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Global mortality trends and patterns in older women
Gretchen A Stevens,? Colin D Mathers® & John R Beard®

Objective To describe mortality patterns in women older than 50 years in light of the growth, seen in almost all countries, in the absolute
number of females in this age group and in the proportion of the female population comprising older women.

Methods National death record data and World Health Organization estimates of life expectancy and causes of death in women older
than 50 years were analysed. Projections of trends in mortality, by cause, at older ages were also made.

Findings In both developed and developing countries, the leading causes of death among older women were cardiovascular diseases
and cancers. In countries with death registration data, cardiovascular and (to a lesser extent) cancer mortality appears to have declined
in older women in recent decades and this decline has resulted in improved life expectancy at age 50. If these trends continue, deaths in
older women are still expected to increase in number because of population growth and ageing.

Conclusion Noncommunicable diseases, especially cardiovascular diseases and cancers, are expected to cause an increasing share of women's
deaths in low- and middle-income countries owing to the ageing of the population and to reductions in child and maternal deaths. Health
systems must adjust accordingly, perhaps by drawing on lessons from high-income countries that have succeeded in reducing mortality
from noncommunicable diseases.

Abstracts in G5 H13Z, Francais, Pycckuii and Espafiol at the end of each article.

Introduction

In almost all parts of the world, women live longer than men.'
The cause of the differential between male and female life
expectancy is uncertain, but it appears to be partly explained
by biological advantages and partly by environmental and
behavioural factors. Differences in these external factors re-
sult in substantial geographic variation. For example, in 2011
the female advantage in life expectancy at birth was 1 year
in Bangladesh, 7 years in Japan and 12 years in the Russian
Federation.' Changing patterns of environmental and behav-
ioural factors can also explain the recent narrowing of the
gap in some developed countries. This may be due, at least in
part, to increased smoking among women and to falling rates
of cardiovascular disease among men.”’

Because of women’s longer life expectancy, older women
outnumber older men. Worldwide in 2011, women comprised
53% of adults aged 50 years or older and 59% of adults aged
70 and above." Most of these older women live in less devel-
oped regions (as defined by the United Nations Population
Division),* which in 2011 were home to 555 million women
aged 50 years or older. In contrast, about 280 million women
in this age group - or just over half as many - were living in
developed regions that same year. By 2050, these numbers are
projected to increase to 1.5 billion in less developed regions
and to 379 million in developed regions.’ The share of the
globe’s population comprising older women is also projected
to increase - from 12% in 2011 to 19% in 2050.

Despite this demographic transition, the health system
needs of women in less-developed settings remain largely con-
fined to reproductive matters, particularly maternal health and
access to contraception. Other needs, including the prevention,
detection and management of noncommunicable diseases,
have received less attention. Given the substantial reduction
in maternal and child mortality and the progressive increase
in the absolute number of older women that have taken place

over the past 10 years, these broader health system needs have
become more important and their importance will continue
to increase in the future.

This special issue of the Bulletin explores those health
problems affecting women that are not directly attributable to
their reproductive role. A look at the causes of death among
women can provide insight into their health problems. The
objective of this study is to describe recent epidemiologic
changes in women’s health and to identify key health system
priorities stemming from these changes. To this end we ex-
amined mortality levels, mortality trends and causes of death
in women aged 50 years and older (henceforth referred to as
“older women”). Although the scope of our analysis is limited
by an exclusive focus on mortality — with special attention to
countries with reliable and complete mortality statistics — our
approach reduces the need to use statistical models to describe
patterns and trends in women’s health. Recent analyses of
years lived with disability and of healthy life expectancy have
depended heavily on statistical models because data on mor-
bidity are seldom routinely collected.”

Methods
Life expectancy

We present womenss life expectancy at age 50 over the period
from 1985 to 2012. Life expectancy at age 50 is defined as
the number of remaining years a 50-year-old could expect to
live if she were to pass through life exposed to the mortality
rates currently prevailing in her country in the year for which
the statistic is calculated. Life expectancy is calculated from
World Health Organization (WHO) life tables.' Briefly, the
procedures used to generate these life tables depend on the
data available. For countries with vital registration data, we
begin by assessing the completeness of the recorded mortal-
ity data for adults by applying demographic techniques. If we
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determine that the data are complete
enough to be meaningful, we adjust the
death rates for individuals older than
5 years for completeness. For countries
without exploitable vital registration
data, we use other sources of adult mor-
tality data, such as surveys and censuses,
to estimate mortality among adults. We
present estimates for countries selected
to show a variety of epidemiological
patterns representing all WHO regions
and country income categories.

