AAI indicators may be redefined, replaced or dropped
altogether.
4. Evaluate alternative options for the aggregation methods, in particular the suitability of
using the same relative weights as in the EU AAI for individual indicators and domains.
5. Compute all indicators for the Asian AAI and assess whether each one provides specified
information on active and healthy ageing. They must correlate positively with activities
and health aspects of ageing and be presented as positive indicators.
6. Aggregate all the calculated indicators into their corresponding domains. Then check all
indicators within their respective domain for their interconnectedness.
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7. Calculate the overall AAI score using the respective domain-specific weights. Analyse
the final index scores within their socioeconomic and cultural contexts, and check for
robustness and comparability.
Figure 9. Steps and adjustments for constructing the Asian AAI

1. Assess the
applicability of EU
AAI methodology and
the policy-related
purpose

6. Analyse the
interconnections of
outcome indicators and
aggregate into domains

2. Investigate the data
avaialability (relevant,
reliability, regularity,
representativeness)

3. Select the proxies
(variables) or other
variables that are
relevant for the selected
region or countries

5. Analyse all outcome
indicators

4. Select the
appropriate weighting
method

7. Calculate the AAI
value and check the
quality of indicators

Source: Author

The method of constructing the Asian AAI can thus be summarized in two broadly defined
phases. Firstly, review and select indictors that can represent different aspects of active ageing,
taking the set of the indicators of the EU AAI as a starting point. Secondly, select the
aggregation method of the selected indicators into the domain-specific indices as well as the
overall Asian AAI.
Below is a discussion on the selection of indicators and their definitions (with detailed
explanations linked to actual survey questions), and the modifications necessary for the Asian
AAI. Subsequently, the optimal way to aggregate these indicators, so as to compare indicators
of different scales, is described.
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(ii) Selection of indicators for the Asian Active Ageing Index
Given the complex nature of active ageing, there is a need to focus on the multidimensional
aspects of the concept and have a precise definition along with details of survey questions and
data used for the chosen indicators. As a start, the same four domains as the EU AAI are used:
1) Employment; 2) Social participation; 3) Independent, healthy and secure living; and 4)
Enabling environment and capacity for active ageing. Furthermore, similar generic conditions
used in the selection of the indicators for the EU AAI are applied to the Asian AAI. These are
noted below:
•

Measuring outcomes: Indicators measure outcomes rather than processes.

•

International comparability: Indicators offer a reasonable level of cross-country
comparability (but flexibility can be applied with caution in some selected cases). If some
of the original data sources are not available, the ‘best comparability possible’ approach
is applied.

•

Intertemporal comparability: Indicators are comparable over time, as much as possible
(as is the case with healthy life expectancy indicators).

•

Data availability: Indicators should be available from population-based surveys or from
other credible data sources (for instance, administrative registers and censuses).

•

Reliability: Indicators should be reliable, allowing accurate assessment of current
conditions of older persons.

•

Sensitivity to age-related change: Indicators should show patterns of age-related change
in old age, to the extent possible.

•

Capturing healthy ageing aspects: Additional indicators should allow for capturing of
healthy ageing outcomes.

•

Sensitivity to gender aspects: Indicators should allow for the assessment of genderrelated differences.

As discussed earlier, the EU AAI is not completely applicable in the Asia-Pacific context. This
is mainly due to socioeconomic and cultural differences creating dissimilar conditions of active
ageing. Another major constraint in applying the EU AAI in Asia and the Pacific is the lack of
comparable survey data for some indicators in the region. The use of alternative proxies for
the AAI indicators undermines comparability with the EU results at the national level, but the
flexibility of the AAI methodology allows for adjustments to various policy-related purposes
and sociocultural situations. This is relevant for the current application to ASEAN countries,
while more health and well-being aspects of enabling environments and capacity of older
persons in this region are also included.
The adjustments to the EU AAI indicators appeared in three different ways when developing
the Asian AAI:
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•

Revisiting the definitions of the indicators to suit the context of Asia-Pacific
countries; in some cases, this involves just changing the reference period.

•

Dropping indicators less pertinent to the Asian context.

•

Adding indicators to enhance the scope (for example, towards healthy and
inclusive ageing) and/or relevance of the Asian AAI.

Table 3, shows the 22 indicators making up the Asian AAI, with the aforementioned
adjustments put in place.
Table 3. Domains and indicators of the Asian Active Ageing Index
Overall Index
Domains

Employment
Employment
rate 55–59
Employment
rate 60–64
Employment
rate 65+

Indicators

Asian Active Ageing Index
Social
Independent living
participation
Voluntary
activities 55+
Care to child
/
grandchildren
55+
Care to older
adults 55+
Civic and
religious
activities 55+

Physical exercise
55+

Capacity /
enabling environment
Remaining Life
Expectancy (RLE) at
age 60

Access to health
insurance or health
benefit 55+

Share of Healthy Life
Expectancy (SHLE) at
age 60

No ADL difficulties
for 55+

Mental well-being 55+

No IADL
difficulties for 55+

Subjective well-being
55+

Relative median
income 65+
No poverty risk 65+
Home ownership
55+

Social connectedness
55+
Physical safety 55+
Use of ICT 55+
Educational
attainment
55–74

Examples of adjustments include participation in political activities. This carries a negative
connotation in many Asian countries, as was found from AAI analysis in China and Republic
of Korea (Zaidi et al., 2019a); moreover, data availability for this indicator is very limited. Thus,
in developing the Asian AAI, this indicator was replaced with participation in religious and
civic activities, which helps capture older persons’ inclusive ageing in their communities (table
4). This is relevant since the literature suggests that older persons who derive a sense of
meaning in life from religion and similar engagements tend to have higher levels of life
satisfaction, self-esteem and optimism (Krause, 2003).
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In addition, the indicator ‘independent living’ (as measured by living alone or only as a
couple) was replaced with the indicator ‘Activities of daily living (ADLs)’ and ‘Instrumental
activities of daily living (IADLs). The term ADLs refer to the basic tasks of everyday life, such
as eating, bathing, dressing, toileting and transferring into and out of a bed or chair (Katz et
al., 1963). Whereas IADLs refer to independent living skills, such as shopping, food
preparation, housekeeping, laundry and managing finances (Lawton and Brody, 1969). These
two indicators give a good sense of capability of independent living in the Asian context.
Another major constraint in the choice of indicators is data availability. Each of the indicators
included in the four domains were selected after checking data availability and validity. Some
of the indicators consider the personal level (such as employment or mental health) whereas
others the household level (including relative median income or poverty risk).
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Table 4. Indicators selected for the Asian Active Ageing Index

EU AAI
Indicator

Definitions

Adjusted for the Asian AAI
Indicator

Definitions

Remarks in
adjusting the
indicator

Domain 1. Employment (Contribution through paid activities)
Employment rate for four age groups.
Age 55–59
Employed persons are those:
•
Who during the reference week performed
work, even for just one hour a week, for pay,
Age 60–64
Age 60–64
profit or family gain
•
Who were not at work but had a job or business
Age 65–69
Age 65+8
from which they were temporarily absent
because of, e.g., illness, holidays, industrial
Age 70–74
dispute or education and training
Domain 2. Participation in society (Contribution through unpaid activities)
Percentage of people aged 55+ providing voluntary
activity frequency over the last 12 months.
Voluntary work undertaken through organizations
is captured. How often did you do unpaid
voluntary work?
a. Community and social services (e.g.
organizations helping older persons, young
Voluntary
Voluntary
people, persons with disabilities or other
activities
activities
people in need)
(Age 55+)
(Age
55+)
b. Educational, cultural, sports or professional
associations
c. Social movements (e.g. environmental, human
rights) or charities (e.g. fundraising,
campaigning)
d. Other voluntary organizations
Scale:

Age 55–59

8

Employment rate for three age groups.
Employment participation refers any work for pay
during the last calendar year including
agricultural work.

Percentage of people aged 55+ providing
voluntary activity (during the past one year).
Voluntary work undertaken through
organizations is captured.
In the past one year, have you participated in any
voluntary activities?
Yes / No
In the past one year, have you participated in
community activities?
Yes / No

Harmonized data used for all ASEAN countries from the International Labour Organization, but only available for ages 55–59, 60–64, 65+.

37

Many surveys ask about
respondents’ job status
over past one year. Here
current job status used if
data available (e.g.
employed and selfemployed status).

Providing unpaid
community services and
voluntary activities in
formal as well as
informal settings.

Care to
children/
grandchildren
(Age 55+)

Every week
Every month
Less often/occasionally
Not at all
Percentage of people aged 55+ providing care to
their children, grandchildren (at least once a week)

How often are you involved in any of the following
activities outside of paid work?
a. Caring for and/or educating your children
b. Caring for and/or educating your grandchildren
Percentage of people aged 55+ providing care to
Care to
older adults or disabled relatives (at least once a
adults/
week)
relatives
a. Caring for disabled or infirm family members,
(Age 55+)
neighbours or friends aged 75 or over
Percentage of population aged 55+ taking part in
the activities of meeting of trade union, a political
party or political action group (over the past one
year)
a. Attended a meeting of a trade union, a
Political
political party or political action group
b. Attended a protest or demonstration
activities
c. Signed a petition, including an e-mail or
(Age 55+)
on-line petition
d. Contacted a politician or public official
(other than routine contact arising from
use of public services)
Scale: Yes or No
Domain 3. Independent, healthy and secure living

Physical
exercise
(Age 55+)

Percentage of people aged 55+ undertaking physical
exercise or sport almost every day
(ii) How frequently do you do sports or
physical exercise?
(iii) Every day or almost every day

Care to
children/
grandchildren
(Age 55+)

Percentage of people aged 55+ providing care to
their grandchildren (during the past one year)

Only care given to
grandchildren counted as
surveys used did not ask
the same question about
own children.

Care to
adults/
relatives
(Age 55+)

Percentage of people aged 55+ providing care to
elderly or disabled relatives and parents (during
the past one year)

Care giving to parents
and relatives included.

