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POLICY BRIEF What is this policy brief 
about?
This policy brief presents the 
findings of a comprehensive 
analysis of the opportunities 
and strategies for 
implementing the “WHO 
Integrated Care for Older 
Population Framework” at 
Primary Health Care in Egypt.

How this policy brief was developed:
This policy brief is based on the research project 
“Cognitive Impairment and Noncommunicable 
Diseases in Egypt’s Aging Population: Insights and 
Implications from the pilot of the Longitudinal Study 
of Egyptian Healthy Aging “AL-SEHA”. The research 
was conducted under the guidance of the Institute 
of Global Health and Human Ecology, The American 
University in Cairo, Egypt, and benefited from the 
incentive grant for young researchers provided by the 
World Health Organization Global NCD Platform and 
UNITAR’s Defeat-NCD Partnership in collaboration  
with the Alliance for Health Policy and Systems 
Research.

This policy brief  
includes:
•	 Description of the conditions 

for implementing integrated 
care for older population in 
Egypt

•	 Methodology and key 
findings of the analysis study 

•	 Four policy options 
with advantages, 
disadvantages, feasibility, 
equity and stakeholder 
participation for each 
option

This policy brief does 
not include:

•	 Strategies to implement the 
proposed policy options

•	 Recommendations on the 
best policy option
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Who is this policy brief 
for?
This policy brief primarily targets 
national, regional and local 
health policy-makers in Egypt, 
however other decision-makers, 
practitioners and researchers 
interested in  integrated care 
for older population may find 
the content of this policy brief 
relevant.
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PROBLEM STATEMENT

•	 According to the last census (2017), older 
adults aged 60 and above accounted for 
6.7% of Egypt’s total population, growing 
at a rate of 3.2% and outpacing the 
overall population growth rate of 2.4%.

•	 Health care in Egypt increasingly 
faces challenges due to changing 
epidemiological patterns, the increasing 
prevalence of noncommunicable 
diseases and persistently high levels of 
certain communicable diseases in older 
populations.

•	 The proposed reorganization of the 
health system aims to provide a 
comprehensive package of services for 
older people, including prevention, self-
management support, chronic disease 
management and rehabilitation.

•	 Personalized preventive interventions in 
primary care save money and add value 
to health services, especially with the 
increase in lifestyle-related diseases and 
conditions.

•	 The WHO’s Integrated Care for Older 
People (ICOPE) Framework offers an 
opportunity for Egypt to implement 
integrated care for older people based 
on the best practices.

IMPLICATIONS 

This brief offers four policy options for the 
implementation of the WHO Integrated Care 
for Older Population Framework at Primary 
Health Care in Egypt. 

•	 Option 1: Capacity building through 
public health training of various public 
health profiles in geriatric services and 
interventional public health courses to 
develop personalized care plans.

•	 Option 2: Strengthened partnerships 
with Egyptian stakeholders, focusing on 
the Egyptian Ministry of Health, Ministry 
of Solidarity Affairs, Ministry of Planning, 
Ministry of Higher Education, academia, 
NGOs and social clubs. 

•	 Option 3: Single point of access to care 
at the PHC level for the older population 
by creating a specific structure and 
pathway and services in existing facilities 
that enable older adults to access 
multiple health and social services 
through a single point of entry. 

•	 Option 4: Integrated health information 
system that integrates and categorizes 
health information on the older 
population into the national health 
information system.

According to the 2017 Egyptian census, 
older adults aged 60 and above accounted 
for 6.7% of the total population, or more 
than 6 million people. This age group grew 
at a rate of 3.2%, outpacing the overall 
population growth rate of 2.4% [1]. The 
Egyptian health system is characterized by 
multiple entities responsible for regulation, 
financing and service delivery. However, the 
system faces challenges due to changing 
epidemiological patterns, including the 
increasing prevalence of noncommunicable 
diseases and persistently high levels of certain 
communicable diseases [2].  Healthcare 
coverage and outcomes are unequal, 
particularly among older adults, with reported 

needs in several areas unmet in a significant 
majority of cases, and over 75% of areas 
surveyed lacking adequate support and 
services [3].

