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Abstract 

Background  Disability-free life expectancy (DFLE) has been used to gain a better understanding of the population’s 
quality of life.

Objectives  The authors aimed to estimate age and sex-specific disability-free life expectancy (DFLE) for urban 
and rural areas of Bangladesh, as well as to investigate the differences in DFLE between males and females of urban 
and rural areas.

Methods  Data from the Bangladesh Sample Vital Statistics-2016 and the Bangladesh Household Income 
and Expenditure Survey (HIES)-2016 were used to calculate the disability-free life expectancy (DFLE) of urban and rural 
males and females in Bangladesh in 2016. The DFLE was calculated using the Sullivan method.

Results  With only a few exceptions, rural areas have higher mortality and disability rates than urban areas. 
For both males and females, statistically significant differences in DFLE were reported between urban and rural areas 
between the ages of birth and 39 years. In comparison to rural males and females, urban males and females had 
a longer life expectancy (LE), a longer disability-free life expectancy, and a higher share of life without disability.

Conclusion  This study illuminates stark urban–rural disparities in LE and DFLE, especially among individuals 
aged < 1–39 years. Gender dynamics reveal longer life expectancy but shorter disability-free life expectancy 
for Bangladeshi women compared to men, emphasizing the need for targeted interventions to address these 
pronounced health inequalities.

Keywords  Disability-free life expectancy, Sullivan method, Sex-specific, Bangladesh

Introduction
Life expectancy, once a sufficient measure of population 
health, should now be complemented with the indicator 
Disability-Free Life Expectancy (DFLE) to capture 
both quantity and quality of life, reflecting a shift from 
longevity to a holistic understanding of well-being [15, 
28]. Life Expectancy (LE) measures expected lifespan 
without indicating quality of life. Disability-Free Life 
Expectancy (DFLE) improves understanding, while 
health expectancy, assessing various health indicators, 
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serves as a valuable measure for comparing different 
groups [15, 24, 29].

On a global scale, the critical issue of population aging 
stems from the interplay of increasing LE and declining 
fertility, with developed countries experiencing a faster 
growth in the elderly population compared to the younger 
demographic [1, 8, 9, 11, 17, 18, 21, 34, 39]. For instance, 
from 1986 to 2004, Japan experienced a reported reduc-
tion in disability until 1995, after which there was an 
expansion in morbidity [39]. Various factors, including 
age, gender, urbanicity, per capita GDP, and healthcare 
accessibility, significantly contribute to health disparities 
globally, with a more pronounced impact in developing 
countries [1, 9, 20, 21]. Exploring age and gender dis-
parities, research indicates that although women gener-
ally live longer, those aged 60 and above may experience 
higher disability prevalence and shorter Disability-Free 
Life Expectancy (DFLE) compared to their male counter-
parts, underscoring the nuanced dynamics of health out-
comes [1].

Bangladesh, the world’s 8th most densely populated 
country with 158.90 million people, demands increased 
focus on the well-being of its elderly population and 
disability-oriented research initiatives, despite being 
underexplored in previous studies [3, 16, 20, 34, 40, 41]. 
Notably, a prior survey in 2010 revealed female and male 
life expectancies at age 60 to be 17.95 and 16.87  years, 
respectively, indicating a crucial need for contemporary 
insights [2, 34]. While a study [34] highlighted improve-
ments in work-loss days for males aged 15–54 from 2004 
to 2007, another study [15] concurrently revealed sig-
nificant urban–rural disparities, including higher rural 
mortality and disability rates and distinct gender-specific 
patterns. Our research further contributes by conducting 
a nuanced comparison of life expectancy and Disability-
Free Life Expectancy (DFLE) across diverse age groups, 
utilizing the latest datasets from HIES 2016 and Bang-
ladesh Sample Vital Statistics 2016. This study seeks 
to address a significant update in the existing literature 
by scrutinizing age and sex-specific disability-free life 
expectancy in both urban and rural settings, utilizing the 
latest available data to offer a comprehensive insight into 
the intricate health dynamics of Bangladesh.

Materials and methods
Data collection
Because age-sex-specific life expectancies for urban 
and rural regions were not found for 2016, these were 
computed utilizing the age-sex-specific mortality rate 
of urban and rural areas from Bangladesh Sample Vital 
Statistics 2016 report (Statistics 2018). By integrating the 
period life tables to compute age and sex-specific disability-
free life expectancy (DFLE) for urban and rural areas, 

age-sex-specific disability prevalence by urban and rural 
areas was derived from Bangladesh’s Household Income 
and Expenditure Survey (HIES)-2016 [4], addressing the 
same population as Bangladesh Sample Vital Statistics 
2016’s SVRS dataset, with a similar definition of urban 
and rural areas using the country’s own geographic and 
locality codes in the enumeration areas, as sampled using 
similar Primary Sampling Units (PSU) chosen from a list of 
Housing and Population Census 2011’s enumeration areas.