Percentage of people aged 55+ taking part in
community meeting, programme to improve the
village/neighbourhood, etc. (over the past one
year)

Civic and
religious
activities
(Age 55+)

Percentage of people aged 55+ taking part in the
religious and civic activities (during the past one
year)
Have you participated in religious activities
(prayer/religious meetings) during the past one
year?
Yes / no

Physical
exercise
(Age 55+)
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Percentage of people aged 55+ undertaking
physical exercise or sport almost every day or 5–6
days a week

Participation in political
activities still carries a
negative connotation in
many Asian countries.
Furthermore, data on
political activities are not
available in many
countries. Therefore, this
indicator was replaced
with participation in
religious and civic
activities
EU AAI uses the
indicator based on the
question about daily
exercise but, many
questionnaires in Asian
contexts ask about
average hours per week
or how many days per
week

Access to
health and
dental care
(Age 55+)

Independent
living
(Age 75+)
Relative
median
income
(Age 65+)
No poverty
risk for older
persons
(Age 65+)

No severe
material
deprivation for
older persons
(Age 65+)

Percentage of people aged 55+ reporting no unmet
need for medical and dental examination or
treatment during the last 12 months preceding the
survey

Percentage of people aged 75+ living in a single
household alone or in a couple household

Ratio of the median equivalized disposable income
of people aged 65+ to the median equivalized
disposable income of those aged below 65
Percentage of people aged 65+ at risk of poverty
(using the 50 per cent of median income threshold)
Percentage of people aged 65+ not at risk of poverty
(those with an income below the at-risk-of-poverty
threshold, set at 50 per cent of national median
income).
Percentage of people aged 65+ severely materially
deprived (having an enforced inability to afford at
least 4 out of the 9 selected items)
1. To pay their rent, mortgage or utility bills
2. To keep their home adequately warm
3. To face unexpected expenses
4. To eat meat or proteins regularly
5. To go on holiday
6. A television set
7. A washing machine
8. A car
9. A telephone

Access to
health care
(Age 55+)

Percentage of people aged 55+ reporting no unmet
need for medical treatment during the last 12
months preceding the survey

Unmet need for dental
examination is not
available for many
ASEAN countries, so
only medical treatment
was included in this
indicator.

No ADL
difficulties
(Age 65+)
No IADL
difficulties
(Age 65+)
Relative
median
income (Age
65+)

Percentage of people aged 65+ reporting no
difficulties in doing activities of daily living
(ADLs)

Replaced to ADL
indicator and age limit
also changed to 65+

Percentage of people aged 65+ reporting no
difficulties in doing instrumental activities of daily
living (IADLs)

Replaced to IADL
indicator and age limit
also changed to 65+

Ratio of the median equivalized disposable
income of people aged 65+ to the median
equivalized disposable income of those aged
below 65

No change necessary in
this indicator

No poverty
risk for older
persons
(Age 65+)

Percentage of people aged 65+ at risk of poverty
(using the 50 per cent of median income
threshold)
Percentage of people aged 65+ not at risk of
poverty (those with an income below the at-riskof-poverty threshold, set at 50 per cent of national
median income).

No change necessary in
this indicator

Home
ownership
(Age 55+)

Percentage of people aged 55+ who owns house
(with mortgage or without mortgage)

This indicator replaced to
home ownership to
assess wealth of older
people
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Physical safety
(Age 55+)

Lifelong
learning
(Age 55–74)

Percentage of people aged 55+ feeling very safe or
safe in their local area.

Physical safety
(Age 55+)

The percentage of people aged 55+ feeling very
safe or safe in their local area.

Percentage of people aged 55–74 stating they
received education or training in the four weeks
preceding the survey

-

-
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This indicator moved to
the fourth domain as it is
more appropriate to
measure the enabling
environment for active
ageing.
Data on lifelong learning
not available in almost all
countries in ASEAN
region.

Domain 4. Capacity and enabling environment for active ageing

Remaining life
expectancy
achievement
of 50 years at
age 55
Share of
healthy life
years in the
remaining life
expectancy at
age 55

Mental wellbeing

Remaining life expectancy at age 55 as a proportion
of 50 years goalpost (RLE at 55 divided by 50 to
calculate the proportion of life expectancy
achievement in the target of 105 years of life
expectancy)

Remaining life
expectancy at
age 60

Share of healthy life years in the remaining life
expectancy at age 55

Share of
healthy life
years in the
remaining life
expectancy at
age 60

An index that measures self-reported feelings of
positive happy moods and spirits
Mental well-being (using WHO-5 Index)
Over the last two weeks:
Q1: I have felt cheerful and in good spirits
Q2: I have felt calm and relaxed
Q3: I have felt active and vigorous
Q4: I woke up feeling fresh and rested
Q5: My daily life has been filled with things that
interest me
Response categories of each of these five survey
questions are (scale):
1. All of the time = 5
2. Most of the time = 4
3. More than half of the time = 3
4. Less than half of the time = 2
5. Some of the time = 1
6. At no time = 0
(see http://www.who-5.org/ for more details).

Mental wellbeing
(Age 55+)
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Remaining life expectancy at age 60

Data extracted
consistently from the
Same UN’s source
(http://data.un.org/Dat
a.aspx?q=life+expectancy
&d=WHO&f=MEASURE
_CODE%3aWHOSIS_000
015)

Share of healthy life years in the remaining life
expectancy at age 60

Data extracted from the
WHO Global Health
Observatory
http://apps.who.int/gho
/data/view.main.HALE
Xv

An index that measures self-reported feelings of
positive happy moods and spirits
If CES-D is available, it can covert following
methods:
The answers for CES-D are on a four-scale metric,
from rarely (<1 day), to some days (1–2 days), to
occasionally (3–4 days) to most of the time (5–7
days). 12.5 was used as the cut-off value to
indicate good mental well-being.
1. I had trouble keeping my mind on what I
was doing
2. I felt depressed
3. I felt everything I did was an effort
4. My sleep was restless
5. I was happy

Mental well-being
measured by a revised
scale developed from
CES-D.

Use of ICT

Social
connectedness

Educational
attainment

-

Share of people aged 55–74 using the Internet at
least once a week

Use of ICT

Share of people aged 55+ using the Internet at
least once a week

Share of people aged 55+ meeting socially with
friends, relatives or colleagues at least once a week
How often socially meet with friends, relatives or
colleagues?
1. Never
2. Less than once a month
3. Once a month
4. Several times a month
5. Once a week
6. Several times a week
7. Every day

Social
connectedness

Share of people aged 55+ meeting socially with
friends, relatives or colleagues at least once a week
1. How often have you seen your parent in the last
12 months?
1. Everyday
2. At least once per week
3. At least once per month
4. At least once per year
5. Never
2. In the past year, do you have any close friends
or relatives who live nearby and have a close
relationship with? If so, how often do you meet
with them in person
1. Everyday
2. At least once per week
3. At least once per month
4. At least once per year
5. Never

Some countries provide
information on questions
about how often they
have seen their parents
(e.g. Indonesia)

Percentage of people aged 55–74 with upper
secondary or tertiary educational attainment

Educational
attainment

Percentage of older persons aged 55–74 with
upper secondary or tertiary educational
attainment

ISCED 3
Upper secondary level is
from high school

Subjective
well-being
(Age 55+)

This indicator measures self-reported opinion on
quality of life.
How satisfied are you with your life?
1. Completely satisfied
2. Very satisfied
3. Somewhat satisfied
4. Not very satisfied
5. Not at all satisfied

-
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(iii) Choice of the aggregation methods
A careful review of existing index construction methodologies was undertaken in the
preparatory work for the Asian AAI (UNDP, 1990; Akder, 1994; Anand and Sen, 1995;
OECD, 2008; Bradshaw and Richardson, 2009; Klasen and Schüler, 2011; Kaneda et al.,
2011).
(a) The z-score method
One of the first approaches considered was the z-score methodology, as in Bradshaw
and Richardson (2009). The major advantage of this methodology is that it allows for
the standardization of indicators of different types and scales around the sample mean
and standard deviation. Thus, indicators measuring the share of the population and
those reported in other measurement units (such as years in life expectancy indicators)
can be conveniently expressed in a standardized manner, rendering them comparable
and leading to aggregation in a single index, as the arithmetic means of the z-scores.
This method is the most used because it converts all indicators to a common scale with
an average of zero and a standard deviation of one. The average of zero means that it
avoids introducing aggregation distortions stemming from differences in indicator
means. The scaling factor is the standard deviation of the indicator across countries.
Thus, an indicator with extreme values will intrinsically have a greater effect on the
composite indicator. This might be desirable if the intention is to favour exceptional
behaviour, that is, if an extremely good result on few indicators is thought to be better
than a lot of average scores. With this approach, the range (minimum, maximum)
differs among the normalized indicators.
While the z-scores methodology provides a convenient way to normalize results, by
anchoring them around the mean, it also renders comparisons over time more difficult.
This is because indicators referring to the year t+1 will be standardized around the
mean values of active ageing observed in the year t+1. If the mean values change
significantly in the time period in question (from the year t to the year t+1), it will affect
their intertemporal comparability. In such a scenario, the AAIt+1 is ranking countries
according to the new reality in terms of active ageing observed in t+1.
(b) The Min/Max method
Positive indicators can also be expressed in ‘normalized’ terms, with minimum and
maximum values determined for this method. The below formula is used for the Asian
AAI:
𝑁𝑜𝑟𝑚𝑎𝑙𝑖𝑧𝑒𝑑 𝑖𝑛𝑑𝑖𝑐𝑎𝑡𝑜𝑟 =

𝐴𝑐𝑡𝑢𝑎𝑙 𝑠𝑐𝑜𝑟𝑒 − 𝑀𝑖𝑛𝑖𝑚𝑢𝑚 𝑠𝑐𝑜𝑟𝑒
𝑋 100
𝑀𝑎𝑥𝑖𝑚𝑢𝑚 𝑠𝑐𝑜𝑟𝑒 − 𝑀𝑖𝑛𝑖𝑚𝑢𝑚 𝑠𝑐𝑜𝑟𝑒
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This normalization procedure allows for conversion of any dimensionality to the range
0 to 100, while maintaining the ratio of individual values to minimum and maximum
boundaries.
Given substantial gender differentials in different aspects of active ageing, as with the
EU AAI, missing values (if any) are not imputed in the Asian AAI. The reason is that
each available method for statistical imputation carries its own methodological
limitations and could restrict the credibility as well as the comparability (across space
and time) of the constructed index. This approach means that the fields of missing data
where data collection is highly desirable in the countries in question can be highlighted.
(iv) Description of the methodology
The methodology selected in constructing the Asian AAI complemented the
dashboard of indicators of active ageing. The selected indicators were aggregated into
the composite index by following four methodical steps:
•

Firstly, all selected indicators were expressed as positive indicators, meaning that
the higher the score, the better the active ageing outcome.