The proposed reorganization of the health 
service aims to provide a comprehensive 
package of services for older people, 
including prevention, self-management 
support, chronic disease management and 
rehabilitation. The role of secondary care 
geriatricians can be expanded to improve 
care for older people. Integrating geriatric 
health services into primary care can help 
prevent disease, improve health equity, and 

  1. FRAMING THE PROBLEM 

BACKGROUND
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reduce health care costs [4-6]. This includes 
enabling primary care to provide more 
protective, promotive and preventive services 
for older people, improving communication 
and coordination, sharing knowledge 
and data, and strengthening surveillance. 
Personalized preventive interventions in 
primary care save money and add value to 
health services, especially with the increase in 
lifestyle-related diseases and conditions [7,8].

In particular, the WHO has proposed the 
Integrated Care for Older People (ICOPE) 
Framework to inform the application of the 
integrated person-centred health services 
framework in the context of older people 
and to bridge the gap between what is 

considered best practice for older people 
and emerging evidence [9-11].

Integrating personal and community health 
services is critical, and implementing the 
ICOPE Framework in Egypt can enable 
comprehensive primary care that reaches 
everyone, contributing to Universal Health 
Coverage [12]. To ensure a long-term 
integrated healthcare service for the elderly, 
it is critical to develop long-term financing 
mechanisms and appropriate legislation that 
facilitates access to services and ensures 
quality social care. This policy brief covers 
policy options for implementing the WHO 
Integrated Care for Older People framework 
at primary healthcare facilities in Egypt.

METHODS AND DATA SOURCES

This policy brief was developed using the 
recommended framework provided by the 
Division for Evidence and Data to Policy, 
Science, Information and Dissemination at the 
WHO Regional Office for Eastern Mediterranean. 

The brief was developed through an extensive 
literature review and evidence analysis. 
Academic literature, policy documents, and 
grey literature on integrated healthcare 
services for older populations in primary care 
settings were included in the review. Experts 
were consulted to gain additional insights and 
perspectives on the policy issue.

The evidence analysis entailed identifying key 
themes, evidence strengths, and limitations, 
as well as developing clear and concise 
policy recommendations that align with the 
needs of the target audience. The policy 
recommendations emphasized capacity-
building, stakeholder engagement, single 
point of entry for care and integrating health 
information of older population to the national 
health system data management, to aid in 
the implementation of integrated healthcare 
services.

Photo: WHO
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  2. KEY FINDINGS 
The recommended policy options in this brief 
were derived from the extensive analysis of the 
pilot phase of the Egyptian Longitudinal Study 
for Aging (AL-SEHA), a Health and Retirement 
Study (HRS) sister study adopting the SHARE 
(Survey of Health, Ageing and Retirement in 
Europe) questionnaire. 

The pilot study included respondents aged 
50 and over, with a sample size of 299 
participants. The results reflect a diversity of 
conditions, with different percentages of 
cognitive impairment for different conditions. 
In response to this need, an Egyptian ageing 
study has been launched, modelled on the 
Health and Retirement Survey (HRS) network 
studies. Our findings are based on the AL-SEHA 
questionnaire, which is an adaptation of the 
SHARE survey, and targets non-institutionalized 
individuals aged 50 and over 17 years. 

This comprehensive longitudinal survey covered 
all persons over 50 within selected households. 
The distribution of specific questionnaire 
modules varied between respondents in the 
household. AL-SEHA aimed to recruit 20,000 
respondents aged 50+ for the first wave 
and follow them every two years with a 
translated, validated and culturally adapted 
questionnaire from SHARE. Cognitive function 
was assessed using a composite measure of 

immediate and delayed verbal recall and 
verbal fluency (naming animals within one 
minute). Scores ranged from 0 to 10 for each 
test, and a composite score averaged from 0 
to 1. Scores below 0.5 indicated impairment, 
while 0.5-1 indicated unimpaired function18. 
The preliminary findings of the pilot phase are 
presented in detail in Annex 1.

 3. IMPLICATIONS AND RECOMMENDATIONS

We propose four policy options to be 
considered by the Egyptian Government for 
the implementation of the WHO Integrated 
Care for Older Population Framework at 
Primary Health Care in Egypt: 
1.	 Capacity building through public 

health training in geriatric services and 
interventional public health courses (family 
doctors, nurses, paid and unpaid health 
and social care workers, formal carers 
and new carers such as students, trainees 
and new or expanded roles) to develop 
personalized care plans.

