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Abstract

The study of inequality in life expectancy by socio-economic groups has 
been receiving more and more attention with the rise in inequality. The 
present study investigates the prevailing situation in Bangladesh by using the 
age-specific mortality data available from various sources like the Sample 
Vital Registration  System(SVRS) of the BBS and the Bangladesh Maternal 
Mortality Survey. The BBS, however, has been presenting a life table by sex, 
and there is a disparity in life expectancy in favour of females presently by 
three years. Rural life expectancy was lower in Bangladesh from 1981-to 2014, 
after which it exhibited that the difference in rural and urban life expectancy 
is being narrowed down. In India, the life expectancy at birth is slightly more 
than one year higher in urban areas than in rural areas. Life expectancy 
at birth was computed for seven regions (administrative divisions) using 
the age-specific mortality rates given in SVRS reports. For the year 2016, 
the highest value of life expectancy at birth (73.9  years) was found for the 
Rajshahi division, followed by Khulna division(73.5 years),  Rangpur(73.0 
years),  Barisal(72.8 years), Sylhet(72.6 years)  and the lowest for Chattogram 
division(72.1 years). We also compared the life expectancy and Household 
average income of the administrative divisions as obtained in the HIES 2016. 
No systematic relationship between household income and life expectancy was 
observed. Analysing the mortality of BMMCHS between 2010 and 2016, the 
life expectancy increased with the increase in wealth quintile for both males 
and females. The difference in life expectancy between the richest and poorest 
quintile of the male was 3.37 years, and for females, it was 1.34 years. But 
the much higher difference in life expectancy at birth between the richest and 
poorest quintile has been observed in other countries like India, the United 
Kingdom, the United States and Norway.
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1. Introduction
The World Health Organization (WHO) defines life expectancy as “the average 
number of years a person is expected to live based on the current mortality rates and 
prevalence distribution of health states in a population”. Life expectancy at birth, a 
summary measure of health, is the most popular and widely used indicator cutting 
across the disciplines; among academia, planners, policymakers and International 
organisation. It represents the dimensional index of health in the human 
development index. However, this indicator is usually provided at the national 
and sub-national level without segregating population social and economic groups, 
mainly due to data limitations. Estimating life expectancy at birth among social 
and economic groups helps assess the impact of various programs and policies 
designed to improve the well-being of the population subgroups. The present 
study attempts to provide the estimated life expectancy at birth by sex, rural-urban 
background and various socio-economic groups classified by household income. 
It is a measure that summarises a country’s mortality, allowing us to compare it 
by generation and analyse trends. Its interpretation and meaning are even more 
decadent and can provide crucial information on the level of development of a 
country’s welfare state. This indicator is so vital to describing population conditions 
that, together with the education index and the Gross Domestic Product (GDP) 
index, it forms the Human Development Index(HDI)  used by the United Nations 
Development Programme (UNDP). There is no better indicator of a country’s 
social development than having a long and healthy life. Life expectancy expansion 
is a result of, among other things, improvements in nutrition, health and, above all, 
a decrease in mortality, but also of different reasons that lead to those mentioned 
previously. Therefore, this indicator’s importance is evident, as it provides us with 
many characteristics of a society and its situation. To sum up, it could lead us 
to trivialise its significance or assume that a decrease in the life expectancy of a 
generation (average) only affects the ones who live the longest. To understand the 
importance of life expectancy in Bangladesh, it is helpful to analyse some data 
both in the context of other countries and about the past years and focus primarily 
on where we are going rather than where we come from (Mohanty and Ram, 2010; 
Asaria et al. 2019).

According to some recent studies, the United States  National Academy of 
Sciences, regarding the implications of life expectancy mentions, “According 
to many studies, life expectancy has been rising fastest for people with higher 
education or income, so the gap in longevity by socio-economic status has been 
increasing. This trend is important, but it also means that higher-income people 
will increasingly collect government benefits such as Social Security over more 
years than lower-income people. It also means that some proposed policy changes 
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to make programs fiscally sustainable, such as raising the normal retirement age for 
Social Security or raising the eligibility age for Medicare, might disproportionately 
affect those with lower incomes” (NAS, US 2015).