Causes of death in 2008

To portray the regional distributions
of causes of death in people 50 years of
age and older we used WHO?’s cause-
of-death estimates for 2008.” We gen-
erated country mortality estimates
based on national data on mortality
and distribution of causes of death that
were available at the end of 2010. We
combined this data with the most recent
information on causes of death of public
health importance, as reported by WHO
programmes, the International Agency
for Research on Cancer and the Joint
United Nations’ Programme on HIV/
AIDS. We categorized countries accord-
ing to the World Bank’s 2009 income
classification.®

Analysis of death registration
data

We calculated cause-specific mortal-
ity rates and their trends from death
registration data in the WHO mortality
database.” To ensure the reliability of
the data used, we limited our analysis to
countries where the proportion of deaths
(recorded and unrecorded) for which
cause-of-death information could be
obtained exceeded 80% in at least 80%
of the years between 1980 and 2008. To
determine this we used the estimated
completeness of vital registration and the
fraction of recorded deaths that were as-
signed an ill-defined cause-of-death code
(e.g. for the 10th revision of the Interna-
tional classification of diseases and related
health problems, codes R0O0-R99)."'* The
data for country-years having less than
100% complete registration coverage
were adjusted for incomplete registration.

Many countries were missing data
for some years. To create a continuous
time series of data, for each country we
interpolated mortality rates, by cause
of death, if three or fewer consecutive
years of data were missing. We also
extrapolated up to three years of data at
the beginning and end of the data series.
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ig. 1. Percentage of deaths from various causes and distribution of deaths, by age, in

low-, middle- and high-income countries,* 2008
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To interpolate, we fit a logistic regression
model for each missing data point. The
dependent variable is the death rate for
the specific country, age, sex and cause
group. The independent variable is year.
The regression was fitted using death
rates for the five years before and the five
years after every year for which the data
were missing. To extrapolate, we fit an
equivalent regression to the first or the
final six years of data.

Data from 58 countries whose
population in 2010 exceeded 500 000
fulfilled our quality criteria. This com-
prised 1827 country-years of data from
1970 to 2011, the year for which the
most recent data were available. After
interpolation and extrapolation, we
obtained 2005 country-years of data
that provided a complete time series
from 1970 to 2010 for 29 countries and
from 1980 to 2010 for 39 countries. All
39 of these countries with a high-quality
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and relatively complete cause-of-death
time series were either high-income
countries or middle-income countries
in eastern Europe or Latin America.
For simplification, in the results sec-
tion we discuss the results from 11 of
these countries, which include two from
each of these areas. The countries are
Chile, France, Germany, Greece, Japan,
Mexico, New Zealand, Poland, the Rus-
sian Federation, the United Kingdom of
Great Britain and Northern Ireland and
the United States of America.

Causes of death

We reassigned deaths with ill-defined
or intermediate causes using previously
published methods.!" We redistributed
cancers of unspecified site pro rata to
all sites excluding liver, pancreas, ovary,
trachea, bronchus and lung, which are
cancer sites that are less likely to be as-
signed an ill-defined cancer code. We
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Fig. 2. Female life expectancy at age 50 years, selected countries and the world,
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redistributed ill-defined cardiovascular
causes of death to ischaemic heart dis-
ease and other cardiovascular causes of
death, as described in Mathers et al."!
Finally, we redistributed ill-defined
causes of death pro rata to all non-injury
causes of death.

We grouped deaths into the fol-
lowing six broad cause categories:
communicable diseases and nutritional
deficiencies, cancers, cardiovascular
diseases and diabetes mellitus, chronic
respiratory diseases, other noncom-
municable diseases, injuries. For some
analyses, we disaggregated lung cancer
mortality from other cancer mortality.
We present together cardiovascular and
diabetes deaths from death registration
data because of inconsistencies across
countries and over time in designating
the cause of death when both types of
diseases contribute to the death. We cal-
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culate age-standardized mortality rates
using the WHO reference population.'