2.	 Strengthened partnerships with Egyptian 
stakeholders, focusing on the Egyptian 

Where can I find out more 
about HRS?
The Health and Retirement Study by the 
University of Michigan is a longitudinal 
panel study that provides an invaluable 
and growing body of multidisciplinary 
data that researchers can use to address 
important questions about the challenges 
and opportunities of aging.

Where can I find out more 
about SHARE?
 
The Survey of Health, Ageing and 
Retirement in Europe, is a research 
infrastructure for studying the effects 
of health, social, economic and 
environmental policies over the life-course 
of European citizens and beyond.

Ministry of Health, Ministry of Solidarity 
Affairs, Ministry of Planning, Ministry of Higher 
Education, academia, NGOs and social 
clubs. 

3.	 Single point of access to care at the PHC 
level for the older population by creating a 
specific structure and pathway and services 
in existing facilities that enable older 
adults to access multiple health and social 
services through a single point of entry. 

4.	 Integrated health information system 
that integrates and categorizes health 
information on the older population into 
the national health information system.

https://hrs.isr.umich.edu/about
https://share-eric.eu/
https://share-eric.eu/
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For each of the four options, we present the advantages, disadvantages, cost and feasibility of 
implementation, equity considerations, and stakeholder responsibilities.

Option 1: Capacity building

Description Capacity building, through public health training on geriatric services 
and interventional public health courses (family doctors, nurses, 
paid/unpaid health and social care workers, formal caregivers, incl. 
emerging carers - students, trainees and new roles, or roles with 
extended scope) to develop personalized care plans.

Main 
advantages

•	Design management plan for dealing with intrinsic capacity;
•	Decrease burden on secondary and tertiary facilities considering 

the low number of geriatricians;
•	Awareness of conditions of intrinsic capacity;
•	Improved disease prevention;
•	Regular training opportunities to develop competency-based skills 

and continuing professional development across the work force 
personalized care plans.

Main 
disadvantages

N/A

Cost and feasibility 
of implementation
(also includes
acceptability,
organizational
 factors, etc.)

Enablers:
•	Relationships with partners including governmental (Ministry of 

Health) and organizational (WHO, academia and NGOs) through 
involvement and commitment;

•	Initiatives such as education to develop knowledge and skills in 
(ICOPE) and intersectoral collaboration across providers;

•	Physical and remote training through on-ground training and 
access to online training tools in Arabic;

•	Customized cost of training based on the needs of the community 
and availability of resources.

Barriers:
•	Fragmented infrastructure system on health and social care;
•	A feasibility study is needed to identify the exact cost of needed 

capacity building.

Equity 
considerations
(gender, ethnicity, 
socioeconomic,
geographical)

•	Regularly review the capacity to deliver care equitably;
•	Establish an equitable human resource management process 

to support the paid and unpaid workforce, and ensure 
equitable training opportunities in different geographical and 
socioeconomic levels.

Stakeholders’ 
responsibilities

High-level collaboration and commitment required by the Ministry 
of Health, Ministry of Higher Education, WHO and other UN 
organizations, academia and NGOs to provide capacity building for 
health and social care workers.
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Option 2: Strengthened partnerships with stakeholders

Description Strengthened partnerships with local stakeholders such as the Ministry of 
Health, Ministry of Solidarity Affairs, Ministry of Planning, Ministry of Higher 
Education, academia, NGOs, and social clubs and UN agencies (WHO 
and other UN organizations).

Main 
advantages

•	Allocating resources for nationwide implementation and 
monitoring;

•	Creating a dynamic platform.

Main 
disadvantages

•	Complex coordination and leadership mechanism between 
entities; 

•	Long process;
•	Competing priorities.

Cost and 
feasibility of 
implementation
(also includes
acceptability,
organizational
 factors, etc.)

Enablers:
•	Commitments made to the forthcoming phases of ICOPE 

implementation scale-up;
•	Positive past experiences in other partnerships and with the 

community can motivate the current partnership;
•	Mutual benefits such as access to resources, shared risk, shared 

costs, shared knowledge and skills are essential and must be 
clearly identified

•	Strategic partnerships that are effective, inclusive, and innovative 
to meet the needs identified;

•	Negotiation should be present in the establishment of the rules of 
the partnership, in the decision making, and should be mutual;

•	Favourable political climate for the sustainability and performance 
of the partnership;

•	Resource allocation through insurance payments, supporting 
with recruitment of workers and participants, supporting training 
for health and care workers, and providing referral and follow-up 
care.