2.  Gender (Female-Male) Inequality: Bangladesh SVRS   1981-2020

2.1  Sample Vital Registration System(SVRS)

The difference in life expectancy at birth according to gender is shown in chart  
1. For 1981-2020, as available from the Sample Vital Registration  System(SVRS) 
of the Bangladesh Bureau of Statistics. For the years up to 2000, the male life 
expectancy was higher than the female life expectancy at birth, after which female 
life expectancy was higher than male life expectancy. For the year 2020,  the 
expectation of life for males was 71.2 years, and for females, it was 74.5 years, 
and for the total population, it was 72.8 years. The female life expectancy was 
higher by 3.3 years.

Chart 1: Gender Inequality in Life  Expectancy: SVRS

Source and note: Author’s analysis. Data source BBS SVRS

2.2  Bangladesh Maternal Mortality and Health Care Survey (BMMHCS)
The trend in life expectancy at birth according to gender inequality is presented in 
Chart 2. In 2010 male life expectancy was 68.46 years while female life expectancy 
was 70.13  years, giving a gender inequality of 1.67 years.   In 2016 the male life 
expectancy was 67.10 years while female life expectancy was 69.14 years, thus 
providing a gender inequality of 2.04 years.
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Chart 2: Gender Inequality in Life  Expectancy: BMMHCS

Source and note: Author’s analysis. Data source  BMMHCS

On the sex differences in life expectancy, I am furnishing an article  in Box 1  
published in the daily star, Dhaka, which is self-explanatory:

Box 1: WHAT CAUSES THE INEQUALITY IN LIFE-
EXPECTANCY BETWEEN MEN AND WOMEN?
Women are sometimes considered the weaker sex because, on average, men 
are taller, more muscular, and seemingly more assertive than women. Medical 
science, however, tells a different story: women are biologically stronger than 
men. In all countries worldwide, women consistently live longer than men on 
average. This is also true for many other species of mammals. The natural sex 
ratio at birth is male-biased, with 105 boys born on average against 100 girls 
globally. As the offspring grow up, males die in more significant numbers than 
females at any given age, leading to a more balanced sex ratio in adult age. The 
population sex ratio reverses in old age, with women outnumbering men in 
most countries.

Consequently, around 90 per cent of all supercentenarians (110-plus years 
old) living on the planet today are women. The ongoing coronavirus pandemic 
further reminds us of the gender gap in mortality. In countries with available 
data, Covid-19 is killing more men than women (The New York Times, February 
20, 2020).
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 In Bangladesh, the number of deaths from Covid-19 is nearly four times 
higher among men than women. The higher prevalence of fatal diseases in men 
and the more robust immune system in women presumably drive the gender 
differences in Covid-19 mortality globally.

Women usually report more psychological problems while men suffer 
more from severe and life-threatening illnesses like heart diseases, stroke and 
cancer. These diseases are the major killers of our time and the main culprits 
for premature deaths and the gender gap in mortality worldwide. Women face 
gender discrimination in every sphere, limiting their potential to maximise 
health and well-being. Yet, women paradoxically seem to be the healthier sex. 
The mechanisms that underlie the gender-health paradox are complex and not 
fully understood. Several biological and social mechanisms are suggested as 
explanations. From a biological point of view, men are naturally programmed 
to die earlier than women at conception.

Available evidence indicates that the male foetus is biologically weaker and 
more vulnerable to pregnancy complications than the female foetus. Moreover, 
neonatal and infant mortality rates are higher in boys than girls. These sex 
differences at birth provide the foundation for the biological explanation of male 
disadvantage in life expectancy. Sex hormones play a crucial role in the female 
advantage in longevity. The female sex hormone oestrogen protects against 
cardiovascular diseases and is partly responsible for the lower incidence of such 
diseases in women until menopause. By contrast, higher in men, the androgen 
hormone is associated with a higher risk of cardiovascular diseases. The more 
robust female immune system is another factor that could contribute to the 
longevity gap. Female bodies are known to produce more significant amounts 
of antibodies compared to males. This increases females’ capacity to fight off 
respiratory, bacterial, and viral infections, including the deadly Covid-19.