•

Secondly, each of the indicators was standardized using the minimum/maximum
method described above. The maximum for each indicator was based on the
indicator value for the EU countries and for China, Japan and the Republic of Korea.
The minimum and maximum values show, respectively, the lowest and highest
performing countries.

•

Thirdly, for each domain, the arithmetically-weighted average of the indicators
was calculated leading to domain-specific indices consisting of a subset of different
indicators.

•

Finally, the weights used for the four domains were, 32, 17, 20 and 31, respectively.
Table 5 shows these as well as differences between the weights applied for the
Asian AAI and the EU AAI.

For the EU AAI, an expert group advised on the choice of weights. Implicit weights
were introduced to show the difference in the magnitude of indicators values and
domains. Explicit weights were developed in the way that would make the proportion
of the average final values in the total index close to those proposed by the experts.
This approach has its advantages and disadvantages; however, it was decided to revise
the method to make it more transparent as to what relative weights were used for
individual indicators within a domain and what weights were assigned to each
domain.
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Table 5. Data sources and weights assigned to the Asian AAI indicators and domains
Domain

EU AAI
Weight
indicator
25%
25%
25%
25%

New AAI
Weight
indicator
50%
30%
20%

EU AAI
Weight
domain
35%

2.1 Voluntary activities

25%

21%

35%

2.2 Care to children /
grandchildren

25%

27%

EQLS-2012

2.3 Care to older adults

30%

28%

EQLS-2012

2.4 Political participation

2.4 Civic & Religious
participation

20%

24%

EQLS-2012

3.1 Physical exercise

3.1 Physical exercise

10%

20%

3.2 Access to health and
dental care

3.2 Access to health care /
insurance

20%

20%

SILC-2012

3.3 Independent living

3.3 No ADLs difficulties

20%

15%

SILC-2012

3.4 No IADLs difficulties

10%

15%

SILC-2012

3.5 Relative median income

10%

10%

SILC-2012

IFLS 201415

3.6 No material deprivation

3.6 No poverty risk

10%

10%

3.7 Physical safety
3.8 Lifelong learning

3.7 Home ownership

10%
10%

10%

4.1 Remaining life expectancy 4.1 Remaining life
at age 55
expectancy at age 60

33%

31%

EHLEIS
2012

UN

UN

4.2 Share of healthy life
expectancy at age 55

4.2 Share of healthy life
expectancy at age 60

23%

22%

EHLEIS
2012

WHO

WHO

4.3 Mental well-being

17%

10%

EQLS-2012

4.4 Subjective well-being

7%

10%

4.5 Social connectedness

13%

6%

EU AAI Indicator

1.1 Employment rate 55-59
1.2 Employment rate 60-64
1. Employment
1.3 Employment rate 65-69
1.4 Employment rate 70-74
2.1 Voluntary activities
2.2 Care to children /
2. Participation in grandchildren
society
2.3 Care to older adults

3. Independent, 3.4 Relative median income
healthy and secure
living
3.5 No poverty risk

4. Capacity and 4.3 Mental well-being
enabling
environement for 4.4 Use of ICT
active ageing
4.5 Social connectedness
4.6 Educational attainment

New AAI Indicator
1.1 Employment rate 55-59
1.2 Employment rate 60-64
1.3 Employment rate 65+

4.6 Physical safety

6%

4.7 Use of ICT

8%

4.8 Educational attainment

7%

7%

10%

New AAI
Data source
Weight
(EU)
domain
32%
LFS-2012
LFS-2012
LFS-2012
LFS-2012
17%

20%

EQLS-2012

EQLS-2012

Data source Data source
(Indonesia) (Thailand)
ILO 2014
ILO 2014
ILO 2014
IFLS 201415
IFLS 201415
IFLS 201415
IFLS 201415
IFLS 201415
IFLS 201415
IFLS 201415
IFLS 201415

ILO 2014
ILO 2014
ILO 2014
HART 2014
HART 2014
HART 2014
HART 2014
HART 2014
HART 2014
HART 2014
NSO 2014

Global
AgeWatch
2015
Global
IFLS 2014SILC-2012
AgeWatch
15
2015
ESS-2012
HART 2014
LFS-2012
20%

31%

IFLS 201415
IFLS 2014ICT Survey
15
IFLS 2014ESS-2012
15
IFLS 201415
NSO 2014
IFLS 2014LFS-2012
15

HART 2014
HART 2014
HART 2014

NSO 2014
HART 2014

Source: Authors’ calculations based on consultations with regional experts during the Expert Group
Meeting on the Proposed Regional Action Plan to Implement the Kuala Lumpur Declaration on
Ageing: Empowering Older Persons in ASEAN, 29–30 April 2019.
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(v) Data sources for the Asian Active Ageing Index analysis in ASEAN countries
One of the challenges in monitoring progress in active ageing is that having a single source of
data covering all indicators is very difficult. This report uses secondary data from ageingrelated surveys and statistics reported by governments and international organizations. Many
social surveys have been implemented in the last 10 years in ASEAN countries; these provide
reliable data for understanding the active ageing experiences of older persons in later life. The
surveys collect data ranging from employment and general social life to family life and the
health and retirement life of the older population. Data are usually made available to
researchers in the time frame of one or two years after data collection work is completed. The
availability of such data provides an opportunity for constructing the Asian AAI for ASEAN
countries and for other Asia-Pacific countries alike.
The ageing-related longitudinal surveys have been recognized as the most comprehensive
ones for the purpose of calculating the Asian AAI, with complementary information from
labour force and household surveys, and national censuses. Table 5 summarizes specific years
(during 2000–2018) of the surveys with official titles and years in which these surveys were
carried out. All countries carry out population censuses regularly. Nevertheless, the
availability of representative, comprehensive surveys on ageing are much less common.
Among the ASEAN countries, Brunei Darussalam, Indonesia, Lao People’s Democratic
Republic and Malaysia are yet make such ageing surveys available. The first national
longitudinal surveys on ageing for Brunei Darussalam and Malaysia are expected to be
available in late 2019.
The questions included in censuses are generally quite standardized across countries and
provide common individual-level information such as the basic characteristics of samples,
educational attainment and employment status. However, there is less information about
income, health status, social participation, household economic activity and older persons’
well-being. Using census data, it is feasible to investigate the basic characteristics of household
composition and characteristics of households in which older persons reside.
Labour force surveys are another constructive source of information covering employment
and income, yet there is a comparability issue. This relates to differences in the way the data
are collected by age. For example, some countries collect the data up to the age of 75 while
others use 65 as the cut-off for the upper age group. This is an important issue, given the
diversity of labour-market situations of older persons of different ages in different countries.
In order to avoid comparability issues, employment data from the International Labour
Organization have been used.
As shown in table 6, harmonized data are not provided in ASEAN countries; this can prove
problematic in terms of compiling data for many of the active ageing indicators. Indicators on
the use of ICT and those related to secure living, such as ‘physical security’, are among the
most difficult to obtain. To fill the data gap, a number of publicly published national statistical
data sources and other international databases can be used.

46

Social Development Working Paper

No. 2019/05

Ageing surveys, on the other hand, share both commonalities and differences in terms of
sample size and indicators. These surveys tend to cover key indicators for the Asian AAI, such
as data on economic activity, income, health status (both mental and physical health), access
to health care, educational attainment and social participation. In Indonesia and Thailand,
there are nationally representative longitudinal studies related to the elderly population,
specifically the Indonesia Family Life Survey, and the Study on Health, Ageing and
Retirement in Thailand (table 6).
To construct the 22 indicators of the Asian AAI, data were extracted mostly from the ageingrelated or family life surveys. Also used were data from national statistics reports or data made
available by national statistics authorities and international organizations (WHO, United
Nations, International Labour Organization and World Bank). All indicators used here have
2014 as the reference year (except for ‘Life expectancy at age 60’ and ‘Heathy life expectancy
at age 60’, which correspond to 2012 and 2015, respectively).
Table 6. Availability of data related to active ageing from the ageing surveys, National
Census, and other health and labour surveys in 10 ASEAN countries (as of August 2019)

Country

Labour
Force
Survey

Demograph
ic and
Health
Survey

Brunei
Darussalam

Labour Force
Survey, 2017

-

Cambodia

Labour Force
Survey, 2012

2000, 2005,
2010, 2014

Indonesia

Labour Force
Survey, 2016

2002-3, 2007,
2012

Lao
People’s
Democratic
Republic

Labour Force
Survey, 2017

2011-12

Malaysia

Myanmar
Philippines
Singapore

Labour Force
Survey, 2016
Labour Force
Survey, 2015
Labour Force
Survey, 2018
Labour Force
Survey, 2017

-

2003, 2008, 2013
-

Census or living
condition related
surveys
Population and
Housing Census,
2016
Cambodia Social
Economic Survey,
2004, Population
Census, 2008
Indonesia Family Life
Survey, 1993, 1998,
2000, 2008, 2015
Population Census,
2000, 2010
Population and
Housing Census,
2015
Population Census,
2000, 2010
Malaysian Population
and Family Survey,
2014
Population Census,
2014
Population Census,
2006, 2011
Population Census,
2010
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Ageing surveys
National Study of Elderly
Persons, 2019
Cambodia Elderly Survey,
2004

WHO-INDEPTH SAGE
Purworejo HDSS, 2006-7

-

2018 Malaysia Ageing and
Retirement Survey (MARS),
(data not available yet)
Myanmar Ageing Survey,
2012
Philippines Longitudinal
Study of Ageing, 2007
Singapore Longitudinal
Ageing Studies (SLAS),
2012, 2015

Social Development Working Paper

No. 2019/05

Thailand

Labour Force
Survey, 2015

-

Population Census,
2000, 2010

Viet Nam

Labour Force
Survey, 2015

2002, 2005

Population Census,
2009

National Survey of Older
Persons in Thailand,
2011, 2014
Study on Health, Ageing,
and Retirement in
Thailand, 2014
Vietnam Ageing Survey,
2011