Life table methods

Abridged life tables for people aged 50
years or older were constructed using
death records data. Mortality rates in
5-year age intervals up to the age of 85
years and beyond were extracted. Life
tables were extended to ages beyond
100 years using the Coale-Guo method
to estimate q_for the following five-
year age groups: 85-89, 90-94, 95-99,
>100." The average proportion of each
5-year age range lived by those who die
in the age range (5, ) was estimated us-
ing the iterative method described by
Preston et al."

To clearly identify the contribution
of deaths caused by tobacco use, we
calculated the total deaths attributable
to tobacco smoking across all causes of
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death using the method of Peto et al,,
who proposed that current mortality for
lung cancer can be used as an indicator of
past exposure to tobacco smoke."” Briefly,
we calculated the smoking impact ratio
by comparing lung cancer mortality rates
in each population with the lung cancer
mortality rates among non-smokers
and smokers observed in the American
Cancer Society study.'*"* In the life table
analyses presented here, deaths caused
by tobacco are grouped in a single cause
category and are excluded from the other
six cause categories listed above.

Gains in life expectancy between
two time points were decomposed into
cause contributions using the methods
set out by Beltran-Sanchez et al.” The
death registration data from the WHO
Mortality Database provides cause-
specific deaths, by sex, for the single
age group of people aged 85 years or
older. We assumed that this cause dis-
tribution applied within each five-year
age interval, starting with the group of
people aged 85 to 89 years. For this age
group and all five-year age groups above
it, we assumed that the force of decre-
ment function from each specific cause
is proportional to the force of decrement
function for all causes combined in
each age interval. For the open-ended
interval beginning at age 100, we fol-
low Beltrdn-Sanchez et al. in assuming
mortality rates to be constant and that
no person-years are lived above the age
of 110.%

Mortality projections

We have projected mortality using
methods applied in previous studies,*"**
with updated inputs for baseline deaths
and covariates. Briefly, a set of regression
models was used to project future health
trends for baseline, optimistic and pes-
simistic scenarios, based on projections
of economic and social development
and on the historically observed rela-
tionships between such development
and cause-specific mortality rates. The
projections presented in this study
have been revised to take into account
the updated base estimates of deaths by
cause for 2008,” updated projections of
real change in income per capita that
reflect the impacts of the global financial
crisis*** and updated projections of
tobacco-related deaths that modify the
previous smoking impact projections
to reflect the recent, flatter trends in
tobacco consumption for 1990-2008.%
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The projected chronic disease mortality
rates for older women are not highly
sensitive to a reasonably broad range
of assumptions about future economic
growth and trends in the tobacco epi-
demic. However, the projections do not
take into account trends in major risk
factors unrelated to tobacco or to the
pace of economic growth. These risk
factors may not follow the same histori-
cal patterns observed in countries with
death registration data.

Results
Mortality over the life course

The distribution of deaths by age group
varies substantially between countries as
a function of the level of socioeconomic
development, population age structure
and mortality rates (Fig. 1).” Inlow- and
middle-income countries, where child
mortality rates are high and younger
people comprise a greater fraction of
the population than in high-income
countries, more female deaths occur in
the first 5 years of life than in any other
five-year age group; in high-income
countries, on the other hand, children’s
risk of death is very low. In low-income
countries, deaths in women over the age
of 5 years are spread evenly across the
life course, but in medium- and high-
income countries, such deaths are more
concentrated among older women.

The leading causes of death also
vary depending on the level of socioeco-
nomic development, and this variation
is observed most markedly in younger
ages (Fig. 1).” In low-income countries,
the deaths spike in childhood as a result
of communicable, perinatal and nu-
tritional diseases and injuries. In these
settings, most women in early adulthood
are killed by communicable diseases
(primarily acquired immunodeficiency
syndrome [AIDS]), maternal causes, in-
juries and cancers. The pattern is similar
in middle-income countries, although the
proportion of deaths occurring during
early adulthood is much smaller. In high-
income countries, deaths in early life are
rare and most are caused by injuries, al-
though cancers are also a common cause.

In women over the age of 50 years,
noncommunicable diseases, particularly
cancers and cardiovascular diseases, are
the most common causes of death,
regardless of the level of economic de-
velopment of the country in which they
live. Cardiovascular diseases account for
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Fig. 3. Trends in age-standardized rates of death from cardiovascular diseases and
diabetes among women aged 50 years or older, selected countries with vital

registration systems, 1970-2010
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45% of older women’s deaths globally
and another 15% of deaths are caused
by cancers — mainly of the lung, breast,
colon and stomach.” Chronic respiratory
conditions, primarily chronic obstructive
pulmonary disease, cause another 10%
of the deaths seen in these older women.