Moreover, female bodies carry higher amounts of beneficial cholesterol 
(HDL), protecting against heart diseases. Men are disadvantaged even in fat 
distribution because they accumulate excess fat around the stomach, while 
women tend to carry excess fat in the hips and thighs. Excess fat is harmful, but 
abdominal fat is more dangerous for cardiovascular health. Genetic disorders 
are sometimes held responsible for different morality in men. A similar gene 
can naturally compensate for a damaged gene on the X chromosome in the 
second X chromosome in women but not men due to the lack of double X 
chromosomes. The higher infections, congenital disorders, and deaths in male 
babies possibly express their lack of double X chromosomes.

Furthermore, the mitochondrial DNA, known as the powerhouse of cells 
and is believed to be exclusively inherited from the mother, leads to male-
specific harmful mutations in the mitochondria. Mitochondrial dysfunction is 
associated with ageing and chronic diseases. 
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If biology were the sole cause behind the gender gap in life expectancy, 
one could expect the gap to be relatively constant over time and across societies. 
However, the gender gap in life expectancy considerably varies by time and 
context, suggesting that social forces are in operation to drive the trends. For 
instance, a Bangladeshi boy born today is expected to live 3.8 years shorter 
than a girl, while Russia’s corresponding male-female gap is 10.5 years. Thanks 
to medical advances and improved standard of living, global life expectancy 
linearly went up by three months per year (i.e., 6 hours a day) from 1841 to 
2000. However, it increased at a much slower rate in men than women, resulting 
in a wider gender gap. Men are more exposed to work-related stress and 
unhealthy behaviours, e.g., smoking and alcohol abuse, responsible for their 
lower longevity.

Furthermore, men are typically disadvantaged by occupational hazards 
and so-called masculine behaviours that are highly risky. As a result, they die 
disproportionately in work-related accidents, car crashes, war, and sporting 
activities. The male sex hormone testosterone is responsible for predisposing 
men to risky behaviours. Perhaps, research finds a link between marriage and 
increased life expectancy in men but not women. Marriage protects men from 
risky social habits, whereas women are less prone to risky behaviour regardless 
of marital status. The gender gap in global life expectancy has narrowed in 
recent years compared to the past. This is unsurprising given that women are 
increasingly entering the workforce and adopting health-damaging lifestyles 
like smoking and drinking. There is an interesting case in Sweden, where 
females smoke more than males and the relatively low male-female longevity 
gap. Improved medical management of fatal diseases might also have reduced 
the gap. Women are the healthier sex and real champions in the ultimate game 
of life. Nature has given women a biological advantage over men, perhaps to 
compensate for the structural disadvantages they experience. Biology is only 
a part of the story since it cannot answer why the female advantage in life 
expectancy would fluctuate over time. The biological gap in life expectancy 
between women and men is a natural destiny which no society can avoid. 
However, the social gap in life expectancy is unjust and unfair. We can rarely 
alter our biological makeup, but we can promote healthy lifestyles and design 
a society where both men and women will have a fair chance to maximise their 
health potential.

Source: M. Zakir Hossain. The Daily Star, Dhaka August 23, 2020

2.3 Rural-Urban Inequality
The trend in life expectancy by Rural-Urban background: SVRS  1981-2018.

The data on life expectancy for the total population according to the rural-urban 
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region is presented in Chart 3. It may be mentioned here the life expectancy values 
for the years  1981-2012 have been taken from SVRS Reports. But SVRS Report 
no longer presents life expectancy values by Rural-urban breakdown since 2013. 
As such, life expectancy values for 2013-2020 have been computed by the present 
scribe using the age-specific mortality rates available in the SVRS reports for 
the respective years. Life expectancy was consistently lower for rural areas from 
1981-to 2012. In 1981 the life expectancy for the urban population(60.3 years) 
was six years higher than their rural counterpart(54.3 years). Over three decades, 
the difference in life expectancy was greatly minimised to  2.3 years- the urban 
population now has a life expectancy at birth of 71.7 years, and the rural population 
has a life expectancy at birth equal to 69.2 years. Since  2013  we have seen a lot of 
fluctuations in the development of rural and urban life expectancy at birth.