B. Results of the Asian Active Ageing Index
In developing the Asian AAI, indicators have been derived from existing datasets in Indonesia
and Thailand to ensure the consistency and comparability of measurements between the two
countries. This section presents the Asian AAI results for these two ASEAN countries, the only
ones for which there is currently access to all the relevant data. A full table of results is found
in annex 3.
(i) Comparative study of Indonesia and Thailand
The contribution of the four domains using the revised weights for the Asian AAI calculations
is presented in figure 11. As can be seen, in Thailand, and especially Indonesia, the first domain
‘employment’ contributes by far the most. Otherwise the fourth domain ‘capacity and
enabling environment for active ageing’ contributes significantly more in Thailand than
Indonesia.
Figure 11. Comparison in contribution to the total Asian AAI value in Indonesia and
Thailand (overall, males and females)
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(a) Comparison of overall Asian Active Ageing Index
Looking at the overall Asian AAI (see annex 3 for complete table), Thailand’s index value (59.7)
is higher than the value for Indonesia (50.6). The overall Asian AAI for males and females in
Indonesia is 58.8 and 43.5, respectively. This large gender difference, with a weight of 32 per
cent accounting for the employment domain within the overall Asian AAI, occurs principally
due to higher rates in the employment domain for males relative to females (overall
employment index: 96.6 and 46.9, respectively).
Similarly, there is a large gender difference found in Thailand, with the overall index being
66.9 for males and 53.9 for females. Such gender differences were also found in Europe,
especially in Southern European countries, with a traditionally more patriarchal societal
setting (Zaidi et al., 2017), as well as in China (Zaidi et al., 2018c) and the Republic of Korea
(Um et al., 2019). Figure 12 shows the summary index data from the annex 3 table in graphical
form.
Figure 12. The Asian AAI for Indonesia and Thailand, overall and by domain for males
and females
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(ii) Comparison of the domain-specific scores
(a) Employment
The employment domain, which measures the engagement of older persons in the labour
market, demonstrates that rates for males in both Indonesia and Thailand are higher than for
females. As expected, in Indonesia, the employment rate decreases for older age groups, from
73.9 per cent for the age group 55–59 years to 39.5 per cent for those aged 65 or above. Similar
patterns across age groups were found in Thailand, with 77.4 per cent for the age group 55–59
years and 25.7 per cent for age group 65 or above (table 6).
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Gender differences in the employment domain are shown in figure 13. It is expected that older
women are less likely to work than their male counterparts in both countries; the same
phenomenon was found in many other Asian countries. Women are underrepresented in
employment in both Indonesia and Thailand, which means that there is a great potential for
improvement, if women are interested in remaining active in the workforce regardless of their
age. In Indonesia, the employment domain index is, respectively, 96.6 and 46.9 for males and
females; the figures for Thailand are 86.0 (males) and 49.9 (females). The large gender
difference can mainly be explained by the social convention allowing men to usually take the
main responsibility as the provider for the family, while women more typically remain outside
the formal labour market to support the family. The situation appears to be changing fast in
many Asian countries (for the Republic of Korea, see Lee and Zaidi, 2019).
Figure 13. Employment domain index for Indonesia and Thailand, by males and females
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In Indonesia and Thailand, as in numerous other emerging economies, many older persons
continue to work beyond their statutory retirement age to support their livelihood (Adioetomo
and Mujahid, 2014). This is partly due to only a small proportion of older persons being
covered by pensions based on their employment record, while social pensions are inadequate.
The decline in the employment participation rate with age implies that as the older population
ages, an increasing proportion of older persons would need financial help. This adds to the
financial strains of population ageing in these countries.
The difference in the employment rate is smaller in younger age groups than in older ones
across the country comparison groups. For example, the employment rate for males at age 55–
59 is 89.0 per cent in Indonesia and 89.8 per cent in Thailand. The employment rate for the age
group 65 or over is 55.2 per cent for males in Indonesia, which is 19.4 percentage points higher
than that in Thailand (35.8 per cent).
50

Social Development Working Paper

No. 2019/05

(b) Social participation
The second domain that captures older persons’ participation in society is measured using
four indicators. Overall, Indonesia’s index value for this domain is 57.9, while Thailand scores
slightly less, with 50.7. Indonesian older persons’ engagement in voluntary activities (15.8 per
cent) is considerably higher than that in Thailand (4.6 per cent). However, providing care to
children or grandchildren in Thailand (60.7 per cent) is almost double that in Indonesia (32.8
per cent). This may be due to a higher percentage of those aged 60 or above co-residing with
their children in Thailand than Indonesia, 68.4 and 64.0 per cent, respectively, in 2010
(UNDESA, 2017). Moreover, and as shown in the annex 3 table, the female employment rate
in the oldest group (65 or over) is higher in Indonesia than Thailand. About 13.0 per cent of
older adults aged 55 or over in Indonesia provide care to older parents, which is considerably
higher than in Thailand (5.4 per cent). It is noteworthy that the higher rate of providing care
to grandchildren is related to sociocultural traditions, as well as the weak childcare system in
both countries. Indonesian older persons’ engagement in the civic and religious activities
(55.4) is slightly higher than that in Thailand (48.1).
In terms of gender differences, as shown figure 14, in Indonesia, 20.8 per cent of older women
aged 55 or above participate in voluntary activities, compared to 10.8 per cent of older men,
while both older men (4.1 per cent) and women (5.1 per cent) show very low participation
rates in voluntary activities in Thailand. Older men score slightly higher on the civic and
religious activity indicator in Indonesia, at 56.1 per cent, compared to older women, at 54.8 per
cent. In contrast, in Thailand, older women (52.0 per cent) participate more in civic and
religious activities than older men (44.0 per cent). As for care giving activities, in both countries,
older women aged 55 or above provide more care to children/grandchildren than older men.
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Figure 14. Social participation domain index for Indonesia and Thailand, males and
females
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Similar gender differences in caregiving are found in many Asian countries, such as China and
Republic of Korea (Um et al., 2019), and European countries, particularly in Mediterranean
countries (Zaidi and Unt, 2018). Older women (16.7 and 5.7 per cent for Indonesia and
Thailand, respectively) in both countries also provide more care to older family members than
older men (9.3 and 5.2 per cent, respectively). One possible explanation is that, since women’s
life expectancy is higher than that of men in both countries, they spend more time being
widowed in later life. This difference in household structures partly accounts for gendered
differences in caregiving to older adults.
(c) Independent, healthy and secure living
Older persons in Indonesia have a lower index value in this domain, with 58.8. In contrast,
older persons in Thailand score a slightly higher index value with 63.8. There are higher levels
of physical exercise (34.4 per cent) and access to health insurance or health-related benefits
(91.2 per cent) in Indonesia compared to 29.8 and 85.7 per cent, respectively, in Thailand.
Older persons in Thailand show very high levels of independent living, with 92 per cent
reporting no difficulties in activities of daily living compared to 77.4 per cent in Indonesia.
UNFPA and HelpAge International (2012) identify the chance of disability or decline in
physical strength increasing with age as being a result of accumulated health risks across the
lifespan of disease, injury and chronic illness. Although caution is needed in interpreting the
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ADL and IADL results due to underreporting issues, the ADL result indicates that a significant
number of older persons aged 65 or over (22.6 per cent) in Indonesia cannot perform daily
activities such as bathing, eating and getting dressed without help from others, compared to
5.8 per cent of those aged 65 or over in Thailand.
The relative median income ratio of Thailand (81.3) is significantly higher than that in
Indonesia (68.5). The scores of no poverty risk (72.0 per cent) and home ownership (92.2 per
cent) in Thailand are also higher than in Indonesia, meaning a lower poverty risk among older
persons in the former.
In terms of gender differences, in both countries, older men show considerably higher levels
of physical exercise (47.8 and 32.3 per cent, respectively, for Indonesia and Thailand) than
women (20.7 and 27.5 per cent). The ‘no unmet medical/dental care’ and ‘no ADL difficulties’
indicators show marginal differences between men and women in both countries. However,
in Thailand, there is a large difference between men (79.4 per cent) and women (65.8 per cent)
in the ‘no IADL difficulties’ indicator (see figure 15).
There are marked variations in levels of financial well-being between both countries in terms
of gender. The relative median income ratio of Indonesia shows large differences between
older men (74) and women (62.9) as was found in some European countries (Austria, Belgium,
Croatia, Finland, Poland, Slovenia and Sweden). The ‘no poverty risk’ indicator was 74.1 per
cent for older men and 66.9 per cent for older women in Indonesia. Due to data limitations,
gender analysis for these two indicators was not possible for Thailand. The last indicator,
‘home ownership’ shows a marginal difference between men and women in both countries.
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Figure 15. Independent, healthy and secure living domain index for Indonesia and
Thailand, males and females
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(d) Capacity and enabling environment
The fourth domain measures the characteristics and environmental factors that influence
individual capacity for active ageing in society. The first three indicators relate to remaining
life expectancy at age 60, share of healthy life expectancy at age 60 (this refers to the ratio of
healthy life expectancy at age 60 to remaining life expectancy at age 60), and individuals’
mental well-being status.
The remaining life expectancy at age 60 in Indonesia is 18 years, while in Thailand it is slightly
higher, at 21 years. As expected, older men fare worse than older women in both countries
(figure 16). However, while women outlive men and might enjoy increased lifespans, they are
not necessarily healthier; often they are more prone to poor health conditions in later life (Ilinca
et al., 2016).
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Figure 16. Capacity and enabling environment domain index for Indonesia and Thailand,
males and females
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This is confirmed by results concerning the next two indicators: ‘share of healthy remaining
life expectancy’ and ‘mental well-being’. Older men have better health status in later life than
older women in both countries. The former shows a slightly higher share of healthy life
expectancy, with 69.4 for Indonesia and 82.1 for Thailand, while for older women the figures
are 68.4 for Indonesia and 78.2 for Thailand. Poor mental well-being is significantly more
common among older women in both countries, as was found in other AAI studies (Zaidi et
al., 2019b; and Um et al., 2019). In Indonesia older men (68.5) have higher mental well-being
than older women (65.4). A similar gender difference is found in Thailand (males: 64.9,
females: 59.9).
The subjective well-being of older persons shows very similar levels for both countries. 82.4
per cent in Indonesia reported that they were satisfied with the quality of life (81.7 and 83.0
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per cent for males and females), while the Thailand figure is 81.4 per cent (82.0 and 80.9 per
cent for males and females). The level of social connectedness in Indonesia is 56.7 per cent (56.6
and 56.9 per cent for males and females), which is lower than in Thailand, 67.7 per cent (67.4
and 67.9 per cent for males and females).
Physical safety is measured by the percentage of older persons who feel safe walking alone at
night. This indicator is not available for Thailand, but in Indonesia, the figures are 95.6 per
cent for men and 84.2 per cent for women. Similar gender differences were found in EU
countries (except Hungary and Poland). The use of ICT by older persons is very low in both
Indonesia (5.2 per cent) and Thailand (8.4 per cent). In order to improve utilization of the latest
technology by older persons in both countries, there should be an increase in the availability
of such technology and related educational programmes through which older persons can
access and learn about the Internet and new communication methods.
Educational attainment among older persons in Thailand is much lower than in Indonesia.
Only 8.5 per cent of older persons (11.7 and 5.6 per cent for males and females) in Thailand
have completed upper secondary or tertiary education, while 20.9 per cent of older
Indonesians (26.9 and 15.6 per cent for males and females) have done so. As may be expected,
many in the current cohort of older persons have no formal education or low educational
qualifications. This is particularly the case for female older persons (aged 65 years or above)
in Indonesia and Thailand, who are from a generation whose main role focused on the
household and family, including older parents (Adioetomo and Mujahid, 2014; Knodel et al.,
2015).