Traditional life table notations are extensively used in 
this work. The observed mortality rate, nmx, from the 
Sample Vital Registration System 2016, a dataset offi-
cially published by the Bangladesh Bureau of Statistics 
(BBS) [3], was converted into the probabilities of dying, 
nqx Bangladesh’s only national statistical office, the Bang-
ladesh Bureau of Statistics (BBS), has released the Sample 
Vital Registration System (SVRS) 2016. Although, it has 
been studied that vital registration for death and birth in 
Bangladesh in 2016 wasn’t collected very accurately [33], 
but this study used SVRS 2016 data which is of high qual-
ity and collected through a nationwide survey carried out 
by the BBS under a special project. The SVRS data have 
been assessed for the quality of age data, which is crucial 
for predicting the majority of critical rates and ratios. In 
order to achieve this, three well-known indices: Myer’s 
index, Whipple’s index, and UN Age-Sex Accuracy Index 
have been calculated from reported age distributions by 
sex. Such indices have demonstrated that age reporting 
in SVRS 2016 has improved over the past years [3]. It is 
in charge of gathering, compiling, and disseminating data 
on vital statistics and population-related issues. The fol-
lowing formula was used to determine the likelihood of 
death:

where, n is the length of the age group, and nax is the 
average number of person-years lived by those dying in 
the interval from x to x + n . This study used age interval 
of 5 years for the age groups. Due to a shortage of nax for 
Bangladesh in 2016, Swedish 1952 nax from the Human 
Mortality Database [19] was used to translate from nmx 
to nqx . Researchers [25] stated some strategies for choos-
ing values of nax , where they maintained that if no values 
for nax is available for a certain population, or a similar 
set of values is not found in other populations, then a 
simple and agreeable approach is to adopt those values. 
The borrowed values should be acceptable for the gender 
for which they are being utilized because nax values vary 
substantially between the genders. A similar method was 
adopted in a similar kind of study as this study [15] where 
Swedish 1945 nax was used. According to the methods of 
picking nax [36] [25], the Swedish 1952 nax were deemed 

nqx =
n.nmx

1+ (n− nax)nmx
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adequate for computing period life tables for Bangladesh 
in 2016, after thoroughly checking for matches between 
the two population’s nax values for the gender for which 
they are being utilized, and the age interval wise data 
by gender of Bangladesh’s data matched the most with 
Swedish 1952 data. The set of Swedish 1952 nax from the 
male life table was used to compute both urban and rural 
male life tables for Bangladesh for 2016, while the set 
of Swedish 1952 nax from the female life table was used 
to compute both urban and rural female life tables for 
Bangladesh. Finally, using the set of determined nqx and 
the normal processes for period life table computations 
as described in Demography: Measuring and Modeling 
Population Processes [36], sex-specific period life tables 
for Bangladesh in 2016 for urban and rural areas were 
computed.

Estimation disability prevalence
In assessing age-sex-specific disabilities in urban and 
rural areas, the HIES-2016, formulated by the BBS [4], 
served as the primary data source. This comprehensive 
survey encompassed family income, expenditure, edu-
cation, employment, health, and disability information. 
Employing a stratified, two-stage sample design, 2304 
Primary Sampling Units (PSU) were selected from 2011 
Housing and Population Census enumeration areas, with 
20 houses per PSU chosen for interviews. The final sam-
ple included 46,080 households, with 186,055 individu-
als aged 5 years and above interviewed between April 1, 
2016, and March 31, 2017. Stratification occurred at the 
district level, resulting in 132 sub-strata, comprising 64 
urban, 64 rural, and four city corporations. Utilizing the 
country’s geographic and locality codes, the urban–rural 
classification was established. Implicit stratification by 
month was incorporated, and interviewers inputted daily 
data into laptops, revisiting homes for necessary modifi-
cations if inconsistencies or missing data were identified 
[4].

The HIES-2016 seamlessly integrated the Washington 
Group’s six disability-related items into a comprehen-
sive questionnaire covering household aspects such as 
income, expenditure, education, employment, health, 
etc. The construction of these questions was guided by 
the World Health Organization’s International Classifica-
tion of Functioning, Disability, and Health [21], providing 
a concise conceptual framework for understanding dis-
ability. The six disabilities were: (a) vision; (b) hearing; (c) 
walking and climbing; (d) difficulty in remembering and 
concentrating; (e) self-care; and (f ) speaking and commu-
nicating. To assess these disabilities, every member of the 
household was asked the following questions: (a) Does 
(name) have difficulty seeing, even if he or she is wear-
ing glasses? (b) Does (name) have difficulty hearing, even 

if he/ she is wearing a hearing aid? (c) Does (name) have 
difficulty walking or climbing steps? (d) Does (name) 
have difficulty remembering or concentrating? (e) Does 
(name) have difficulty with self-care, such as washing all 
over or dressing, feeding, or toilet chores? and (f ) Does 
(name) have difficulty communicating, for example, 
understanding or being understood?

Each question had four response categories: no dif-
ficulty; yes, some difficulty; yes, severe difficulty; yes, 
can’t see/hear/walk/remember/self-care/communicate 
at all. All these were categorized into two groups as no 
(no difficulty), indicating no disability, and yes (yes, 
some difficulty/yes, severe difficulty/yes, can’t see, hear, 
walk, remember, self-care, communicate at all), indicat-
ing disability. Ultimately, the six forms of disability were 
integrated into one measure to assess the prevalence of 
disability, which was defined as having at least one dis-
ability. Individuals with at least one of the six disabili-
ties were declared disabled. This approach of assessing 
impairment was previously applied with HIES-2010 data 
in Bangladesh [15], and a similar strategy had previously 
been used in several researches in other countries [22, 23, 
37] and in some studies of Bangladesh [34, 35].