Chart 3: Inequality in Life  Expectancy by Rural-Urban Areas

Source and note: Author’s analysis. Data source  BBS SVRS 

The trend in life expectancy according to gender and rural-urban background 
obtained from the analysis of Bangladesh Maternal Mortality and Health Care 
Surveys is given in Chart  4. The life expectancy was found to be lower in 2016 
compared to 2010. The decline in life expectancy in rural areas was 1.14 years. In 
an urban area, the fall was 0.71 years, and for the total population, the loss in life 
expectancy at birth stood at 1.12 years. Similar synchronous loss of life expectancy 
is also visible in chart 5 according to gender and regional background. 
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Chart 4: Life Expectancy Inequality  by Rural-Urban Area

Source and note: Author’s analysis. Data source BMMHCS

Chart 5: Trend in Life  Expectancy  by gender and Rural-Urban  Area

Source and note: Author’s analysis. Data source BMMHCS

3. Urban-Rural Inequality in Life Expectancy in Various Countries 

3.1 The United States
Singh and Siahpush (2014), in a study on rural-urban inequality in life expectancy 
at birth in the United States between 1969 and 2009, found that when stratified by 
gender, race, and income, life expectancy ranged from 67.7 years among poor black 
men in nonmetropolitan areas to 89.6 among poor Asian/Pacific Islander women in 
metropolitan areas. Rural-urban disparities widened over time. From 1969-to 1971, 
life expectancy was 0.4 years longer in metropolitan than in nonmetropolitan areas 
(70.9 vs 70.5 years). By 2005-2009, the life expectancy difference had increased to 
2.0 years (78.8 vs 76.8 years). The rural poor and rural blacks currently experience 
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survival probabilities that urban rich and urban whites enjoyed four decades earlier. 
Causes of death contributing most to the increasing rural-urban disparity and lower 
life expectancy in rural areas include heart disease, unintentional injuries, COPD, 
lung cancer, stroke, suicide, and diabetes. Between 1969 and 2009, residents in 
metropolitan regions experienced more significant gains in life expectancy than 
those in nonmetropolitan areas, contributing to the widening gap.

3.2 The United Kingdom
(Kyte and Wells, 2010). examined inequalities in health outcomes in rural areas. It 
investigated variations in life expectancy at birth between rural and urban areas of 
England, taking the effect of deprivation into account. The study aimed to produce 
results which provide specific evidence of the needs of rural communities, as they 
have often been overlooked in previous research. For the 2001-07 period, life 
expectancy at birth in England was 76.9 years for males and 81.3 years for females. 
However, when deprivation was examined, results between the most deprived 
and least deprived quintiles varied by 7.8 years for men and 5.4 years for women. 
Overall, life expectancy was higher in rural areas than in urban areas. Deprivation 
greatly impacted the results, and vast inequalities were evident, particularly in men 
and the urban regions. In both places, males living in the less deprived quintiles 
had similar life expectancies to females living in the more deprived quintiles. Life 
expectancy was higher in the village and dispersed settlements than in town and 
fringe areas within rural areas. There were significant differences between the 
village’s fourth and fifth (most deprived) quintiles and dispersed settlements, which 
shows that there may be acute pockets of deprivation within this area type that need 
to be addressed. In terms of sparsity, there was little difference in life expectancy 
between densely and less densely populated localities within rural and urban areas. 
However, variations were observed when deprivation was considered, and more 
significant differences were evident in less sparse areas than in sparse areas.

4. Inequality in Life Expectancy Between Males and Females
Women have always lived longer than men, but the gender gap in 1841 (2 years) 
was relatively small because of the high prevalence in the 19th century of diseases 
that killed men and women indiscriminately. In the late 19th and early 20th 
centuries, the gender gap in life expectancy started to widen, peaking at 6.3 years 
by 1971. Reasons for the widening gender gap included poor working conditions 
and smoking among men in contrast to improved life chances for women, for 
example, lower risk of dying in labour and tuberculosis, which affected women 
more than men. The gender gap narrowed from the 1970s to 3.7 years in 2019, 
with mortality falling faster in males than females because of decreases in smoking 
and mortality from cardiovascular diseases among men. However, the gender gap 
widened in 2020 to 4 years because mortality rates from Covid-19 were higher in 
males than females.
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4.1 Regional Disparity

Chart 6: Household Income and Life expectancy: Bangladesh SVRS 2016

Source and note: Author’s analysis. Data source  BBS SVRS and HIES

�e  Pearson correlation coe�cient between Income and life expectancy 
was -0.170, statistically highly insigni�cant (P=.716).