IV. Conclusions and policy recommendations
A.

Conclusions

The promotion of active ageing can benefit all stakeholders: the state, communities, older
persons and their families. Older persons benefit by being better integrated in society and
experiencing increased healthy life and well-being. The state benefits because older persons
contribute to the pension system longer and need less support for health and social care
services. Communities and younger family members benefit because they, for example, have
more opportunities to learn from older persons and spend time with them.
Because of these benefits, the promotion of active ageing not only reduces the pressure of
population ageing on states, it promotes social cohesion in society. In relation to the
importance of active ageing, there is little related research in ASEAN countries compared to
developed countries, despite this region being affected by population ageing at a rate faster
than anywhere else.
Building a statistical index allows a comparison of cross-national evidence from which
concerned countries can draw useful lessons. Such comparative insights help to reveal the
varying degree of challenges faced by the population in question and facilitate mutual learning.
Thus, the Asian AAI for ASEAN will enhance understanding of the active ageing experiences
of older persons and learnings for policymakers in the region. This should create additional
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interest to use instruments like the Asian AAI as an evidence-gathering toolkit for monitoring,
implementing and evaluating policies for the ageing societies of ASEAN countries.
There are several micro-level datasets available in ASEAN countries. On the whole,
availability of data for the Asian AAI indicators – such as employment and social participation,
mental and subjective well-being, and educational attainment in older ages – are reasonably
good. However, the Asian AAI indicators pertaining to the dimensions of independent and
secure living are difficult to obtain. For example, none of the ageing-related datasets provide
information for the ‘lifelong learning’ indicator. In addition, it is problematic to compare such
ageing data to that of European or other Asian countries due to the definitions and methods
used in surveys differing across countries (Zaidi et al., 2018a; Um et al., 2019). In some cases,
indicators had to be replaced with new ones that are more suitable for the Asian context, such
as no ADL limitations and home ownership).
The key findings of this report are:
•

Older populations in Indonesia and Thailand have very high employment rates. There is
evidence of continued economic contributions from older persons through agricultural
work, re-employment, running one’s own business, or in unpaid and family business, even
though there are earlier retirement ages in both countries (57 for Indonesia and 60 for
Thailand). Adioetomo and Mujahid (2014) state that older Indonesians who are in good
health, with low pension income, and who worked in a firm for only a short period or who
were self-employed, tend to continue working beyond the pension age. This is due to the
country’s development level being still low and pension systems lacking adequacy. In
addition, pensioners with low income are more likely to continue working, indicating that
older persons in both countries tend to work more out of economic incentives or necessity
than by desire.

•

In both Indonesia and Thailand, older persons support their families by providing
grandparental care to younger generations and care to older adults or family members
(Knodel et al., 2015; ESCAP, 2017b). The high rate of grandparental care is related to
tradition, but also the lack of childcare infrastructure in both countries. Furthermore, the
high participation in civic and religious activities in both countries might have led to low
participation in other aspects of society, such as voluntary activities. Nevertheless,
participation in social activities is important to older adults’ health; research shows that
such participation (for instance, interacting with friends; participating in hobby groups,
sports groups and community-related organizations; and doing voluntary work) is
positively associated with cognitive function in older populations (Cao and Rammohan,
2016; WHO, 2014a). Therefore, there is a need to facilitate social activities that help older
persons balance their contribution to family duties and participation in social activities.

•

The financial well-being of older persons in Indonesia is not as good as that in Thailand.
For example, the poverty risk is higher than in Thailand and the relative median income
for older persons is lower. This implies the existence of significant income inequality in the
country and that the current Indonesian welfare system needs to be reformed to better
support low-income groups in their old age. There is still a lack of research in this area
with respect to sources of income, the adequacy of that income, and possible solutions,
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including assessments of the desire for older persons to work if suitable jobs were available.
Policymakers should support the provision of suitable employment opportunities for
older persons willing and able to work in jobs appropriate for their age and health. This
could be one effective way of reducing some of the financial difficulties experienced by
older persons in Indonesia (Haque et al., 2016b; Adioetomo and Mujahid, 2014).
The Asian AAI results reveal that older persons in both countries are now living longer. Older
men and women aged 60 still have an additional lifespan of, respectively, 17 years and 19 years
for Indonesia, and 19 years and 23 years for Thailand (WHO, 2014b). The question that arises
is how they support themselves when workers must retire at age 58 (Indonesia) or 60
(Thailand). The amount of money received through their pension is also far short of what they
require to maintain quality of life in old age. With the exception of the small proportion of
older persons who are retired government employees and military personnel, the
overwhelming majority of older persons have inadequate pension coverage (Adioetomo and
Mujahid, 2014; Knodel et al., 2015). This may explain why older persons continue to work for
income to maintain their living standard in later life.
Indonesian older persons are generally physically active, which explains their high
employment rates at advanced ages (60 or above) and level of support to other family
members (for instance, providing grandparental and older adult care). A main focus of policy
should be on helping older persons be actively involved in the economy by providing flexible
retirement plans in which they can continue working if they choose to. This paper’s results
show that older persons in both countries, especially older women, have had no formal
education. Given that informal employment is highly related to low education, it is hard for
such older persons to find decent work opportunities or related training. Therefore, it is
important to ensure that all relevant information is easy to understand by older persons, while
training and education should be readily accessible to them.
At a time when both countries are prioritizing sustainable development, managing and
maximizing the sustainability of an ageing workforce will be a key measure to ensuring policy
success. However, analysis in this paper highlights that not all older persons can actively
engage within their societies, families and communities due to poor health, and insufficient
financial resources and education. In both Indonesia and Thailand, older women are more
likely to fall behind in this respect than men. This means that gender differences in active
ageing are a fundamental concern and linked with what occurs in earlier stages of life
(particularly around experiences during the childbearing age). Therefore, policies on active
ageing will benefit from using a life course approach that addresses inequalities throughout
all phases of life.

B.

Policy recommendations

Based on the findings of the AAI analysis, policy responses to improve the degree of active
and healthy ageing of older persons in Indonesia and Thailand can be proposed. These follow
and are focused on domains of healthy ageing, financial security and enabling environment
for active ageing. Many of the issues identified also apply to other countries in Asia and the
Pacific.
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Healthy ageing

Older persons face more health problems than younger people, since the likelihood of
disability increases with age (WHO, 2011). This report shows that, on the basis of analysis of
the share of healthy life indicator, a higher proportion of older women than older men live
with a disability. Older women also tend to have more daily activity (both ADLs and IADLs)
problems than older men in both countries. It is hence recommended that:
1. As the incidence of disability increases with age, especially among older women in
both countries, interventions that improve health outcomes for older women,
particularly those who live alone in remote or rural areas need to be prioritized.
2. With the proportion of the older population increasing in both countries, the
governments should plan to meet the increasing demand of health and other care
services for older persons. Oldest old females are more likely to face related problems,
not least as they often are also informal caregivers for their partners. Thus, long-term
care services should be established and those already existing should be reviewed to
meet future demand. Public support for informal care is one of the most important
public policy measures for the future sustainability of health and social care in ageing
societies. Both Indonesia and Thailand should strengthen the support provided to
informal care providers, especially considering the changing living arrangements and
situations of older persons. Older persons’ clubs should be strengthened, and
volunteerism should be encouraged among the general population to assist older
persons in need of support.
3. Physical activity and mental status are also considered important predictors of healthy
ageing, both for men and women. Physical activity is beneficial for older persons, not
only in preventing disease, but also in reducing the dangers of injuries, and in
improving mental and cognitive function (WHO, 2011). Therefore, national policies in
Indonesia and Thailand should aim particularly at raising public awareness of and
providing enabling environments for physical activity. Improving physical activity
environments can significantly reduce a country’s health-care costs and allow older
men and women to contribute to the social and economic potential of the country.
(ii)

Financial well-being

The poverty risk in old age is observed to be higher in Indonesia than in Thailand. The
incidence of poverty in old age increases with age and is usually higher among older persons
in rural areas than those in urban areas (Mujahid, 2006). Both Indonesia and Thailand have
weak or developing universal old age benefit programmes and their contributory state
pension systems are still immature. The proposed policy responses thus are:
1. The employment participation rate is high in both countries, but more older persons
are engaged in informal than formal employment. Hence the countries should create
more formal employment opportunities in jobs that are suitable for older persons who
are willing to work. Also, age-related discrimination in employment (for retention and
hiring of older workers) should be prohibited by law.
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2. Given the gender gap in employment observed in both countries, older women should
be supported in having the same opportunities for employment as older men and must
be protected from wage discrimination.
3. The existing social benefit programme should be expanded to cover vulnerable older
persons who are at greater risk of poverty. Especially those with little or no pension
income, those with greater needs due to health problems and disability, those living
alone in rural areas and widows should be targeted.
4. As life expectancy at age 60 has risen in both countries, the age of retirement should be
increased, not only in the public sector, but also the private sector. Older persons who
are already in employment and wish to continue to work should be eligible for
extending their age of retirement. This would make their employment more formalized,
and they would be incentivized by additional pension income upon retirement.
5. Since in both countries, older persons, and particularly older women, have very little
or no education, appropriate lifelong education and training programmes for older
persons should be developed and made widely accessible.
(iii)