Recent trends

Worldwide and in most countries,
female life expectancy at age 50 has
increased in recent decades (Fig. 2).!
Some countries have shown rapid gains
in older women’s life expectancy over
the 23 years from 1990 to 2012. They
include Brazil and Japan - a country
that already had the world’s second
highest life expectancy in 1990 - both
with gains of four or more years. Older
women in China and the United States
experienced measured gains of 2.2 and
1.8 years, respectively - slightly less
than the global average of 2.3 years
and India’s gain of 2.6 years. Some
countries faced setbacks during this
period. Among them are the Russian

doi: http://dx.doi.org/10.2471/BLT.12.109710

Federation and other eastern European
countries, where the economic transi-
tion affected female life expectancy,
and South Africa, which was affected
by the epidemic of human immuno-
deficiency virus (HIV) infection, like
other countries in sub-Saharan Africa.
South Africa has recently experienced
gains in female life expectancy at age 50,
perhaps as a result of the increased use
of antiretroviral treatment.

Which causes of death are con-
tributing to these gains in life expec-
tancy can be determined by looking
at estimated death rates. Globally, age-
standardized death rates for both sexes
declined by an estimated 21.5% from
1990 to 2010.”° Progress by disease has
not been uniform. Death rates from
some diseases have declined rapidly:
chronic respiratory disease death rates
declined by 41.9% and cardiovascular
death rates declined by 21.2% between
1990 and 2010. In contrast, the overall
cancer death rate dropped by 13.8%, the
lung cancer death rate decreased by 8.3%
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Fig. 4. Trends in age-standardized rates of death from cancers of the lung, trachea and
bronchus among women aged 50 years or older, selected countries with vital

registration systems, 1970-2010
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and the diabetes death rate increased by
19.7% since 1990.%

Annual data on deaths by age, sex
and cause are available for countries
with complete or nearly complete death
registration, namely most high-income
countries and some middle-income
countries (Fig. 3, Fig. 4 and Fig. 5).
Older women’s rates of death from
cardiovascular diseases and diabetes
combined have declined in all the
countries shown in Fig. 3. Of the 11
countries shown in Fig. 3, New Zealand
experienced the median decline (66%
from 1970 to 2010). Japanese women
recorded the greatest relative decline
(79%). Declines were moderate in
Mexico, where increases in the rate of
death from diabetes offset declines in
deaths from cardiovascular disease. The
Russian Federation also experienced a
moderate decline (11%) from 1980 to
2010. Increasing alcohol use may have
reduced the rate of decline of cardio-
vascular deaths recorded in the Russian
death records.”

Lung cancer mortality rates are
determined by past and current ex-
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posures to tobacco smoking. They are
affected by both the prevalence and
the intensity of smoking (i.e. the aver-
age number of cigarettes smoked per
day). Fig. 4 shows the heterogeneity in
lung cancer mortality levels and their
trends arising from diverse patterns of
tobacco smoking among women across
time in different national contexts. In
the United States, lung cancer mortal-
ity rates peaked in 1998 at 130 per
100000 and then declined 10% - to 117
per 100000 - by 2010 (Fig. 4). Rates
of death from lung cancer more than
doubled from 1970 to 2010 in France,
Germany and Poland and are still rising
in all three countries.

Mortality from cancers in sites
other than the lung has declined moder-
ately but consistently during the past 40
years (Fig. 5). In six of the 11 countries
shown in Fig. 5, rates of death from
cancers other than lung cancer declined
between 20 and 30% from 1970 to 2010.
Declines in mortality from cancers of
the stomach, colon, breast and cervix
contributed most to these overall de-
clines in cancer mortality.

Gretchen A Stevens et al.

Decomposing gains in life expec-
tancy into their constituent causes
provides insight into the epidemiologi-
cal changes that have driven these im-
provements (Fig. 6). In the high-income
countries shown in Fig. 6, reductions
in non-tobacco-related mortality from
cardiovascular diseases and diabetes
contributed the most to gains in women’s
life expectancy at age 50 between 1980
and 2011 (gains ranged from 2.5 years
in France and the United Kingdom to
3.5 years in Germany and Japan). Al-
though reductions in tobacco-related
mortality played an important role in
gains in life expectancy among men
in high-income countries (data not
shown), among women the rates of
tobacco-related death increased in
France, Germany, Greece and the United
States, and this resulted in a reduction
in life expectancy at age 50 that ranged
from 0.02 years (in the United States) to
0.6 years (in France). Among women,
overall declines in cancer mortality led
to moderate gains in life expectancy
- from 0.3 to 0.7 years — in the high-
income countries shown in Fig. 6.