Chart 7:  Life Expectancy by Household  Wealth Quintile :Bangladesh: BMMHCS  2010

Source and note: Author’s analysis. Data source BMMMHCS 2010

Chart 8: Life Expectancy by Household Wealth Quintile :Bangladesh: BMMHCS 2016

Source and note: Author’s analysis. Data source BMMMHCS 2016
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4.2 Health Care Expenditures and Life Expectancy

Chart 9:  Life Expectancy band Per Capita THE (Hundred Tk)

Source and note: Author’s analysis. Data source SVRS and BNHA.

We observe that the highest value of life expectancy at birth of 73.9  was 
found for the Rajshahi division, followed by 73.5 years for Khulna and 73.0 
years for Rangpur. The lowest life expectancy at birth, 72.0 years, is observed for 
Chattogram division. The correlation coefficient between Percent THE and life 
expectancy was low, negative (-.384), and statistically insignificant(P= .395). The 
correlation coefficient between per capita PHE  and life expectancy was positive, 
low (.040), and statistically insignificant(P=0.932). They are based on only seven 
observations. That’s all we have for the time being. 

5. Life Expectancy in India
Regarding Rural-urban inequality in life expectancy in India, we observe that 
Urban life expectancy of  71.5 years is 4.8 years higher than the rural area life 
expectancy of 66.7 years. We have also presented the data for four states- West 
Bengal, Assam, Bihar and Odisha. The difference in urban to rural life expectancy 
is 1.2 years for West Bengal,  4.6 years for Odisha, 5.5 years for Bihar and 7.3 
years for Assam.
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Table  1:   Life Expectancy in India 2010-14

Rural Urban Total
Male Female Total Male Female Total Male Female Total

   India
65.1 68.4 66.7 70.0   73.2 71.5 66.4 69.6 67.9

West Bengal
68.0 70.8 69.4 71.0 73.5 72.2 68.9 71.6 70.2

Assam
61.9 64.5 63.0 69.1 71.8 70.3 62.7 65.5 63.9

                                                                    Bihar
64.1 66.5 65.2 70.2 71.3 70.7 67.8 68.4 68.1

                                                                   Odisha
64.1 66.5 65.2 68.7 71.0 69.8 64.7 67.1 65.8

Source and note: https://www.disabled-world.com/calculators-charts/in-lifespan.php
Data Sources: Human Development Index Report, United Nations Development Program (UNDP) 
India and Sample Registration Survey (SRS) based life table 2010-14

Chart 10: Life expectancy by Gender and Residence, India

Source and note: https://www.disabled-world.com/calculators-charts/in-lifespan.php
Data Sources: Human Development Index Report, United Nations Development Program (UNDP) 
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Chart 11: Trends in life expectancy at birth by Wealth Quintile in India:1992-2006

Source and note: Chart adapted from Mohanty and Ram, 2010

In a study on socio-economic inequality in India, Asaria et al. (2019) found 
that life expectancy is higher for women than men and higher in urban areas than 
rural areas. Women had a higher life expectancy at birth and narrower wealth-
related disparities in life expectancy than men. Life expectancy at birth was higher 
across the wealth distribution in urban households than in rural households, with 
inequalities in life expectancy widest for men living in urban areas and narrowest 
for women living in urban areas. At birth, the life expectancy was 65.1 years for the 
poorest fifth of households in India compared with 72.7  years for the wealthiest 
fifth of households. This constituted an absolute gap of 7.6 years and a relative gap 
of 11.7 %. 

Chart 12: Life Expectancy by Household Wealth Quintile: India 2011-15

Source:  BMJ Global Health 4 (3). 2019. 