Enabling environment and capacity for active ageing

An enabling environment for active ageing is as important as material conditions in
determining the well-being of older persons. An enabling environment for active ageing
should provide a comprehensive and accessible physical and social environment in which,
health, social engagement and security of older persons can be promoted (WHO, 2007; Plouffe
and Kalache, 2011). Therefore, it is recommended that:
1. Younger people are encouraged to actively look after their health when they are still
young in order to prevent them from becoming disabled or be affected by chronic
diseases. This often starts with reducing health-related risk factors through controlling
alcohol use and smoking, encouraging physical activity and daily exercise, and
promoting healthy eating, including through the provision of relevant information
(WHO, 2011).
2. As the proportion of older persons with difficulties in instrumental daily activity
increases with age, it is important to improve key aspects of age-friendly infrastructure,
such as transportation and access to public buildings.
3. The culture of older persons living in proximity to their children or families should be
maintained to the greatest extent possible. Intergenerational cohesion within the family
helps reduce conflicts between generations and maintain the tradition of mutual
support. This could help prevent older persons suffering from mental illness, and
feeling lonely, isolated and neglected.
(iv)

The need for further research

In the coming decades ASEAN countries will undergo a major demographic shift towards
‘aged’ societies, which will be as important a change as any in their history. This change will
have significant economic, cultural and social effects. The challenge is how to devise effective
evidence-based policy to address the imminent challenges. While developing the Asian AAI
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for Indonesia and Thailand, progress has been made in identifying appropriate responses.
However, additional in-depth analysis of current policies and further capacity building work
is necessary for both these countries, as well as for other ASEAN countries.
As discussed earlier, availability of age-disaggregated data is low in many ASEAN countries,
and this lack of data in relation to ageing issues and active and healthy ageing restricts policy
relevant research. It is, therefore, recommended that countries strengthen their statistical
systems to ensure age-disaggregation in their data collection, such as pursued in the work
programme of the Titchfield City Group on Ageing. These efforts should not only concentrate
on collecting data for older age groups, but also more detailed ageing-related data by sex and
disability in order to fill the evidence gap regarding life course processes of active and healthy
ageing. Collecting, disseminating and analysing such data will allow a more evidence-based
review and appraisal of MIPAA, which is expected to be forthcoming in the next few years. In
addition, such data and analysis will allow ASEAN countries to follow-up on a regular basis
to the Kuala Lumpur Declaration on Ageing.
In looking forward, the Asian AAI should be extended to enable a comparative study among
ASEAN countries. Subsequently, subnational analysis of active ageing should be undertaken
at the provincial level, with urban and rural area differentiation. Studies of this kind would be
highly useful for evidenced-based active ageing strategies at the local level. Moreover, the
future study of active and healthy ageing should include inequality aspects and cover
individual level considerations to have a significant and lasting impact.
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Annex 1. European Union Active Ageing Index and other indices
The European Union Active Ageing Index
The AAI project started within the context of the 2012 European Year for Active Ageing and
Solidarity between Generations. The year 2012 also marked the 10th anniversary of the second
World Assembly on Ageing, held in Madrid in April 2002, and the completion of the second
5-year cycle of review and appraisal of the implementation of MIPAA. To recognize contribute
to the activities of these anniversaries major occasions, ECE; the European Commission’s
Directorate General for Employment, Social Affairs and Inclusion; and the European Centre
for Social Welfare Policy and Research jointly undertook the research project to construct a
composite measure of active ageing EU countries. To support the work a multistakeholder
Expert Group on AAI was also convened. This led to the EU AAI (for the original AAI
Methodology Report, see Zaidi et al. 2013).9
Since its launch, the EU AAI has also been extended to a number of other non-EU countries
(including Canada, China, Norway, the Republic of Korea, the Russian Federation,
Switzerland and the United States). The EU AAI has provided a credible analytical framework
with the potential to offer insights to policymakers around the world (Zaidi et al. 2017; Zaidi
et al. 2018a).
The EU AAI quantifies the extent to which older persons can realize their potential in three
distinct domains that determine their experiences of active and healthy ageing: Employment;
Social participation; and Independent living. The fourth domain, Enabling environment and
capacity for active ageing, goes beyond observing the actual experiences of active ageing and
captures how societies differ with respect to the active ageing capacity of their older
populations and in providing the enabling age-friendly environments for active ageing (Zaidi,
2014).
Other composite indices on ageing
A number of other similar instruments have been developed to evaluate various aspects of
ageing with regard to the roles and status of older persons in society, using objective and
subjective indicators, at both the individual and at the societal level. For example, the Global
AgeWatch Index was developed in 2013 as a descendant of the EU AAI to evaluate and
compare older person well-being globally.10 Likewise, in 2017, Age UK introduced the Index
of Wellbeing in Later Life, which measures individual level indicators to analyse what is
important in determining well-being in later life and what policies can have an impact in
improving the quality of life and well-being of older persons.11

69

Social Development Working Paper

No. 2019/05

Other indices on ageing – such as the Hartford Aging Index (Goldman et al., 2018), the
SCL/PRB Index of Well-being in Older Populations (Kaneda et al., 2011), the Successful Aging
Index (Cosco et al., 2015), the Global Retirement Index (NATIXIS, 2018), the AARP Livability
Index (Lynott et al., 2018) and the OECD Better Life Index (OECD, 2011) – have also been
introduced to provide new and substantive information about socioeconomic well-being of
older persons and what policies matter for an active and healthy later life.

Annex 2. Suitability of EU AAI indicators for the Asia-Pacific context
European AAI
Definition12

Domains

Review on indicators’
suitability for Asia

1. Employment
Age 55–59
Age 60–64
Age 65–69
Age 70–74

Employed persons are those:
Who worked during the reference
week, even for just one hour
Who were not at work but had a job
or business (including absence
because of, e.g., illness, holidays).

The employment-related data is
comparable to the EU AAI, but in many
Asian countries agricultural work is
considered work, while the EU AAI
may not be covering this.

2. Social Participation
Voluntary
activities
(Age 55+)

Percentage of people aged 55+
providing voluntary activity (at least
once a week)

Care to children/
grandchildren
(Age 55+)

Percentage of people aged 55+
providing care to their children,
grandchildren (at least once a week)

Care to adults/
relatives
(Age 55+)

Percentage of people aged 55+
providing care to elderly or disabled
relatives (at least once a week)

Political activities
(Age 55+)

Percentage of people aged 55+ taking
part in the activities of meeting of
trade unions, political parties or
political action groups

12

See: https://statswiki.unece.org/display/AAI/IV.+Methodology
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This indicator is replicable in most
Asian countries.
These two indicators are useful to
assess the care contribution of older
persons. However, countries do not
have same level of childcare and longterm care provisions. Pension and
social care systems should be taken into
consideration in using this indicator for
Asian countries.
Data availability is low.
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3. Independent, healthy and secure living
Physical exercise
(Age 55+)
Access to health
and dental care
(Age 55+)

Independent
living: (Age 75+)

Relative median
income
(Age 65+)

No poverty risk
for older persons
(Age 65+)

No severe
material
deprivation for
older persons
(Age 65+)

Feeling safe to
walk after dark
Lifelong learning
(Age 55-74)

Percentage of people aged 55+
undertaking physical exercise or
sport almost every day.
Percentage of people aged 55+
reporting no unmet need for medical
and dental examination or treatment
during the 12 months preceding the
survey.
Percentage of people aged 75+ living
in a single person household or
living as a couple with no dependent
children.
The relative median income ratio is
the ratio of the median equivalized
disposable income of people aged
65+ to the median equivalized
disposable income of those aged
below 65.
Percentage of people aged 65+ not at
risk of poverty (those with an
equivalized disposable income after
social transfers below the at-risk-ofpoverty threshold, 50 per cent of the
national median equivalized
disposable income after social
transfers).
Percentage of people aged 65+ not
severely materially deprived. This
refers to a state of economic and
durable strain, defined as the
enforced inability to afford at least
four out of the below nine:
- To pay their rent, mortgage or
utility bills
- To keep their home adequately
warm
- To face unexpected expenses
- To eat meat or proteins regularly
- To go on holiday
- A television set
- A washing machine
- A car; or a telephone
Percentage of people aged 55+
feeling very safe or safe to walk after
dark in their local area.
Percentage of people aged 55–74
stating that they received education
or training in the four weeks
preceding the survey.
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This indicator is related with health
outcome and is replicable in most Asian
countries.
The same definition may not be
possible to achieve in many Asian
countries; especially information on
dental care may not be available.
Living with children is still very
common in old age in many Asian
countries. Thus, living alone cannot
always be seen as a positive
phenomenon in Asia.
These are macro-level data, on median
income of two population groups. A
national representative dataset for the
whole population is required in
calculating this indicator.

Same as above.

Data on material well-being in Asia is
scarce. The same EU AAI definition
cannot be replicated in many countries.
Cultural and structural differences
make it difficult to compare this
indicator across countries.
Instead, an indicator reflecting whether
older persons receive any financial
transfers from their children is
considered appropriate.
Likewise, on the contributions side,
there is a need to capture how much
older persons are contributing to their
children from their income.
Data on this indicator are limited in
most Asian countries. This indicator
needs to be modified.
Learning or training is an important
indicator: however, data availability is
very low in many Asian countries.
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4. Capacity and enabling environment for active and healthy ageing
Remaining life
expectancy
achievement of 50
years at age 55
Share of healthy
life years in the
remaining life
expectancy at age
55

Mental well-being

Use of ICT

Social
connectedness

Educational
attainment

Remaining life expectancy (RLE) at
55 divided by 50 to calculate the
proportion of life expectancy
achievement in the target of 105
years of life expectancy
Healthy Life Years (HLY) measures
the remaining number of years free
of activity limitations caused by
health problems. It combines
information on quality and quantity
of life.
Mental well-being (using WHO-5
Index)
Over the last two weeks:
Q1: I have felt cheerful and in good
spirits
Q2: I have felt calm and relaxed
Q3: I have felt active and vigorous
Q4: I woke up feeling fresh and
rested
Q5: My daily life has been filled with
things that interest me
Response categories of each of these
five survey questions are (scale):
1. All of the time = 5
2. Most of the time = 4
3. More than half of the time = 3
4. Less than half of the time = 2
5. Some of the time = 1
6. At no time = 0
Share of people aged 55–74 using the
Internet at least once a week.
The indicator measures the share of
people aged 55+ that meet socially
with friends, relatives or colleagues
at least once a week. “Meet socially”
implies meet by choice, rather than
for reasons of either work or pure
duty.
Percentage of people aged 55–74
with upper secondary or tertiary
educational attainment.
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This is a macro-level data. Therefore, it
cannot
capture
active
ageing
experiences at the individual level.