Sampling weights of HIES 2016
For each sampling stage and each PSU within a District 
(Zila), the sampling probability was determined differ-
ently. In the case of HIES 2016, a two-stage, stratified 
clustered design, the likelihood of being selected for the 
sample depends on two factors: (1) the likelihood that a 
PSU will be selected in the first stage, and (2) the likeli-
hood that a household within each PSU will be selected 
in the next stage. The formula below can be used to cal-
culate this,

where phij is the likelihood that household j , in stratum 
h , and PSU i will be represented in the sample. The like-
lihood that the PSU will be chosen in the first step is 
expressed as p1 and p2 is the likelihood that a household 
would be chosen in the second stage; kh is the number of 
PSUs chosen in stratum h ; mhi is the number of PSU hi 
households that were chosen, while Nh is the total num-
ber of households in stratum h (Statistics 2018).

Estimating DFLE
To merge the estimated life tables and disability preva-
lence from the above mentioned two approaches, the 
Sullivan technique [32] was employed. Using the Sullivan 
technique, the DFLE at age x was calculated using the fol-
lowing formula:

phij = p1 ∗ p2 =
khnhi

Nh
∗
mhi

n′hi



Page 4 of 11Ahmed et al. Population Health Metrics            (2024) 22:7 

where, lx indicates to the number of survivors at age x ; 
La means person-years lived for the age interval a , and 
πa refers to the prevalence of disability-free for the age 
interval a.

Results
The overall and age-specific participation of males and 
females in the study of urban–rural differences in disa-
bility-free life expectancy in Bangladesh 2016 is pre-
sented in Table  1. This study was conducted using the 
data of HIES-2016, where the total respondents were 
186,055 among them 49.73% were male and 50.27% were 
female. The ages were divided into different groups. The 
participation of age the group 10–14  years was very 
high (11.46%) while the age group 80 + years was very 
low (0.9%) compared to others. The eyesight difficulties 
were reported by 4.16%. Additionally, hearing difficulties, 
walking difficulties, concentration difficulties, self-care 
difficulties, and communication difficulties were reported 
by 2.07%, 2,03%, 1.51%, 1.35%, and 1.28% respectively 
(Table 1).

Table  2 represents the age-specific mortality rate for 
the age group 80 + years was the highest for rural males 
compared to urban males and rural males-females both 
whereas, the mortality rate for urban females was the 
highest among rural females and urban males for the 
age-group 80 + years. For the age group 55+ years, the 
mortality rate for the rural male population was high-
est compared to all groups. Few exceptions were noticed 
for the age groups 10–14 and 25–29  years where rural 
females had the highest mortality rate. Aside from that, 
age-group 40–44 and 50–54 years, had the highest mor-
tality rate for urban males. The last row of the table 
named “total” is the age-standardized mortality rate and 
age-standardized prevalence. The age-standardized mor-
tality rate for the rural male population was highest (6.5 
per 1000) while the age-standardized disability preva-
lence was highest (6.17%) for the rural female population 
(Table 2).

The age-sex-specific disability prevalence for the rural 
female population was highest compared to urban female 
and male (urban and rural) populations belonging to 
the age group 30 + years. For the age groups 1–4, 5–9, 
and 10–14  years, the disability prevalence was found 
the highest for the male who lived in urban. The disabil-
ity prevalence was found highest for the remaining age 
group 15–19, 20–24, and 25–29  years for rural males, 
rural females and urban females respectively. The statis-
tical differences were noticed for only a few age-group. 
For the male population, the age groups 35–39, 45–49, 

DFLEx =
1

lx

ω

a=x

Laπa

and 75–79  years showed significant statistical differ-
ences based on the area (urban and rural). For the female 
population, the age groups 10–14, 30–34, 35–39, 45–49, 
50–54, and 60–64 years showed significant statistical dif-
ferences based on both urban and rural areas [Table 2].

Table  3 presents LE, DFLE with 95% confidence 
interval, the proportion of expected life without disability 
based on area, and urban–rural differences in LE and 
DFLE for Bangladeshi males in 2016. Urban males aged 
1–4  years have the highest LE of 72.40  years and DFLE 
of 66.31 years, with a difference of 2.54 years compared 
to rural males. The differences in LE and DFLE for 
urban and rural males are positive, indicating that 
urban males have higher LE and longer DFLE than rural 
males. Figure  1a and b show that the life expectancy 
and disability-free life expectancy both were longer for 
the urban male than the rural male population in any 
age group. Differences in disability-free life expectancy 
of the male population categorized into the urban and 
rural areas were found statistically significant from age 
group < 1 to age group 35–39 years. The proportion of life 
without disability for urban males was also found highest 
for the age group 1–4 years compared to rural males and 
all remaining age groups (Table 3).

Table 4 displays the life expectancy (LE), disability-free 
life expectancy (DFLE) with a 95% confidence interval, 
and proportion of expected life without disability 
based on rural and urban areas, as well as urban–
rural differences in LE and DFLE for all age groups of 
Bangladeshi females in 2016. Rural females in the 1–4 
age group have a longer life expectancy at 73.68  years 
compared to rural females in other age groups. Positive 
values across all age groups indicate that urban females 
have a longer life expectancy and disability-free life 
expectancy than rural females. Additionally, rural 
females in the 1–4 age group have a longer disability-
free life expectancy at 63.33  years compared to rural 
females in other age groups. Figure  2a and b show that 
the life expectancy and disability-free life expectancy 
were longer for the urban female than the rural female 
population in any age group. Differences in disability-free 
life expectancy of the female population categorized into 
the urban and rural areas were also found statistically 
significant from age group < 1 to age group 35–39 years. 
The proportion of life without disability for urban females 
was also found highest for the age group < 1 compared to 
rural males and all remaining age groups.