Bangladesh Journal of Political Economy  Vol. 37, No. 2212

Table 2: Life expectancy at birth for India by sex, Geography and Wealth Quintile 

 
Source: Adapted from BMJ Global Health 4 (3). 2019. 

Chart  13: Life Expectancy by Deprivation Deciles: England 2015-17 

Source and note: Author’s analysis. Data Source: https://www.ons.gov.uk. Decile 1: Most 
deprived area, Decile 10: Least deprived area

People in more affluent areas live significantly longer than those in deprived 
areas. In 2015–17, males in the least deprived 10 per cent of areas in England could 
expect to live to 83.3 years, almost a decade longer than males in the 10 per cent 
most deprived areas (74.0 years). Females in the least deprived 10 per cent of areas 
in England could expect to live to 86.2 years, compared with 78.7 years for females 
in the most deprived areas, a difference of almost eight years. Much of this inequality 
is caused by higher mortality from heart and respiratory disease and lung cancer in 
more deprived areas. The male-female difference in life expectancy is greater in 
more deprived areas. For example, females in the most deprived areas live 4.6 years 
longer than males, compared with 2.9 years in the least disadvantaged areas.
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Socio-economic inequalities in life expectancy are widening due to more 
significant gains in life expectancy in the least deprived populations. Males and 
females living in the least disadvantaged areas of England saw a substantial 
increase in life expectancy between 2014–16 and 2017–19; in the most deprived 
areas, no significant changes were observed (Raleigh, 2021). 

5. Covid-19 and inequalities in mortality in England
Mortality from Covid-19 has had an unequal impact on different population sub-
groups and exacerbated inequalities. Between 2019 and 2020, life expectancy in 
males fell by almost two years in the poorest decile of areas (from 74.3 to 72.4 
years) compared with 1 year in the richest decile (from 83.6 to 82.6); for females in 
the poorest areas it fell by 1.6 years (from 78.9 to 77.3) compared with 1 year in the 
richest (86.8 to 85.8). As a result, the gap in life expectancy between the richest 
and the poorest areas widened in 2020 to 10.2 years for males and 8.5 years for 
females, compared with 9.3 and 7.9 years, respectively, in 2019.  Although 2020 
life expectancy data isn’t yet available for all population sub-groups, mortality 
data for other groups also shows inequalities, which will impact life expectancy. 
For example, learning disabilities: mortality from Covid-19 is about 1.5 times 
higher among people with a learning disability or self-reported disability than 
those without a disability.

Ethnicity: although most ethnic minority groups had lower overall mortality 
than the white population before the pandemic, that differential was reversed in 
2020 in some groups because of their higher risk of infection and mortality from 
Covid-19  (Raleigh, 2021).

Chart 14: Life Expectancy by household Income Quintile: United States. 2014

Source and note: Author’s analysis. Data source.   www. healthinequality.org , www. 
health-  ineqonlinetable2
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6. COVID 19 and Life Expectancy in the United States
COVID-19 has resulted in a staggering death toll in the United States: over 
215,000 by mid-October 2020, according to the Centers for Disease Control and 
Prevention. Black and Latino Americans have experienced a disproportionate 
burden of COVID-19 morbidity and mortality, reflecting persistent structural 
inequalities that increase the risk of exposure to COVID-19 and mortality risk 
for those infected. We estimate life expectancy at birth and age 65 y for 2020, 
for the total US population and by race and ethnicity, using four scenarios of 
deaths—one in which the COVID-19 pandemic had not occurred and three 
including COVID-19 mortality projections produced by the Institute for Health 
Metrics and Evaluation. Our medium estimate indicates a reduction in US life 
expectancy at birth from 1.13 y to 77.48 y, lower than any year since 2003. We 
also project a 0.87-y decrease in life expectancy at age 65 y. The Black and 
Latino populations are estimated to experience declines in life expectancy at birth 
of 2.10 and 3.05 y, respectively, which are several times the 0.68-y reduction for 
Whites. These projections imply an increase of nearly 40% in the Black-White 
life expectancy gap, from 3.6 y to over five y, eliminating progress in reducing 
this differential since 2006. Latinos, who have consistently experienced lower 
mortality than Whites (a phenomenon known as the Latino or Hispanic paradox), 
would see more than a 3-year survival advantage reduced to less than one year 
(Andrasfay and Goldman, 2021).