Middle-income countries showed
context-specific patterns in cause-
specific mortality reductions. Of the
three middle-income countries shown
in Fig. 6, Chile and Poland resembled
high-income countries in terms of the
magnitude and patterns of mortality
reduction. In Mexico, decreases in com-
municable disease mortality contributed
the most to gains in female life expec-
tancy — a gain of 1.3 years at age 50. The
overall gain in life expectancy in Mexico
was smaller than in Chile or Poland.
Female life expectancy increased even
less in the Russian Federation, where life
expectancy at age 50 improved by only
1.2 years from 1980 to 2011. The Russian
Federation, unlike most high-income
countries, experienced little decline in
deaths from cardiovascular diseases
and diabetes. Such a decline contributed
only 0.44 years to its modest gain in life
expectancy.

Mortality projections for 2010 to
2050

The global average female life expec-
tancy at age 50 is projected to increase
from 29 years in 2010 to 33 years
in 2050. The largest gains over this
period are expected to take place in
WHO’s South-East Asia and Western
Pacific regions (5.7 years on average
for the two regions combined) and in
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the middle-income countries of the
European Region (5.1 years). Because
high-income countries have already
achieved reductions in female mortal-
ity at younger ages, in such countries
any further decreases in female mor-
tality, mainly at older ages, will have a
lesser impact on gains in life expectancy.
Thus, women in high-income countries
stand to gain less than women in other
countries in terms of life expectancy at
age 50 — projected to increase 2.7 years
(from 33.4 to 36.1 years) over the period
from 2010 to 2050.

Despite favourable trends in life
expectancy at age 50 the world over,
globally the absolute number of deaths
in women over the age of 50 years is
projected to increase from 18.5 million
in 2010 to 39.3 million in 2050 (Fig. 7).
Most of this increase will be attributable
to the leading causes of death seen at
present: cardiovascular deaths are pro-
jected to increase by 8 million (38% of
the total increase in deaths) and cancer
deaths by 3.6 million (17% of the total
increase). Mortality from some causes
will increase at a faster rate than car-
diovascular and cancer deaths. Deaths
from falls and diabetes among older
women are projected to nearly triple
between 2010 and 2050: their increase
will be from 200000 to 550000 and
from 700000 to 2 million, respectively.
In 2050, cardiovascular diseases and
cancers will continue to be the leading
causes of death and be responsible for
46% and 14% of total deaths in women
over 50, respectively.

The absolute number of deaths is
projected to increase due to the growth
in the total population of older women
and to an increase in the average age of
these women. The projected decline in
age-specific death rates will offset these
increases to some extent. As a result of
these demographic and epidemiological
trends, an increasing proportion of older
women’s deaths will occur in low- and
middle-income countries. The increase
will be from 76% of deaths in 2010 to
84% in 2050. At every income level,
more than 80% of these deaths will
be attributable to noncommunicable
diseases, predominantly cardiovascular
diseases and cancers.

Discussion

Female mortality and its causes vary
considerably depending on a country’s
level of socioeconomic development.
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Fig. 5. Trends in age-standardized rates of death from cancers of all sites excluding
lung, trachea and bronchus among women aged 50 years or older, selected
countries with vital registration systems, 1970-2010
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These variations are particularly obvious
at younger ages, when communicable
diseases and maternal causes of death
take many women’s lives in low- and
middle-income countries but relatively
few in high-income countries. However,
in later adulthood, differences in female
death rates across settings becomes less
marked. In women over the age of 50
years, cardiovascular diseases, cancers
and chronic respiratory diseases become
the overwhelming causes of death every-
where in the world and communicable
diseases continue to play a significant
role in mortality only in low-income
countries.

These patterns are not static. Child
and maternal mortality rates have
declined rapidly in low- and middle-
income countries,”** along with death
rates in adult women in countries of all
income levels." We project that these
declines will continue. At the same
time, older women are growing both
in number and as a proportion of the
total population. As a result, mortality
patterns in all countries will increas-
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ingly resemble those currently seen in
high-income countries. In other words,
deaths will be increasingly delayed to
older ages and cancers will cause a larger
proportion of deaths in people between
the ages of 20 and 75 years.