Discussion
This study reports a disability prevalence of 6.72% based 
on HIES 2016 data, showcasing gender and rural–urban 
variations (5.72% in males, 7.24% in females, 7.06% in 
rural, and 5.93% in urban). In contrast, The National 
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Table 1  Descriptive analysis of the study subjects

Characteristics Frequency Percentage

Gender

Male 92,527 49.73

Female 93,528 50.27

Age group (years)

 < 1 2,852 1.53

1–4 15,108 8.12

5–9 19,699 10.59

10–14 21,334 11.46

15–19 18,091 9.72

20–24 14,471 7.78

25–29 16,164 8.69

30–34 14,174 7.62

35–39 13,889 7.46

40–44 10,546 5.67

45–49 10,206 5.48

50–54 7,760 4.17

55–59 6,492 3.49

60–64 5,547 2.98

65–69 3,942 2.12

70–74 2,843 1.53

75–79 1,287 0.69

80 +  1,681 0.9

Difficulty in seeing, even if he or she wears glasses?

No difficulty 178,305 95.84

Yes, some difficulty 6,923 3.72

Yes, severe difficulty 661 0.36

Yes, can’t see/ hear/ walk/ remember/ self-care/ communicate at all 157 0.08

Difficulty in hearing, even if he or she is wearing a hearing aid?

No difficulty 182,201 97.93

Yes, some difficulty 3,220 1.73

Yes, severe difficulty 457 0.25

Yes, can’t see/ hear/ walk/ remember/ self-care/ communicate at all 170 0.09

Difficulty in walking/climbing or any other physical movement?

No difficulty 182,272 97.97

Yes, some difficulty 2,674 1.44

Yes, severe difficulty 808 0.43

Yes, can’t see/ hear/ walk/ remember/ selfcare/ communicate at all 293 0.16

Difficulty in remembering or concentrating?

No difficulty 183,243 98.49

Yes, some difficulty 1,957 1.05

Yes, severe difficulty 559 0.3

Yes, can’t see/ hear/ walk/ remember/ selfcare/ communicate at all 287 0.15

Difficulty in (with self-care such as) washing all over, dressing, feeding, toileting etc.?

No difficulty 183,507 98.64

Yes, some difficulty 1,562 0.84

Yes, severe difficulty 552 0.3

Yes, can’t see/ hear/ walk/ remember/ selfcare/ communicate at all 422 0.23

Difficulty in communicating, that is understanding or being understood?

No difficulty 183,648 98.72
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Survey on Persons with Disabilities (NSPD) 2021 [5] in 
Bangladesh reveals a lower prevalence of 2.80%, with 
gender and geographical disparities (3.28% in males, 
2.32% in females, 2.89% in rural, and 2.45% in urban 
areas). The difference in disability percentages between 
NSPD 2021 and this study, based on HIES 2016, likely 
arises from divergent definitions of disability inclusion. 
NSPD 2021, aligning with the Persons with Disability 
Rights and Protection Act, 2013 of Bangladesh, 
broadly defines disability as long-term impairments 
impacting societal participation. On the contrary, this 
study categorized individuals as “disabled” based on 
HIES-2016 criteria, which utilized the Washington 
Group framework and ICF principles. Disability was 
determined if individuals reported difficulty in vision, 
hearing, mobility, memory/concentration, self-care, 
or communication, with varying severity levels (some, 

severe, or complete inability) in any of these areas. 
Detailed methodology regarding disability selection is 
outlined in the methodology section of this study. A 
valuable picture of disability prevalence in Bangladesh 
is portrayed by our study, focusing on six functional 
limitations. However, a far richer tapestry is revealed 
by the NSPD 2021, encompassing diverse impairments 
and highlighting stark disparities in access to essential 
healthcare services and insurance for people with 
disabilities. Higher disability rates than suggested 
by our study are unveiled by NSPD data, and rural–
urban divides mirror our findings of higher mortality 
in rural areas, particularly among certain urban male 
age groups. A multifaceted approach to policy and 
program development is demanded by this intricate 
interconnectedness.

Table 1  (continued)

Characteristics Frequency Percentage

Yes, some difficulty 1,421 0.76

Yes, severe difficulty 521 0.28

Yes, can’t see/ hear/ walk/ remember/
selfcare/ communicate at all

436 0.23

Table 2  Urban and rural area-based age-sex-specific mortality rate (per 1000) and disability prevalence (percent) in Bangladesh, 2016

*p values represent significance of the percent difference of age-sex specific disability prevalence between urban and rural areas

Age group (year) Age-sex specific mortality rate (per 1000) Age-sex specific disability prevalence
(percent)