Table 3: Life expectancy Projections for the United States in 2020 by Race and 
Ethnicity under different COVID-19 mortality Scenarios

Source and note: Adapted from Andrasfay and Goldman, 2021
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7. Life Expectancy and Income in Norway
Kinge et al. (2019), in a study on life expectancy in Norway, observed that life 
expectancy was highest for women with income in the top 1%, which was 8.4 
years longer than women with income in the lowest 1%. Men with the lowest 1% 
income had the lowest life expectancy- 70.6 years, 13.8 years less than men with 
the top 1%  income. From  2005 to 2015, income differences in life expectancy 
increased, mainly attributable to deaths from cardiovascular disease, cancers, 
chronic obstructive pulmonary disease, and dementia in older age groups and 
substance use deaths and suicides in younger age groups. Over the same period, life 
expectancy for women in the highest income quartile increased by 3.2 years, while 
life expectancy for women in the lowest income quartile decreased by 0.4 years. 
Life expectancy increased by 3.1 years for men in the highest income quartile and 
0.9 years in the lowest income quartile. In Norway, there were substantial and 
increasing gaps in life expectancy by income level from 2005 to 2015. 

8. COVID-19 and Cross-National Study on Life Expectancy in  29 Countries
The cross-national study involving data from 23 countries by Aburto et al. (2021) 
on the impact of COVID-19 on life expectancy reveals that Life expectancy at 
birth declined from 2019 to 2020 in 27 out of 29 countries. Males in the USA and 
Lithuania experienced the most considerable losses in life expectancy at birth in 
2020 (2.2 and 1.7 years, respectively). Still, reductions of more than an entire year 
were documented in 11 countries for males and eight among females. Reductions 
were primarily attributable to increased mortality above 60 years and official 
COVID-19 deaths. The COVID-19 pandemic triggered significant mortality 
increases in 2020, a magnitude not witnessed since World War II in Western Europe 
or the breakup of the Soviet Union in Eastern Europe. Females from 15 countries 
and males from 10 ended with lower life expectancy at birth in 2020 than in 2015.

Chart  15: Loss/Gains in Life Expectancy at Birth

Source and note: Chart  Adapted from Aburto et al. (2021)
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9. COVID-19 in Bangladesh
The transmission of novel coronavirus (Covid-19) broke out in Bangladesh on 
March 8, 2020, when three active cases were detected. Some indicators of the 
COVID-19 pandemic for Bangladesh and the World are given in table 4  and charts 
16-18. The number of daily active cases kept increasing and reached a peak of 
115779 on August 18, 2020, after which it gradually declined to 37155 on March 
14, 2021. This period is the 1st wave of the COVID-19 pandemic in Bangladesh. 
The number of daily active cases then started rising again and reached a high 
level of 102128 on April 13, 2021,  after which it gradually declined to 47088 
on June 5,  2021. The number of daily active cases started rising again, reaching 
the highest level so far to  159224 on July 20, 2021, after which the number of 
active instances gradually declined to a group of 11752 on October 31, 2021- time 
of writing this article. From mid-March to the present(October 31), the period is 
usually considered the 2nd wave of COVID-19. Experts are pretty apprehensive of 
a possible 3rd wave beginning in late 2021. According to DGHS and Worldometer  
COVID-19  Dashboard, as of October 31, 2021, the total number of confirmed 
cases in Bangladesh was 1569539; the total deaths due to COVID-19 has been 
27868, and the total cases recovered was 1553423. From the DGHS Covid-19 
Dashboard, 17226 tests were conducted on October 31, 2021, out of which 211 
were confirmed (positive),  giving a daily positivity rate of 1.22%. The positivity 
rate has hovered below 5%  in the last few weeks. COVID-19 was first identified 
in Wuhan, China, in  December 2019. Since then, it has spread to 221 countries 
and territories, and as many as 247.46 million persons have been infected with the 
COVID-19, out of which 224.13 million have recovered, and 5.01 million have 
died (October 31, 2021). There is widespread apprehension that many infections 
and deaths are grossly under-reported. The actual figures should be 5-10 times 
higher than those revealed.
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Table 4: Selected  Indicators of COVID 19 Pandemic