This transition is already under way
and may be more complex than initially
anticipated. Low- and middle-income
countries face a “double burden” of
communicable and noncommunicable
diseases, but according to our analysis,
although the causes of death in women
over the age of 50 years are similar in
middle- and high-income countries, in
middle-income countries women die of
these causes at younger ages than they
do in high-income countries. This may
be because in middle-income countries
women are more exposed to various risk
factors over life - e.g. psychological stress,
raised blood pressure or certain infec-
tions — and have less access to appropriate
cardiac or cancer care and other health
services. Or they may be less resilient to
disease in later life because they faced
more detrimental early life experiences
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Fig. 6. Years gained or lost in women’s life expectancy at age 50, by contributing cause,
selected countries with vital registration systems, 1980-2010

Chile

Mexico

United States of
America

Japan

France

|

Germany

Greece

Contributing cause
= Tobacco smoking

Poland

o Cancers
m Chronic respiratory diseases
o Cardiovascular disease and diabetes

I m Communicable diseases

Russian Federation

@ Other noncommunicable diseases
® Injuries

United Kingdom of
Great Britain and

Northern Ireland

New Zealand

410 10 30

50 70

Years gained (or lost)

Note: Deaths caused by tobacco smoking are subtracted from each disease cause category and shown
as a single cause group. Thus, for example, the category labelled “Cancers” excludes cancers attributable

to tobacco.

than women in high-income countries.”
Whatever the reasons may be, the fact
that noncommunicable diseases strike
women at an earlier age in less developed
countries has important implications for
individuals, families and societies.

The trends described in this paper
highlight the urgency of adapting health
systems to better meet the changing
health-care needs of women in low- and
middle- income countries, primarily
by improving the capacity to prevent
and manage noncommunicable dis-
eases. Some of the strategies adopted in
high-income countries to deal with the
trends we have reported can perhaps be
incorporated into this system adaptation
process in low- and middle-income
countries.

In richer countries, falls in mortal-
ity from cardiovascular diseases consti-
tute the most dramatic of the changes
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witnessed in noncommunicable disease
mortality among older women. This
reduction can probably be attributed
in approximately equal measure to bet-
ter prevention and management of the
metabolic risk factors for cardiovascular
disease, such as high blood pressure and
high serum cholesterol, and to improved
treatment of cardiovascular condi-
tions.”’~ However, low- and middle-
income countries have not experienced
the decreases in women’s systolic blood
pressure and serum cholesterol levels
that high-income countries have at-
tained, despite the increase in the preva-
lences of overweight, obesity and diabe-
tes in these wealthier countries.**~*” This
suggests that stepping up efforts to stem
the rise in these metabolic disorders
in low- and middle-income countries
could further accelerate improvements
in cardiovascular mortality rates.

Gretchen A Stevens et al.

In high-income countries, reduc-
tions in cancers of the stomach, colon,
breast and cervix have made small but
important contributions to overall im-
provements in older women’s life expec-
tancy. These reductions were achieved
through a mixture of prevention and
treatment. Breast cancer mortality has
declined despite an increase in disease
incidence, which suggests that improved
treatment was the driving factor behind
the decline. On the other hand, the drop
seen in recent decades in the incidence
of cervical cancer® suggests improve-
ments in prevention. These improve-
ments are likely to have resulted from
screening with the Papanicolaou (Pap)
test.”” Given the high incidence of cervi-
cal cancer in low-income countries and
the likelihood that breast cancer inci-
dence will increase in these countries
owing to socioeconomic development
and improved female longevity, health
systems need to take prompt measures
against these conditions too. In the
case of cervical cancer, it makes sense
to focus on strengthening the effective
screening and preventive interventions;
in the case of breast cancer, it may be
more appropriate to focus on early de-
tection and treatment.

Analyses of the causes of chronic
obstructive pulmonary disease have
identified smoking as a major con-
tributor (responsible for around 40% of
deaths from this condition), together
with indoor air pollution from solid fuel
cooking stoves (responsible for around
30% of deaths). Occupational expo-
sures and outdoor air pollution have
been found to contribute in smaller
measure."”