Barriers:
•	Bureaucracy in Egypt;
•	Lack of decision space for local-level administrative bodies;
•	Unwillingness on the part of governmental organizations to let go 

of control and their inflexibility; 
•	Little or no experience of joint working;
•	Differing agendas between partners, lack of involvement and 

collaboration, and poor inter-professional partnerships;
•	Lack of trust/confidence.

Equity 
considerations
(gender, ethnicity, 
socioeconomic,
geographical)

N/A

Stakeholders’ 
responsibilities

High-level collaboration between the Ministry of Health, Ministry of 
Social Solidarity, Ministry of Planning and NGOs to allocate and mobilize 
resources to expand the implementation of ICOPE nationwide.



Implementation of the WHO Integrated Care for Older Population Framework at Primary Health Care in Egypt: Policy Brief

7

Option 3: Single point of entry

Description Building a structured pathway within facilities for sharing information within 
a centralized system that enables older adults to access multiple health 
and social services through a single entry point by assigning a designated 
healthcare worker as a case manager.

Main 
advantages

•	 Improve accessibility and acceptability of service
•	 Different cadres of the workforce can contribute 
•	 Improve coordination among healthcare providers and healthcare 

services
•	 Provide comprehensive care
•	 Decrease burden on secondary and tertiary facilities considering the 

low number of geriatricians
•	 Preventing repeated examinations that can reduce health costs

Main 
disadvantages

•	More workload on healthcare workers 
•	Long waiting lists due to a shortage in the workforce
•	Rely on appointments

Cost and 
feasibility of 
implementation
(also includes
acceptability,
organizational
 factors, etc.)

Enablers:
•	Creation of a case manager position for implementing integrated 

healthcare service;
•	Availability of screening tool in Arabic;
•	Capacity building at system (macro), service (meso) and clinical 

(micro) levels;
•	Streamlined systems for the referral of older people;
•	Financial incentives or reimbursement for the workforce;
•	Administrative support;
•	Changing work tasks from a process-oriented approach (i.e. ordering a 

blood test) to a patient-oriented process;
•	Standardized communication pathways between healthcare workers 

that are accessible to all members of the primary care team;
•	Developing infrastructure within the facility that encourages health-

care professionals to work in common spaces;
•	Training on how to use efficient technologies for patient assessment 

and care coordination;
•	Balancing workloads and staying current with administrative duties;
•	Physician Buy-In and understanding of the Case Manager Role.

Barriers:
•	Limited space for conducting the evaluation along with routine 

activities;
•	Lack of available staff;
•	Lack of integration in digital information platforms (medical records, 

health records, social care needs)
•	Poor collaboration between health-care providers;
•	Time pressure and workload on case managers through lengthy time 

spent with patients and administrative work;
•	Ethical, legal and professional boundaries of information sharing with 

patients’ family members as they usually accompany the older adult.

Equity 
considerations
(gender, 
ethnicity, 
socioeconomic,
geographical)

•	Consider the distribution of the older population among different 
geographical areas of Egypt (rural and non-accessible areas)
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Option 4: Integrated health data information

Description Integrated health data information by age group, stratification for 60+ 
population health profile including morbidity and mortality and medical 
history.

Main 
advantages

•	Innovations such as big data analytics and artificial intelligence will 
enhance evidence-based decisions for patient care and health 
system governance;

•	Provide great potential for decision-making;
•	Managing health system performance on national level; 
•	Assess health outcomes;
•	Can be used to plan care over time;
•	Monitor responses to treatment;
•	Facilitate collaboration between different health-care workers.

Main 
disadvantages

•	Requires a significant amount of time and effort to implement due to 
the lack of infrastructure and bureaucracy in the country.

Cost and 
feasibility of 
implementation
(also includes
acceptability,
organizational
 factors, etc.)