Male Female Male Female

Rural Urban Rural Urban Rural Urban p-values* Rural Urban p-values*

 < 1 33.3 34.86 34.04 18.03 5.28 6.04 0.566 6.31 6.03 0.844

1–4 2.78 1.11 1.89 1.12 7.16 7.69 0.429 7.22 6.56 0.309

5–9 0.97 0.28 0.53 0.71 4.81 4.83 0.971 4.83 4.14 0.147

10–14 0.61 0.3 0.69 0.08 2.33 2.56 0.478 2.1 1.51 0.054

15–19 1.6 1 1.44 1.04 2.17 1.85 0.319 2.2 2.16 0.916

20–24 1.07 0.58 0.8 0.54 1.82 1.82 0.999 1.98 1.75 0.480

25–29 1.1 0.56 1.26 1.21 2.34 2.2 0.714 2.59 2.89 0.407

30–34 1.29 1.13 0.95 0.95 2.74 2.8 0.875 3.09 2.23 0.038

35–39 2.61 1.51 1.97 1.2 3.58 2.41 0.010 5.51 4.41 0.054

40–44 2.84 2.93 2.63 2.37 5.38 4.52 0.179 7.78 7.21 0.475

45–49 5.13 3.15 3.7 2.82 7.16 5.21 0.008 11.03 8.86 0.018

50–54 8.71 8.86 6.2 5.87 8.82 9.74 0.344 15.24 12.83 0.059

55–59 14.84 11.05 8.49 8.49 12.52 12.97 0.718 18.38 15.52 0.060

60–64 19.04 16.89 15.98 13.81 17.12 18.32 0.447 24.86 19.51 0.003

65–69 29.23 24.73 24.63 19 22.82 22.24 0.789 28.5 24.85 0.120

70–74 44.97 39.16 40.68 35.71 31.38 25.55 0.027 36.73 34.8 0.540

75–79 64.78 57.47 43.5 43.06 39.77 20.24 0.000 46.22 42.28 0.404

80 +  112.32 111.37 104.58 111.43 48.04 43.56 0.246 54.17 47.16 0.070

Total^ 6.5 4.7 5.0 3.7 6.4 5.69 0.000 7.7 6.17 0.000
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Beyond disability-specific interventions, insurance 
coverage expansion is proposed, as advocated by the 
NSPD 2021, to address the disparities identified by 
both studies. Specific programs should cater to rural 

populations struggling with higher mortality rates and 
the diverse needs of individuals with varying disabilities. 
Rural healthcare infrastructure and service delivery must 
be strengthened to match urban standards. Adopting 

Table 3  Differences in life expectancy (LE), disability-free life expectancy (DFLE), and proportion of expected life without disability for 
urban and rural area male in Bangladesh, 2016

CI = confidence interval of DFLE, *Due to a paucity of data, LE differences were not statistically tested, ^DFLE differences were statistically tested with Z-statistic, ° p
-values provided significance for a two-tailed test for DFLE differences between urban and rural areas

Age group (year) Life Expectancy (LE) Disability Free Life Expectancy (DFLE) Proportion of 
life without 
disability

Urban Rural Differences in 
LE* (Urban–
Rural)

Urban 95% CI Rural 95% CI Differences in 
DFLE^ (Urban–
Rural)

p- value° Urban Rural

 < 1 65.89 64.16 1.73 60.45 59.94–60.96 58.43 57.78–59.08 2.02 0.05 91.73 91.07

1–4 72.40 69.87 2.54 66.31 65.80–66.82 63.44 62.79–64.09 2.86 0.01 91.58 90.81

5–9 67.80 65.82 1.98 62.05 61.54–62.56 59.67 59.02–60.32 2.39 0.02 91.53 90.65

10–14 62.89 61.13 1.76 57.38 56.87–57.89 55.19 54.53–55.85 2.19 0.02 91.24 90.28

15–19 57.98 56.31 1.67 52.59 52.07–53.11 50.46 49.80–51.12 2.12 0.05 90.70 89.62

20–24 53.26 51.74 1.52 47.93 47.41–48.45 45.96 45.30–46.62 1.97 0.05 90.00 88.82

25–29 48.41 47.00 1.40 43.16 42.64–43.68 41.28 40.62–41.94 1.87 0.05 89.15 87.83

30–34 43.53 42.25 1.28 38.38 37.85–38.91 36.61 35.94–37.28 1.77 0.05 88.16 86.66

35–39 38.77 37.51 1.26 33.72 33.19–34.25 31.97 31.30–32.64 1.75 0.05 86.99 85.24

40–44 34.04 32.97 1.08 29.08 28.54–29.62 27.54 26.86–28.22 1.54 0.1 85.43 83.53

45–49 29.50 28.40 1.11 24.70 24.16–25.24 23.16 22.48–23.84 1.53 0.1 83.71 81.57

50–54 24.93 24.07 0.86 20.31 19.77–20.85 19.06 18.38–19.74 1.25 0.2 81.47 79.19

55–59 20.94 20.02 0.92 16.61 16.06–17.16 15.24 14.56–15.92 1.37 0.2 79.32 76.13

60–64 16.98 16.36 0.62 13.07 12.52–13.62 11.87 11.18–12.56 1.20 0.2 76.98 72.52

65–69 13.25 12.74 0.51 9.95 9.40–10.50 8.69 8.00–9.38 1.26 0.2 75.12 68.24

70–74 9.65 9.34 0.31 7.11 6.56–7.66 5.89 5.19–6.59 1.22 0.2 73.66 63.05

75–79 6.19 6.06 0.13 4.52 3.96–5.08 3.50 2.80–4.20 1.01 0.2 72.94 57.85

80 +  2.42 2.42 0.00 1.37 0.81–1.93 1.26 0.55–1.97 0.11  > 0.2 56.44 51.96

Fig. 1  a Differences in life expectancy (LE) for urban and rural area male in Bangladesh, 2016 [left panel]; b Differences in disability-free life 
expectancy (DFLE) for urban and rural area male in Bangladesh, 2016 [right panel]
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the NSPD 2021’s holistic approach, incorporating the 
ICF framework, will ensure a complete understanding 
of disability’s impact on individuals and society. Tackling 

attitudinal and environmental barriers, as the NSPD 
2021 emphasizes, is critical for full social inclusion and 
participation for people with disabilities. A richer, more 