In high-income countries, declining
tobacco use among men has been a major
driver of the increase in male life expec-
tancy. Because women in high-income
countries are at a later stage in the tobac-
co epidemic,* they have not experienced
the same reduction in tobacco smoking,
and the associated lowering of mortality,
as men have in recent decades. In most
developing countries, rates of tobacco
smoking among women remains low."**
If more women in those countries take up
tobacco smoking, mortality among wom-
en over 50 years of age will increase.”’
Effective policies designed to discourage
women from taking up tobacco smoking
in low- and middle-income countries do
exist, but they have not been sufficiently
implemented.*!
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Fig. 7. Projections of global deaths from selected causes among women aged 50 years
or older, 2010-2050
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Finally, regardless of how avidly
health systems promote prevention and
early intervention, many older women
will still develop noncommunicable dis-
eases. These can lead to aloss of function
and independence. In lower-income
settings, innovative approaches to reha-
bilitation for stroke victims and others
who experience functional decline are
needed, together with measures to en-
sure that the family members who care
for them do not become overwhelmed.
Access to palliative care also needs to be
improved so that people everywhere can
die with dignity and without unneces-
sary pain. ll
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Résumé

Tendances et modéles de la mortalité mondiale chez les femmes agées

Objectif Décrire les modéles de mortalité chez les femmes agées de
plus de 50 ans, au vu de I'augmentation, observée dans presque tous
les pays, du nombre absolu de femmes dans ce groupe d'dge et de la
proportion de la population féminine composée de femmes agées.
Méthodes Les données nationales de mortalité et les estimations de
I'Organisation mondiale de la Santé sur l'espérance de vie et les causes
de déces chez les femmes dgées de plus de 50 ans ont été analysées.
Des projections des tendances de mortalité par cause ont également
été réalisées a des ages avancés.

Résultats Dans les pays développés et en voie de développement,
les principales causes de déces chez les femmes agées étaient les
maladies cardiovasculaires et les cancers. Dans les pays disposant de
données denregistrement des déces, la mortalité due aux maladies
cardiovasculaires et (dans une moindre mesure) aux cancers semble

avoir diminué chez les femmes dgées au cours des dernieres décennies,
et cette baisse a entrainé une amélioration de l'espérance de vie a 50 ans.
Sices tendances se maintiennent, les décés chezles femmes agées sont
encore susceptibles d'augmenter en nombre en raison de la croissance
démographique et du vieillissement.

Conclusion Les maladies non transmissibles, notamment les maladies
cardiovasculaires et les cancers, pourraient étre a l'origine de la mort
d'un nombre de plus en plus important de femmes dans les pays a
revenu faible et moyen en raison du vieillissement de la population et
de la réduction de la mortalité infantile et maternelle. Les systemes de
santé doivent s'adapter en conséquence, peut-étre en tirant les lecons
des pays a revenu élevé, qui ont réussi a réduire la mortalité due aux
maladies non transmissibles.

Pesiome

mo6anbHble TEeHAEHUUUN N CTPYKTYPa CMEPTHOCTU Ccpean NOXKWIbIX }KeHLWUH

Llenb OnvicaHve CTPYyKTYpbl CMEPTHOCTH CPeAM KEHLLMH B BO3pacTe
cTapue 50 neT, B cBeTe POCTa, HAbMNOAAEMOr0O MOUTM BO BCEX CTPaHaxX
B aOCOMIOTHOM KOMMUECTBE »KEHLUWH 3TOM BO3PACTHOM rpynmbl 1
B MPOMNOPLMM YaCTV XKeHCKOrO HaceneHws, KOTOpyto COCTaBAAOT
MKEeHLLMHbBI NOXMNOro Bo3pacTa

Mertopabi bbinn npoaHanv3anpoBaHbl AaHHbIE HALWIOHabHBIX 3amm1cei
O CMepTAX U pacyeTbl cpefHel NPOAOIKUTENbHOCTU KIN3HY,
npov3sBefieHHble BceMMpHOWM opraHmsaLmen 3npaBooxpaHeHns,
a TakXKe Cllydan CMepTU XeHLMH B Bo3pacTe cTapuie 50 neT. boin
npov3BefeH pacyeT NpeanonaraeMblx Nokasatenen TeHaeHUui
CMEePTHOCTY C YKa3aHUEM MPUYUH CMEPTH AA MOXMUIBIX JI0AE.
Pe3ynbratbl Kak B pa3BuUTbIX, TaK 1 B PA3BMBAIOLIMXCA CTpaHax,
OCHOBHBIMU MPUYMHAMM CMEPTHOCTM CPefn MOXMUIbIX XeHLIH
ABNATCA 3ab0NeBaHna cepaeyHoO-COCYANCTON CUCTEMBI U PaK.
B cTpaHax, rae Begetca pernctpaumnsa cmepTen, CMEPTHOCTb OT
3aboneBaHNn cepeyHo-CoCyaANCTON CUCTEMBl U (B MeHblUel