Enablers:
•	Use of mobile ICOPE handbook app and data dashboard as enabling 

tools;
•	Develop administrative orders to legally authorize and finance 

integration in the national health information system;
•	Create the conditions for agreed national standards for health data 

terminology and exchange for direct care and secondary uses;
•	A centralized healthcare system is more feasible to implement an 

integrated healthcare information system;
•	To facilitate implementation at the beginning, Relatively low-tech 

options such as telephone and fax can be used to ensure that 
information is shared appropriately among providers to collect data on 
intrinsic capacity;

•	The commitment of stakeholders to specifically integrate older 
population information in the national health information system 
through governmental infrastructure, stronger policies, and 
standardized data at a national level;

•	Performance incentives for healthcare providers to encourage using 
the system;

•	Workforce training on using shared information systems;
•	Availability of technical assistance.

Barriers:
•	Poor communication between stakeholders;
•	Inability to allocate funds in an integrated manner;
•	Difficulties in using the system;
•	Privacy leaks;
•	High costs for first-time preparation; 
•	Lack of standardization of data between vendors;
•	Capabilities of the staff that need further training;
•	Legal barriers and regulation.

Option 3: Single point of entry

Stakeholders’ 
responsibilities

•	The Ministry of Health is responsible for creating the legal and regulatory 
framework that enables the single point entry system to operate;

•	Healthcare providers are responsible for collaborating with each other.
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Option 4: Integrated health data information

Equity 
considerations
(gender, 
ethnicity, 
socioeconomic,
geographical)

•	 Ensure equitable data collection such as gender-disaggregated data.

Stakeholders’ 
responsibilities

•	The Ministry of Information Technology and Ministry of Health are 
responsible for developing and maintaining the technical infrastructure, 
and sharing data;

•	Responsible agencies should provide training for the health-care 
workforce on using health information systems.

FURTHER CONSIDERATIONS 

It is important to assess the efficacy of ICOPE implementation, which can be done through:

•	 Short-term outcome indicators can be done by assessing covering of service in 12 months 
through the percentage of older persons having received health services in the last 12 months 
and the percentage of formal caregivers in need of support receiving training in the last 12 
months;

•	 Implementing a combination of two or more of the suggested policy options can yield better 
outcomes.  

However, some implementation barriers within the Egyptian healthcare system may influence this 
process, and therefore should be taken into consideration:

•	 Fragmented infrastructure and healthcare system: There is a lack of coordination and 
integration among healthcare providers, social services, and other stakeholders, which can 
hinder implementation

•	 Limited resources: A lack of resources, such as funding, staff, and equipment for ICOPE 
implementation.



10

Implementation of the WHO Integrated Care for Older Population Framework at Primary Health Care in Egypt: Policy Brief

References
1.	 Central Agency for Public Mobilization and Statistics (CAPMAS). The 2017 population, housing, and establishments 

census. CAPMAS, Cairo, Egypt. Available at                         2017 (capmas.gov.eg).
2.	 Abyad A. Ageing in the Middle-East and North Africa: Demographic and health trends. Int J Aging Dev Ctries. 

2021;112-122.
3.	 Abd El-Fatah S. Unmet healthcare needs for older people attending the outpatients’ clinics of a University Hospital 

in Cairo, Egypt: A qualitative study. J Egypt Public Health Assoc. 2017;92(4):220-227. Available at: https://doi.
org/10.21608/epx.2018.22043.

4.	 World Health Organization. World report on ageing and health. Geneva: World Health Organization; 2015. 
Available at: https://apps.who.int/iris/bitstream/handle/10665/186463/9789240694811_eng.pdf.

5.	 World Health Organization. Global strategy and action plan on ageing and health. Geneva: World Health 
Organization; 2017. Available at: https://www.who.int/publications/i/item/9789241513500.

6.	 United Nations. Resolution 75/131. United Nations decade of healthy ageing (2021–2030). Seventy-fifth Session of 
the General Assembly (44th plenary meeting), New York, 14 December 2020 (A/RES/75/131). Available at: https://
undocs.org/en/A/RES/75/131.

7.	 World Health Organization. Decade of healthy ageing: baseline report. Geneva: World Health Organization; 2021. 
Available at: https://www.who.int/publications/i/item/9789240017900.

8.	 Briggs AM, Valentijn PP, Thiyagarajan JA, Araujo de Carvalho I. Elements of integrated care approaches for older 
people: a review of reviews. BMJ Open. 2018;8(4):e021194. doi: 10.1136/bmjopen-2017-021194.