Table 4  Differences in life expectancy (LE), disability-free life expectancy (DFLE), and proportion of expected life without disability for 
urban and rural area female in Bangladesh, 2016

CI = confidence interval of DFLE, *Due to a paucity of data, LE differences were not statistically tested, ^DFLE differences were statistically tested with Z-statistic, ° p
-values provided significance for a two-tailed test for DFLE differences between urban and rural areas

Age group (year) Life Expectancy (LE) Disability Free Life Expectancy (DFLE) Proportion of 
life without 
disability

Urban Rural Differences in 
LE* (Urban–
Rural)

Urban 95% CI Rural 95% CI Differences in 
DFLE^ (Urban–
Rural)

p- value° Urban Rural

 < 1 72.17 65.97 6.20 64.48 63.95–65.01 58.10 57.43–58.77 6.38  < 0.01 89.35 88.07

1–4 73.68 72.22 1.45 65.59 65.07–66.11 63.33 62.65–64.00 2.27 0.01 89.03 87.68

5–9 69.08 67.89 1.19 61.28 60.76–61.80 59.28 58.60–59.95 2.01 0.02 88.71 87.31

10–14 64.32 63.07 1.25 56.70 56.17–57.23 54.67 53.99–55.35 2.03 0.02 88.15 86.68

15–19 59.34 58.28 1.06 51.80 51.27–52.33 49.95 49.27–50.64 1.84 0.05 87.28 85.72

20–24 54.64 53.68 0.96 47.16 46.63–47.69 45.41 44.72–46.09 1.75 0.05 86.31 84.59

25–29 49.78 48.88 0.89 42.37 41.85–42.89 40.68 39.99–41.36 1.69 0.05 85.11 83.21

30–34 45.06 44.18 0.89 37.75 37.21–38.29 36.05 35.35–36.74 1.71 0.05 83.78 81.60

35–39 40.27 39.37 0.89 33.03 32.49–33.57 31.36 30.67–32.05 1.67 0.05 82.04 79.65

40–44 35.49 34.74 0.75 28.44 27.90–28.98 26.92 26.22–27.63 1.51 0.1 80.12 77.50

45–49 30.88 30.16 0.72 24.11 23.56–24.66 22.64 21.93–23.34 1.47 0.1 78.06 75.04

50–54 26.29 25.68 0.61 19.86 19.32–20.40 18.57 17.86–19.27 1.29 0.1 75.55 72.31

55–59 21.99 21.40 0.59 16.02 15.47–16.57 14.84 14.14–15.55 1.18 0.1 72.87 69.35

60–64 17.83 17.22 0.61 12.40 11.84–12.96 11.31 10.60–12.02 1.09 0.2 69.53 65.70

65–69 13.91 13.43 0.49 9.11 8.55–9.67 8.33 7.62–9.04 0.78  > 0.2 65.45 62.03

70–74 10.04 9.85 0.19 6.06 5.51–6.61 5.60 4.88–6.32 0.46  > 0.2 60.35 56.88

75–79 6.50 6.49 0.01 3.65 3.08–4.22 3.33 2.61–4.06 0.32  > 0.2 56.24 51.37

80 +  2.45 2.45 0.00 1.29 0.72–1.86 1.12 0.39–1.86 0.17  > 0.2 52.84 45.83

Fig. 2  a Differences in life expectancy (LE) for urban and rural area female in Bangladesh, 2016 [left panel]; b Differences in disability-free life 
expectancy (DFLE) for urban and rural area female in Bangladesh, 2016 [right panel]
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informed tapestry of healthcare access and disability 
experiences in Bangladesh can be created by weaving 
together findings from our study, the NSPD 2019 [6], and 
the NSPD 2021. Only then can truly inclusive policies 
and programs be crafted that address the intricate needs 
of all individuals, regardless of location, disability, or 
other circumstances, paving the way for a future where 
health and well-being are woven into the fabric of every 
life.

The age-sex-specific disability prevalence indicates sig-
nificant differences among urban and rural populations, 
influenced by factors like limited healthcare access, emer-
gency response times, and socioeconomic status [15]. 
Women in urban areas have lower mortality rates than 
those in rural areas, except for the 5–9 and 80 + years age 
groups. The difference in mortality rates across gender 
and location is attributed to various factors, which will 
be discussed later. Among urban and rural males, there 
is a significant difference in age-sex-specific disability 
prevalence for the 35–39, 45–49, 70–74, and 75–79-year 
age groups. Rural males have higher disability prevalence 
than urban males in these age groups. Similarly, rural 
females have higher disability prevalence in the 10–14, 
30–34, 45–49, and 60–64-year age groups. The findings 
indicate disability prevalence increases significantly with 
age, which is consistent with a 2018 study [26].

The results indicate that rural females have signifi-
cantly higher age-sex-specific disability prevalence than 
urban females, except for a few age groups. This differ-
ence may be attributed to several factors, including lim-
ited access to maternal and infant healthcare services, 
longer emergency response times, poverty, and a short-
age of physicians and nurses in rural areas (UNFPA 
2019). Socio-economic status and access to healthcare 
services may be risk factors for higher mortality rates in 
rural areas, as well as the lack of education and knowl-
edge about healthcare facilities. These factors may also 
contribute to higher disability rates among rural popula-
tions. Past studies have suggested that social disadvan-
tage is a major contributing factor to disability [13, 22]. 
This urban and rural mortality scenario goes with the 
worldwide urban–rural difference in mortality and many 
aspects [38]. Urban males have a higher life expectancy 
than rural males across all age groups, with differences 
ranging from 0 to 2.54. Additionally, urban males have 
a higher disability-free life expectancy than rural males, 
with differences ranging from 0.11 to 2.86, particularly 
for the age group 0 to 39. Urban females also outper-
form rural peers in life expectancy, disability-free life 
expectancy, and a higher proportion living without dis-
abilities, particularly in the 0 to 39 age group. Conversely, 
rural males and females exhibit lower life expectancy and 
disability-free life expectancy, with a smaller population 

living without disabilities. Infants in rural areas face sig-
nificantly lower life expectancy, underscoring the need 
for increased attention to rural females under one year 
old. Additionally, rural females live longer with disabili-
ties compared to urban counterparts.