Mepe) OT PaKa CHU3MNACh CPear NOXMIbIX XXeHLMH 3a NnocneaHne
LECATUNETUS, U OTO CHUKEHVE NMPUBENO K YBENMUEHNIO BEPOATHOM
cpenHen NPOAOMKUTENBHOCTU XIN3HM ANs 1L cTaplie 50 neT. Ecnn
3TN TeHAEHLMM COXPAHATCA, OKMAAETCA, UTO CMEPTHOCTb NOXKMUIbIX
MKEHLWMH B abCOMIOTHBIX YMCnax BCe paBHO OyaeT Bo3pacTtaTb Mo
NpUYMHE YBENMUYeHNA CTapEHVA HaCceneHNs.

BbiBog Oxumpaaetca, uto Aons HeMHOEKLUMOHHbIX 3aboneBaHni,
0COOeHHO 3ab0neBaHnin cepaeyYHO-COCYANCTON CUCTEMbBI 1 paKa
cpeau NpUUMH CMEPTU >KeHLWH OyeT yBenmnumnMBaTbCsa B CTPaHax
C HU3KMM 1 CpefHVM YPOBHEM [0X0Aa, MO NPUYMHE CTapeHnaA
HaCeNeHNA 1 CHXKEHNA YPOBHA AETCKO M MAaTEPUHCKOW CMEPTHOCTU.
CucTeMbl 30PaBOOXPaHeHNA AOMKHbI COOTBETCTBYIOLMM 0OPa3oM
ananTUPOBaTh CBOK AEATENbHOCTb, BO3MOXKHO, MEPEeHAB MeTobl
CTpaH ¢ 6onee BbICOKUM YPOBHEM AOXOAA, KOTOPbIE YCMELWHO
CHWXKAIOT YPOBEHb CMEPTHOCTM OT HEMHDEKLIMOHHbBIX 33060/1eBaHMI.

Resumen

Las tendencias y los patrones de mortalidad mundial en las mujeres mayores

Objetivo Describir los patrones de mortalidad en las mujeres mayores
de 50 anos ala vista del crecimiento observado, en casi todos los paises,
tanto en el nimero total de mujeres de dicho grupo de edad como en
la proporcién de la poblacion femenina de edad mas avanzada.
Métodos Se analizaron los datos nacionales de los registros de
defuncién y las estimaciones de la Organizacién Mundial de la Salud
sobre la esperanza de vida y las causas de muerte entre las mujeres
mayores de 50 afios. Asimismo, se hicieron prondsticos sobre las
tendencias de la mortalidad en funcién de la causa en edades mas
avanzadas.

Resultados Tanto en los paises desarrollados como en los pafses en
desarrollo, las principales causas de muerte entre las mujeres mayores
fueron las enfermedades cardiovasculares y el cdncer. Enlos paises con
datos del registro de defunciones, la mortalidad por cancery, en menor

medida, por enfermedades cardiovasculares parece haber disminuido
en las mujeres mayores durante las Ultimas décadas. Esta disminucion
se ha traducido en una mejora de la esperanza de vida a los 50 afos.
Si estas tendencias contindan, se espera que el nimero de muertes
en mujeres mayores aumente debido al crecimiento demografico y al
envejecimiento.

Conclusidn Se espera que las enfermedades no transmisibles,
especialmente las enfermedades cardiovasculares y el cancer,aumenten
la proporcién de los fallecimientos entre las mujeres de paises de
ingresos bajos y medianos debido al envejecimiento de la poblacion
y a la reduccién de muertes infantiles y maternas. En este sentido, es
necesario adaptar los sistemas de salud, tal vez recurriendo a las lecciones
de los pafses de ingresos altos que han tenido éxito en la reduccién de
la mortalidad por enfermedades no transmisibles.
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