Same as above.

This is an important indicator for
assessing mental status of older
persons. However, the EU definition
may not be possible to replicate for this
indicator. Many ageing-related surveys
in Asia use CES-D or self-rated mental
health questionnaires.

This indicator is difficult to obtain the
data and many older persons in Asia
live in rural areas where access to the
Internet or computers is limited.

Interacting with family members is
important and this indicator is
replicable

This is a useful indicator for assessing
human capital and can be replicable.
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Annex 3. The Asian AAI and domain-specific percentage scores for
Indonesia and Thailand (overall, males and females)
Indonesia

Thailand

Both

M

F

Both

M

F

Overall index

50.6

58.8

43.5

59.7

66.9

53.9

1.1 Employment rate (55–59)

73.9

89.0

58.4

77.4

89.8

66.3

1.2 Employment rate (60–64)

63.9

79.6

47.8

58.6

70.7

47.7

1.3 Employment rate (65+)

39.5

55.2

26.7

25.7

35.8

17.8

N

Index

71.5

96.6

46.9

66.8

86.0

49.9

2nd

2.1 Voluntary activities (55+)

15.8

10.8

20.8

4.6

4.1

5.1

D

2.2 Care to child / grandchildren
(55+)

32.8

30.9

35.2

60.7

60.1

61.3

2.3 Care to older adults (55+)

13.0

9.3

16.7

5.4

5.2

5.7

2.4 Civic & religious activities (55+)

55.4

56.1

54.8

48.1

44.0

52.0

Index

57.9

49.4

66.6

50.7

48.2

53.2

3.1 Physical exercise (55+)

34.4

47.8

20.7

29.8

32.3

27.5

3.2 Access to health insurance or
health benefit (55+)

91.2

91.3

91.1

85.7

86.7

84.8

3.3 No ADLs (65+)

77.4

79.9

75.5

92.0

92.1

91.9

3.3 No IADLs (65+)

77.7

80.4

75.8

71.9

79.4

65.8

3.4 Relative median income (65+)

68.5

74.0

62.9

81.3

81.3

81.3

3.5 No poverty risk (65+)

70.5

74.1

66.8

72.0

72.0

72.0

3.6 Home ownership (55+)

84.8

86.8

82.8

92.2

92.9

91.7

Index

58.8

68.7

49.5

63.8

69.2

59.3

18

17

19

21

19

23

AAI
1st
D
O
M
A
I

O
M
A
I
N

3rd
D
O
M
A
I
N

4.1 RLE achievement
4th

4.2 Share of healthy life

70.0

69.4

68.4

80.0

82.1

78.2

D

4.3 Mental well-being (55+)

66.9

68.5

65.4

62.3

64.9

59.9

M

4.4 Subjective well-being (55+)

82.4

81.7

83.0

81.4

82.0

80.9

A

4.5 Social connectedness (55+)

56.7

56.5

56.9

67.7

67.4

67.9

4.6 Physical safety (55+)

89.6

95.6

84.2

-

-

-

4.7 Use of ICT (55+)

5.2

6.0

4.4

8.4

8.6

8.2

4.8 Educational attainment (55–74)

20.9

26.9

15.6

8.5

11.7

5.6

Index

28.5

26.5

31.3

48.2

47.5

49.5

O

I
N

Note: M = males and F = females

73

Annex 4. The Asian AAI Indicators for Indonesia: Definition, survey questions and data sources
Indicators
Definition
1. Employment
Employment rate for
Employment means having
the age group 55–59
worked for at least one hour
last week to earn some
Employment rate for
income.
the age group 60–64
Employment rate for
the age group 65+
2. Social participation and relationships (aged 55+)
Participation in
Percentage of people aged 55+
voluntary activities
participating in voluntary
(Age 55+)
activities.
Provide care to
Percentage of people aged 55+
children/
providing assistance to
grandchildren
children or grandchildren in
(Age 55+)
the form of services.

Care to older adults or
disabled relatives
(Age 55+)

Percentage of people aged 55+
providing care to their parents
and sick or disabled adults
who does not live with them.

Survey questions

Source

Employment means having worked for at least one hour last week to
earn some income.

International
Labour
Organization
2014

PM16. During the last 12 months did you participate in
voluntary labour (for example cleaning up the village).

IFLS 2014-2015

BA87a. In the past 12 months, did you provide assistance to [...] in the
form of money, goods, or services? BA63b. ChildName with
housework or taking care of children?
A. Money or loans
B. Tuition
C. Food stuffs or other goods
D. Chores, childcare, care for sick family
H. Help family business
V. Other
BA19. In the past 12 months, did you provide assistance to [...] in the
form of money, goods, or services? BA21. Father/Mother
A. Money, loan, tuition, health care costs (including treatment)
D. Value of food stuffs or other goods
G. Doing household chores, or providing care or assisting during
physical recovery
H. Help family business

IFLS 2014-2015
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IFLS 2014-2015

Indicators

Definition

Survey questions

Source

V. Other
Participation in
religious and civic
activities
(Age 55+)

Percentage of people aged 55+
participating in religious and
civic activities.

3. Independent, healthy and secure living
Physical exercise
Percentage of people aged 55+
(Age 55+)
undertaking vigorous
activities (including heavy
lifting, digging, ploughing,
aerobics, fast bicycling, and
cycling with a heavy load),
moderate physical activities
(carrying light loads, bicycling
at a regular pace, or mopping
the floor) and any type of
working (walking to travel
from place to place, and any
other walking that might be
done solely for recreation,

TR16a. Do you actively participate in religious activities, such as
prayer fellowship, etc, in the past 12 months?
1. Yes, more than once a week
2. Yes, at least once a week
3. Yes, at least once a month
4. Yes, less than once a month
5. No
7. Refused
PM16. During the last 12 months did you participate in
A. Community meetings
D. Programme to improve the village/neighbourhood

IFLS 2014-2015

KK02m. During a usual week, did you do any […] for at least 10
IFLS 2014-2015
minutes continuously? 1. Yes, 2. No
A. Now, think about all the vigorous activities requiring hard/high
intensity physical effort that you do in a usual week. Vigorous
activities make you breathe much harder than normal and may
include heavy lifting, digging, ploughing, aerobics, fast bicycling, and
cycling with a heavy load.
B. Now think about activities which take moderate physical effort
that you do in a usual week. Moderate physical activities make you
breathe somewhat harder than normal and may include carrying light
loads, bicycling at a regular pace, or mopping the floor. Again, think
about only those physical activities that you did for at least 10
minutes at a time.
C. Now think about the time you spend walking in a usual week. This
includes at work and at home, walking to travel from place to place,
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Indicators

Definition
sport, exercise, or leisure) for
at least 10 minutes at a time.

Access to health care
(Age 55+)

Percentage of people aged 55+
reporting that they had access
health care when ill in last
month.

No difficulty of
Activities of Daily
Living (ADLs) (Age
65+)

Percentage of people aged 65+
having no difficulty
performing activities of daily
living.

Survey questions
and any other walking that you might do solely for recreation, sport,
exercise or leisure.
KK02n. How much time did you usually spend doing [....] on one of
those days
1. < 2 hours (less than 30 minutes)
2. <2 hours (more or less than 4 hours)
RJ00. In the last 4 weeks have you visited a public hospital, puskesmas,
private hospital, clinic, health worker or doctor’s practice or been
visited by a health worker or doctor?
1. Yes, 2. No
AK01. Are you the policy holder/primary beneficiary of health
benefits, health insurance, such as ASKES, ASTEK/Jamsostek,
employer provided medical reimbursement, employer provided
clinic, private health insurance, savings-related insurance,
JAMKESMAS , JAMKESDA, JAMKESSOS, JAMPERSAL or
ASURANSI MANDIRI?
1. Yes, 2. No
KK03f. To dress without help
KK03m. To bathe
KK03k. To get out of bed
KK03ka. To eat (eating food by oneself when it is ready)
KK03kc. To control urination or defecation
1. Easily 2. With difficulty 3. Can do with help 4. Unable to do it
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Source

IFLS 2014-2015

IFLS 2014-2015

Indicators
No difficulty of
Activities of Daily
Living (ADLs) (Age
65+)

Definition
Percentage of people aged 65+
having no difficulty of
performing instrumental
activities of daily living.

Survey questions
KK03n. To shop for personal needs
KK03o. To prepare hot meals
KK03p. To take medicine
KK03pa. To do household chores
KK03pb. To shop for groceries
KK03pc. To manage your money

Source
IFLS 2014-2015

Relative median
income

The ratio of the median
equivalized disposable
income of people aged 65+ to
that of those aged below 65.
Percentage of people aged 65+
not at risk of poverty (those
with an income below the atrisk-of-poverty threshold,
which is set at 50 per cent of
the national median income).
Percentage of older persons
aged 55+ owning a house.

Total household disposable income was calculated using the
household income (AR15b. What were the total earnings of (…) in the
last 12 months), and in order to reflect the difference in household
size and composition, the ‘square root scale’ was used.
Percentage of people aged 65 or above not at risk of poverty. The
relative poverty rate is calculated using the household equivalized
income data. The 50 per cent of the national median equivalized
income is set as the threshold of poverty rate.

IFLS 2014-2015

What is the status of this house?

IFLS 2014-2015

No poverty risk for
older persons
(Age 65+)

Home ownership

IFLS 2014-2015

Self-owned

4. Capacity and enabling environment for active and healthy ageing
Remaining life
Remaining life expectancy
Using UN data, Remaining life expectancy at age 60
expectancy at age 60
(RLE) at age 60.
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United Nations
(http://data.un.org
/Data.aspx?q=life+
expectancy&d=WH
O&f=MEASURE_C
ODE per
cent3aWHOSIS_000
015)

Indicators
Share of healthy life
years over remaining
life expectancy at age
60
Mental well-being
(Age 55+)

Definition
Proportion of healthy life
expectancy (HLE) at age 60 to
RLE at age 60.