Indicators

Bangladesh World

October 31(GMT), 
2021

From March 3, 2020, to 
October 31(GMT), 2021

From Dec 2019 to Octo-
ber 31(GMT), 2021

   (1)                              (2)                        (3)                                            (4)

Lab test 17,226 10,349,879     698,692,194

Confirmed cases 211   1,569,539     247,463,665

Recovered  cases  276   1,553,423     224,135,456

Deaths 6       27,868           5,014,977

Active cases/a 11,752/a        11,752/a       18,313,232/a

Recovery rate(%) -         98.97                90.57

Case/infection  rate(%)  1.22         15.16                34.41

Death rate(%)/b 2.84           1.77                  2.02

Vaccination 64,596 13,977,045  6,838,727,352

Chart 16: Graph of Daily Active cases of   COVID-19 in Bangladesh:  
March 8, 2020-October 31, 2021

Source & note: Worldometers. https://www.worldometers.info/coronavirus/country/
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Chart 17: Graph of Total Infected  Cases of COVID-19 in Bangladesh from March 8, 
2020, to October 31, 2021

Chart 18: Total COVID-19 Deaths in Bangladesh, March 8, 2020, to  
October 31, 2021Source: 

Worldometers. https://www.worldometers.info/coronavirus/country/bangladesh 
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10. Discussion and Conclusions
There are substantial socio-economic health inequalities in Bangladesh, like in 
many other countries. There is no reason to believe that inequality is inherent 
and eventual. If the government wants to tackle these, targeted policies with clear 
impacts on reducing health disparities should be identified and pursued. Monitoring 
health inequalities over time will help determine whether such policies have been 
successful and provide a first step towards understanding the determinants of these 
inequalities and the effectiveness of interventions in tackling them.

The increase in life expectancy has become a global phenomenon mainly due 
to improved medical technology and quality of life. The increase in life expectancy 
and the survival rate into old age, coupled with decreasing birth rates and lower 
death rates, impacts the population structure and has led to an increase in the 
proportion of the total population older than 65 years. In 1950, just 5% of the 
world’s population was over 65; in 2015, the share was 8%, and it is expected to 
rise to 16% by 2050. The proportion of the total population above 65 is higher in 
developed countries. In Bangladesh, the population of 65 years and above will be 
8.5% in 2021, and it is expected to be 20.4% in 2050, according to WPP 2019. 
Improvements in healthcare have increased life expectancy. Better healthcare 
technology is vital for maintaining and improving the health characteristics 
of the older population and future generations. It will enable the elderly to be 
economically active beyond 65.

The conclusion can be made that the most critical factors that will determine 
the impact of increased life expectancy in the 21st century are: The ability of 
an ageing population to extend the duration of their participation in economic 
activities over their life expectancy, and Improvements in healthcare technologies, 
especially for the aged.

These two factors are relevant for building insightful scenarios because the 
economic participation of the ageing population will decrease the pressure on 
government spending on health care and pension pay-outs due to the increased 
life expectancy. In contrast, technology improvements will determine the ageing 
population’s ability and quality to participate in economic activities. 

Our analyses of life expectancy show that the pandemic exacted a striking 
toll on population health in 2020 across most of Europe, the USA and Chile. Only 
males and females in Denmark and Norway and females in Finland successfully 
avoided drops in life expectancy in our cross-national comparison of 29 countries. 
Recent research from the USA, for example, shows that socially disadvantaged 
populations such as Blacks and Latinos experienced losses three times higher than 
those reported here at the national level. Emerging evidence further indicates that 
non-COVID-19 excess mortality was concentrated in working ages. However, a 
lack of data currently limits direct and more disaggregated comparisons across a 
broader range of countries. Still, these are urgently needed to understand the full 
mortality impacts of the pandemic (Aburto et al., 2021).
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