This study gives a spotlight on the significant difference 
in age-sex-specific mortality, life expectancy, and disa-
bility-free life expectancy in urban and rural areas, espe-
cially among people at age < 1–40 years. Similar findings 
come out in a study in neighboring country India, higher 
rate of age-sex-specific mortality and life expectancy 
without disability in rural areas [30]. The study also found 
that Bangladeshi women expect a smaller proportion of 
life without disability compared with men, which is also 
in line with findings that women spend less time in disa-
bled states than men [7, 10, 12, 27, 31].

Limitations
The fact that the data included in the study was self-
reported is one of the study’s disadvantages. Although 
this could be a source of bias, a study [42] discovered that 
self-reported functional impairment data were consistent 
with medical diagnosis. The second issue is that proxy 
interviews for older persons who were unable to partici-
pate in the interviews were not mentioned in the HIES 
2016 survey. Then, the institutionalized population was 
not considered due to a lack of data. If the institutional-
ized population is not taken into consideration, the DFLE 
may be overestimated, especially as people get older [39]. 
The Sullivan method, employed for estimating Disabil-
ity-Free Life Expectancy (DFLE), has notable limitations 
[14]. Firstly, its reliance on cross-sectional data provides 
a static view, potentially overlooking transitions between 
health and disability states and leading to inaccurate 
DFLE estimates. Secondly, the assumption of constant 
disability prevalence across age groups simplifies reality, 
potentially underestimating age-related increases in dis-
ability and affecting DFLE estimates. Lastly, the method 
may overlook temporary impairments, fluctuations in 
disability severity, or potential recovery, thus limiting its 
accuracy in capturing the dynamic nature of disability. 
These limitations warrant careful consideration when uti-
lizing the Sullivan method in studies focusing on DFLE 
estimation. Detailed life tables that consider education, 
marital status, religion, and residence are needed to bet-
ter understand disability causes and solutions. This study 
assumes that institutionalized elderly people have similar 
health problems and disabilities as the general popula-
tion. Despite these limitations, recent nationally repre-
sentative statistics for older people in Bangladesh show 
significant gender disparities in disability and DFLE.
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Conclusion
This study comprehensively analyzed disability-free life 
expectancy (DFLE) in urban and rural areas of Bangla-
desh using HIES 2016 and SVRS 2016 data. Significant 
disparities were uncovered in disability prevalence, mor-
tality rates, life expectancy (LE), and DFLE across genders 
and geographic locations. The most prevalent disability 
was found to be the difficulty in seeing, which can be 
mitigated with interventions like providing spectacles 
and enhancing cataract surgical treatments. Targeted 
interventions and policy adjustments are imperative, 
particularly in rural areas, to address the identified dis-
parities. Proper care and the implementation of focused 
projects emerged as crucial factors for reducing disability 
prevalence. Despite higher mortality and disability rates 
in rural areas, urban males and females consistently 
exhibited longer LE, DFLE, and a higher proportion of 
life without disability, particularly in the age group 0 to 
39. The findings underscore the urgency for addressing 
health disparities through targeted interventions and 
policy adjustments, particularly in rural regions. Recog-
nizing the study’s insights into urban–rural and gender-
specific patterns of LE and DFLE, appropriate measures 
can be taken to narrow disparities in economic develop-
ment, healthcare access, education, and infrastructure, 
ultimately contributing to achieving urban–rural equality 
in LE and DFLE. Addressing socioeconomic factors, such 
as infrastructure development and accessible healthcare, 
is crucial for informing health policy in Bangladesh.

Acknowledgements
The authors would like to thank the anonymous reviewers and academic 
editor for their valuable comments and feedback that helped to enhance 
the quality and readability of the manuscript. The authors are thankful to the 
Bangladesh Bureau of Statistics (BBS) for providing the data.

Author contributions
MK and KTA formulated the research question; HTAK, MMH and MK pro-
vided guidance for the analysis; KTA analyzed the data and structured the 
manuscript; KTA, AA, MH, SBS and LR wrote the manuscript. KTA and MMH 
revised the manuscript. MMH supervised the study. All the authors reviewed 
and approved the final version of manuscript.

Funding
This research did not receive any specific grant from funding agencies in the 
public, commercial, or not-for-profit sectors. This research received no specific 
grant from any funding agency, commercial or not-for-profit sectors.

Availability of data and materials
The national Household Income Expenditure Survey (HIES) is conducted by 
Bangladesh Bureau of Statistics (BBS) with technical and financial assistance 
from the World Bank. The data is available publicly for purchase from the 
Bangladesh Bureau of Statistics. The datasets analyzed during the current 
study are available in the Bangladesh Bureau of Statistics (BBS) Data Catalog 
Application repository through the link, http://​data.​bbs.​gov.​bd/​index.​php/​
catal​og/​182#:​~:​text=​House​hold%​20Inc​ome%​20and%​20Exp​endit​ure%​20Sur​
vey%​20%​28HIES%​29%​20is%​20one​,in%​20the%​20dec​ision%​20mak​ing%​20pro​
cess%​20for%​20the%​20gov​ernme​nt.