Survey questions
Using WHO data, Remaining healthy life expectancy at age 60

Percentage of people aged 55+
having good mental wellbeing that is measured by a
revised scale developed from
CES-D.

Subjective well-being
(Age 55+)

Percentage of people aged 55+
satisfied with their quality of
life.

IFLS uses the Center for Epidemiologic Studies’ Depression Scale. The IFLS 2014-2015
answers for CES-D are on a four-scale metric, from rarely, to some
days (1–2 days), to occasionally (3–4 days) to most of the time (5–7
days). 12.5 was used as the cut-off value to indicate good mental wellbeing.
KT02 B. I had trouble concentrating in what I was doing.
KT02 C. I felt depressed.
KT02 D. I felt everything I did was an effort.
KT02 G. My sleep was restless.
KT02 H. I was happy.
1. Rarely or none of the time (< 1 day)
2. Some or a little of the time (1 - 2 days)
3. Occasionally or a moderate amount of the time (3 -4 days)
4. Most or all of the time (5 - 7 days)
SW00. Please think about your life as a whole. How satisfied are you
IFLS 2014-2015
with it?

Social connectedness
(Age 55+)

Percentage of people aged 55+
interacting with family
(parents/
children/siblings/friends).

1. completely satisfied. 2. Very satisfied
BA06b. How often have you seen your father/mother in the last 12
months?
1.
2.
3.
4.
5.

Everyday
At least once per week
At least once per month
At least once per year
Never
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Source
WHO Global
Health Observatory
http://apps.who.in
t/gho/data/view.
main.HALEXv

IFLS 2014-2015

Indicators

Definition

Physical safety
(Age 55+)

Percentage of people aged 55+
feeling very safe or safe in
their local area.

Use of ICT
(Age 55-74 )

Percentage of people aged 55–
74 using the Internet almost
every week during last month.

Educational attainment
of older persons

Percentage of people aged 55–
74 completing at least high
school.

Survey questions

Source

TF03a. How often have you seen (…..) in the last 12 months
1. Everyday
2. At least once per week
3. At least once per month
4. At least once per year
5. Never
TR07. In most parts of the village, is it safe for you to walk alone at
night?
1. Very safe
2. Safe
3. Unsafe
4. Very unsafe
Percentage of older persons aged 55–74 using the Internet

IFLS 2014-2015

AR16 What is the highest level of education you have attained?

IFLS 2014-2015

1.
2.
3.
4.
5.
6.
11.
12.
13.
14.
15.

Unschooled
Grade school
General jr. high
Vocational jr. high
General sr. high (SLA)
Vocational sr. high (SMK)
Education A
Education B
Open University
Moslem School (Pesantren)
Education C
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ONS 2014

Indicators

Definition
16.
60.
61.
62.
63.
72.
73.
74.
75.
95.

Survey questions
School for the disabled
Diploma (D1, D2, D3)
University S1
University S2
University S3
Madrasah Ibtidaiyah
Madrasah Tsanawiyah
Madrasah Aliyah
Kindergarten
Other
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Source

Annex 5: The Asian AAI Indicators for Thailand: Definition, survey questions and data sources
Indicators
Definition
1. Employment
Employment rate for
Employment means having worked
the age group 55–59
for at least one hour last week to earn
some income.
Employment rate for
the age group 60–64
Employment rate for
the age group 65–69
2. Social participation and relationships (aged 55+)
Participation in
Percentage of people aged 55+
voluntary activities
participating in voluntary activities.
(Age 55+)

Provide care to
children/
grandchildren
(Age 55+)
Care to older adults or
disabled relatives
(Age 55+)

Percentage of people aged 55+
providing assistance to children or
grandchildren in the form of services.
Percentage of people aged 55+
providing care to their parents and
sick or disabled adults who do not
live with them.

Survey questions
1. Employment means having worked for at least one
hour last week to earn some income.

Source
International
Labour
Organisation
2014

A012_05_01. In the past year, have you participated in any
volunteer activities?
1. Yes
2. Never participate
99. RF or missing
A012_05_03. Number of times_______ per
1. Day
2. Week
3. Month
4. Year
Ba022_xx. In the past 12 months, did you support ____ child?
1. Yes
2. No

HART 2015

Bb068F_1_01-09. In the past 12 months, what kind of nonmonetary support did you provide to your father?
Bb068M_1_01-09. In the past 12 months, what kind of nonmonetary support did you provide to your mother?
8 Items

HART 2015
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HART 2015

Indicators

Definition

Survey questions
1. Yes

Participation in
religious and civic
activities
(Age 55+)

Percentage of people aged 55+
participating in religious and civic
activities.

Source

2. No

GTa001. How often do you practice the following religious
activities in your daily life? (GTa001_01, GTb001_01,
GTc001_01, GTd001_01)
1. Never
2. Not often
3. Very often
4. Always

HART 2015

A012_01_01. In the past year, did you participate any
organization’s meeting?
1. Yes
2. Never
A012_01_03. Number of times ________ per
1. Day
2. Week
3. Month
4. Year
3. Independent, healthy and secure living
Physical exercise
Percentage of people aged 55+
(Age 55+)
undertaking exercise regularly.

Access to health care
(Age 55+)

The percentage of people aged 55+
reporting that they have health
insurance coverage.

Ca020_01. How often do you exercise?
1. 7 days a week
2. 5-6 days a week
3. 3-4 days a week
4. 1-2 days a week
5. Not at all
Cb001. Are you currently covered by any public health
insurance scheme?
1. Civil Servant Medical Benefit Scheme
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HART 2015

HART 2015

Indicators

No difficulty of
Activities of Daily
Living (ADLs) (Age
65+)

No difficulty of
Activities of Daily
Living (ADLs) (Age
65+)
Relative median
income
No poverty risk for
older persons
(Age 65+)

Definition

Survey questions
2. Social Security Scheme
3. Universal Coverage Scheme
4. No
Percentage of people aged 65+ having Ca034. The following questions are about difficulties people
no difficulty of performing activities
may have with various activities because of a health or
of daily living.
physical problems.
In the last week have you had the following difficulties?
Ca034_01 dressing, Ca034_02 washing (face/brushing teeth),
Ca034_03 bathing, Ca034_04 eating)
1. Able to do it all by myself
2. Need help sometimes or in some steps
3. Always need help in some steps
4. Need help for all steps
Percentage of people aged 65+ having Take bus or boat on own
no difficulty of performing
Counting change
instrumental activities of daily living Taking medicine
Ratio of the median equivalized
The ratio of the median equivalized disposable income of
disposable income of people aged 65+ people aged 65+ to that of those aged below 65.
to that of those aged below 65.
Percentage of people aged 65+ not at
risk of poverty (those with an income
below the at-risk-of-poverty
threshold, which is set at 50 per cent
of the national median income).

Percentage of people aged 65+ not at risk of poverty (those
with an income below the at-risk-of-poverty threshold, which
is set at 50 per cent of the national median income).
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Source

HART 2015

Survey of Older
Persons in
Thailand, ONS
2014
AgeWatch 2015
(Data from
World Bank)
AgeWatch 2015
(Data from
World Bank)

Indicators
Home ownership
(Age 55+)

Definition
Percentage of people aged 55+
owning a house.

Survey questions
F001_01. Do you own or rent a house?
1. Own, 2. Long-term lease, 3. Monthly rent (with
deposit), 4. Monthly rent (without deposit)

4. Capacity and enabling environment for active and healthy ageing
Remaining life
Remaining life expectancy (RLE) at 60 Using UN data, Remaining life expectancy at 60 divided by 45
expectancy
divided by 45 to calculate the
achievement of 45 years proportion of life expectancy
at age 60
achievement in the target of 105 years
of life expectancy.
Share of healthy life
years over remaining
life expectancy at age
60
Mental well-being
(Age 55+)

Source
HART 2015

Proportion of HLE at age 60 to RLE at
age 60.

Using WHO data, Remaining healthy life expectancy at 60

Percentage of people aged 55+ having
good mental well-being measured by
a revised scale developed from CESD.

IFLS uses the Center for Epidemiologic Studies’ Depression
Scale. The answers for CES-D are on a four-scale metric, from
rarely, to some days (1–2 days), to occasionally (3–4 days) to
most of the time (5–7 days). 12.5 was used as the cut-off value
to indicate good mental well-being.
CA033_02. I had trouble concentrating in what I was doing
CA033_03. I felt depressed
CA033_04. I felt pretty good/happy
CA033_06. My sleep was restless
CA033_07. I was satisfied/fulfilled
1. Rarely or none of the time (< 1 day)
2. Some or a little of the time (1–2 days)
3. Occasionally or a moderate amount of the time (3–4 days)

84

United Nations
(http://data.un.org
/Data.aspx?q=life+
expectancy&d=WH
O&f=MEASURE_C
ODE per
cent3aWHOSIS_000
015)
WHO Global
Health Observatory
http://apps.who.in
t/gho/data/view.
main.HALEXv

HART 2015

4. Most or all of the time (5–7 days)

Subjective well-being
(Age 55+)

Percentage of people aged 55+
satisfied with their quality of life.

G024_01 In overall, how satisfied are you with your quality of
life (or how happy you feel)?
0 -> 10 (6–10)
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HART 2015

Social connectedness
(Age 55+)

Percentage of people aged 55+
interacting with family
(parents/children/siblings/friends)

A011_01. In the past year, did you have any close friends or
relatives who lived nearby and have a close relationship with
them? If so, how often did you meet with them in person?
A011_02. Number of times______ per
1. Day
2. Week
3. Month
4. Year
5. Other
N/A

HART 2015

Physical safety
(Age 55+)

Percentage of people aged 55+ feeling
very safe or safe in their local area.

Use of ICT
(Age 55–74)

Percentage of people aged 55-74
using the Internet almost every week
during the last month.

The percentage of older persons aged 50 or above who used
the Internet

ONS 2014

Educational attainment
of older persons
(Age 55–74)

Percentage of people aged 55–74
completing at least high school.

A004_01. What is your highest level of education?
1. No formal education (illiterate)
2. No formal education (literate)
3. Elementary school
4. Middle school
5. High school
6. Vocational Diploma (two-year diploma degree)
7. Bachelor degree
8. Higher than Bachelor degree
9. Other

HART 2015
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N/A
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