9.	 Briggs AM, Araujo de Carvalho I. Actions required to implement integrated care for older people in the 
community using the World Health Organization’s ICOPE approach: a global Delphi consensus study. PLoS One. 
2018;13(10):e0205533. doi: 10.1371/journal.pone.0205533.

10.	 World Health Organization. Integrated care for older people. Guidelines on community-level interventions to 
manage declines in intrinsic capacity. Available at: https://www.who.int/ageing/publications/guidelines-icope.

11.	 World Health Organization. Integrated care for older people (ICOPE) implementation pilot programme: findings 
from the ‘ready’ phase. Geneva: World Health Organization; 2022. Licence: CC BY-NC-SA 3.0 IGO.

12.	 World Health Organization. Integrated care for older people (ICOPE) implementation framework: guidance for 
systems and services. Geneva: World Health Organization; 2019. Licence: CC BY-NC-SA 3.0 IGO.

13.	 World Health Organization. Achieving UHC for Older People. Available at: https://www.who.int/activities/achieving-
uhc-for-older-people.

14.	 Ghasemyani S, et al. Components of Elderly Long-Term Care System in Iran and Selected Countries: A Comparative 
Study. Health Scope. 2021;10

15.	 Ziaeefar H, et al. Evaluation of Elderly’s Integrated Healthcare components in primary healthcare centers of Tehran, 
Iran. J Educ Health Promot. 2021;10:222. doi: 10.4103/jehp.jehp_1116_20.

16.	 Wu H, LaRue EM. Linking the health data system in the U.S.: Challenges to the benefits. Int J Nurs Sci. 2017;4(4):410-
417. doi: 10.1016/j.ijnss.2017.09.006.

17.	 Teper MH, Vedel I, Yang XQ, Margo-Dermer E, Hudon C. The Annals of Family Medicine. 2020;18(4):355-363. doi: 
10.1370/afm.2555.

18.	 Alves OMA, Moreira JP, Santos PC. Developing community partnerships for primary healthcare: An integrative 
review on management challenges. Int J Healthc Manage. 2021;14(4):965-983. doi: 10.1080/20479700.2020.1723882.

19.	 Joo JY, Huber DL. Barriers in Case Managers’ Roles: A Qualitative Systematic Review. West J Nurs Res. 
2018;40(10):1522-1542. doi: 10.1177/0193945917728689.

20.	 Bogaert P, Van Oyen H; for BRIDGE Health. An integrated and sustainable EU health information system: national 
public health institutes’ needs and possible benefits. Arch Public Health. 2017;75:3. doi: 10.1186/s13690-016-0171-7.

21.	 Vargas I, et al. Regional-based Integrated Healthcare Network policy in Brazil: from formulation to practice. Health 
Policy Plan. 2015;30(6):705-717. doi: 10.1093/heapol/czu048.

22.	 Raus K, Mortier E, Eeckloo K. Challenges in turning a great idea into great health policy: the case of integrated 
care. BMC Health Serv Res. 2020;20:130. doi: 10.1186/s12913-020-4950-z.

23.	 McCalman J, et al. The Barriers and Enablers of Primary Healthcare Service Transition From Government to 
Community Control in Yarrabah: A Grounded Theory Study. Front Public Health. 2021;9:616742. doi: 10.3389/
fpubh.2021.616742

24.	 Rojano i Luque X, et al. Identification of decreased intrinsic capacity: Performance of diagnostic measures of 
the ICOPE Screening tool in community dwelling older people in the VIMCI study. BMC Geriatr. 2023;23:106. doi: 
10.1186/s12877-023-03799-0.

25.	 Hu L, Wang NY, Glavin Y-FW, Liu X. Implementation and impact of integrated care based on ICOPE pathways - a 
pilot initiative in Chaoyang District of Beijing. Int J Integr Care. 2022;22(S3):324. doi: 10.5334/ijic.ICIC22164.

26.	 Wodchis WP, et al. Integrating care for older people with complex needs: key insights and lessons from a seven-
country cross-case analysis. Int J Integr Care. 2015;15(6):null. doi: https://doi.org/10.5334/ijic.2249



Implementation of the WHO Integrated Care for Older Population Framework at Primary Health Care in Egypt: Policy Brief

11

  Annex 1. 

Table 1. Preliminary results of the pilot phase of the Egyptian Longitudinal 
Study for Aging (AL-SEHA)

Disease Name Diseases No 
disease Percentage Disease Percentage%

Cardiovascular 
Disease: 
(Heart disease, 
hypertension, 
cholesterol and 
angina)

Age group
50-60 492 81.46 112 18.54
60-70 244 69.32 108 30.68
70 and above 150 62.50 90 37.50

Gender
Male 371 72.46 141 27.54
Female 515 75.29 169 24.71

Education
No education 150 78.13 42 21.88
Basic/intermediate 335 72.83 125 27.17
University/post grad 401 73.71 143 26.29

Cognition
Unimpaired 563 77.76 161 22.24
Impaired 323 68.43 149 31.57

Neuro/psychiatric 
Disease: 
(Parkinson’s 
disease, Insomnia, 
Fall, Fear of 
Falling, Dizziness, 
Brain Clots)

Age group
50-60 834 92.15 71 7.85
60-70 463 87.69 65 12.31
70 and above 297 82.50 63 17.50

Gender
Male 695 90.49 73 9.51
Female 899 87.71 126 12.29

Education
No education 254 88.50 33 11.50
Basic/intermediate 621 90.00 69 10.00
University/post grad 719 88.11 97 11.89

Cognition
Unimpaired 1002 92.35 83 7.65
Impaired 593 83.88 114 16.12

Metabolic 
Disease: 
(Diabetes)

Age group
50-60 127 84.11 24 15.89
60-70 55 62.50 33 37.50
70 and above 28 46.67 32 53.33

Gender
Male 91 71.09 37 28.91
Female 119 69.59 52 30.41

Education
No education 34 70.83 14 29.17
Basic/intermediate 77 66.96 38 33.04
University/post grad 99 72.79 37 27.21

Cognition
Unimpaired 137 75.69 44 24.31
Impaired 73 61.86 45 38.14
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For further information, please contact:
Global NCD Platform
World Health Organization

Avenue Appia 20
1211 Geneva 27, Switzerland
gnp@who.int

Disease Name Diseases No 
disease Percentage Disease Percentage%

Abdominal and 
Gastrointestinal 
Disease: 
(Stomach 
Ulcer, Urine 
Incontinence, 
Bowel Problems)

Age group
50-60 407 89.85 46 10.15
60-70 215 81.44 49 18.56
70 and above 148 82.22 32 17.78

Gender
Male 339 88.28 45 11.72
Female 431 84.02 82 15.98

Education
No education 127 88.19 17 11.81
Basic/intermediate 308 89.28 37 10.72
University/post grad 335 82.11 73 17.89

Cognition
Unimpaired 463 85.27 80 14.73
Impaired 307 86.72 47 13.28

Chest Disease: 
(Asthma, Lung 
Disease, Hard 
Breathing, 
Cough)

Age group
50-60 565 93.54 39 6.46
60-70 314 89.20 38 10.80
70 and above 222 92.50 18 7.50

Gender
Male 467 91.21 45 8.79
Female 634 92.69 50 7.31

Education
No education 185 96.35 7 3.65
Basic/intermediate 428 93.04 32 6.96
University/post grad 488 89.71 56 10.29

Cognition
Unimpaired 689 95.17 35 4.83
Impaired 412 87.29 60 12.71

Cancer

Age group
50-60 149 98.68 2 1.32
60-70 85 96.59 3 3.41
70 and above 58 96.67 2 3.33

Gender
Male 124 96.88 4 3.13
Female 168 98.25 3 1.75

Education
No education 47 97.92 1 2.08
Basic/intermediate 113 98.26 2 1.74
University/post grad 132 97.06 4 2.94

Cognition
Unimpaired 176 97.24 5 2.76
Impaired 116 98.31 2 1.69

Musculoskeletal 
Disease: 
(Osteoporosis, 
Arthritis, Hip 
Fracture, Back/
Joint Pain)

Age group
50-60 480 79.47 124 20.53
60-70 260 76.25 81 23.75
70 and above 161 67.08 79 32.92

Gender
Male 427 83.40 85 16.60
Female 474 69.40 209 30.60

Education
No education 131 68.23 61 31.77
Basic/intermediate 365 79.52 94 20.48
University/post grad 405 74.45 139 25.55

Cognition
Unimpaired 554 76.52 170 23.48
Impaired 347 73.67 124 26.33