Declarations

Ethics approval and consent to participate
Ethics approval was not required for this paper, since publicly available sec-
ondary survey data has been used for this study.

Consent for publication
Not applicable.

Received: 22 May 2023   Accepted: 15 April 2024

References
	1.	 Apinonkul B, Soonthorndhada K, Vapattanawong P, et al. Gender 

differences in health expectancies across the disablement process 
among older thais. PLoS ONE. 2015;10(3): e0121310. https://​doi.​org/​10.​
1371/​journ​al.​pone.​01213​10.

	2.	 Bangladesh Bureau of Statistics (BBS). Population & Housing Census-2011. 
Dhaka, Bangladesh. 2014.

	3.	 Bangladesh Bureau of Statistics (BBS). Report on Bangladesh Sample Vital 
Statistics 2016. Dhaka, Bangladesh. 2017.

	4.	 Bangladesh Bureau of Statistics (BBS). Household Income and 
Expenditure Survey 2016–2017, Dhaka, Bangladesh. 2019.

	5.	 Bangladesh Bureau of Statistics (BBS). National Survey on Persons with 
Disabilities (NSPD) 2021. Dhaka, Bangladesh. 2022

	6.	 Bangladesh Bureau of Statistics (BBS). National survey on persons with 
disabilities (NSPD) 2019. Dhaka, Bangladesh. 2021.

	7.	 Camargos MCS, Machado CJ, Do Nascimento Rodrigues R. Disability life 
expectancy for the elderly, city of São Paulo, Brazil, 2000: Gender and 
educational differences. J Biosoc Sci. 2007;39:455–63. https://​doi.​org/​10.​
1017/​S0021​93200​60014​28.

	8.	 Chan A, Zimmer Z, Saito Y. Gender differentials in disability and mortality 
transitions. J Aging Health. 2011;23:1285–308. https://​doi.​org/​10.​1177/​
08982​64311​408417.

	9.	 Chirinda W, Chen H. Comparative study of disability-free life expectancy 
across six low- and middle-income countries. Geriatr Gerontol Int 
2017;17:637–644. https://​doi.​org/​10.​1111/​ggi.​12748

	10.	 Crimmins EM, Saito Y. Trends in healthy life expectancy in the United 
States, 1970–1990: Gender, racial, and educational differences. Soc Sci 
Med. 2001;52:1629–41. https://​doi.​org/​10.​1016/​S0277-​9536(00)​00273-2.

	11.	 Crimmins EM, Zhang Y, Saito Y. Trends over 4 decades in disability-free life 
expectancy in the United States. Am J Public Health. 2016;106:1287–93. 
https://​doi.​org/​10.​2105/​AJPH.​2016.​303120.

	12.	 Dunlop DD, Hughes SL, Manheim LM. Disability in activities of daily living: 
patterns of change and a hierarchy of disability. Am J Public Health. 
1997;87:378–83. https://​doi.​org/​10.​2105/​AJPH.​87.3.​378.

	13.	 Filmer D. Disability, poverty, and schooling in developing countries: 
results from 14 household surveys. World Bank Econ Rev. 2008;22:141–63. 
https://​doi.​org/​10.​1093/​wber/​lhm021.

	14.	 Imai K, Soneji S. On the estimation of disability-free life 
expectancy: Sullivan’s method and its extension. J Am Stat Assoc. 
2007;102(480):1199–211.

	15.	 Islam MS, Tareque MI, Mondal MNI, et al. Urban-rural differences in 
disability-free life expectancy in Bangladesh using the 2010 HIES data. 
PLoS ONE. 2017;12(7): e0179987. https://​doi.​org/​10.​1371/​journ​al.​pone.​
01799​87.

	16.	 Islam MS, Tareque MI, Mondal MNI, et al. Urban-rural differences in 
disability-free life expectancy in Bangladesh using the 2010 HIES data. 
PLoS ONE. 2017;12:1–13. https://​doi.​org/​10.​1371/​journ​al.​pone.​01799​87.

	17.	 Jagger C, Gillies C, Moscone F, et al. Inequalities in healthy life years in 
the 25 countries of the European Union in 2005: a cross-national meta-
regression analysis. Lancet. 2008;372:2124–31. https://​doi.​org/​10.​1016/​
S0140-​6736(08)​61594-9.

	18.	 Jagger C, Matthews FE, Wohland P, et al. A comparison of health 
expectancies over two decades in England: results of the cognitive 
function and ageing study I and II. Lancet. 2016;387:779–86. https://​doi.​
org/​10.​1016/​S0140-​6736(15)​00947-2.

http://data.bbs.gov.bd/index.php/catalog/182#:~:text=Household%20Income%20and%20Expenditure%20Survey%20%28HIES%29%20is%20one,in%20the%20decision%20making%20process%20for%20the%20government
http://data.bbs.gov.bd/index.php/catalog/182#:~:text=Household%20Income%20and%20Expenditure%20Survey%20%28HIES%29%20is%20one,in%20the%20decision%20making%20process%20for%20the%20government
http://data.bbs.gov.bd/index.php/catalog/182#:~:text=Household%20Income%20and%20Expenditure%20Survey%20%28HIES%29%20is%20one,in%20the%20decision%20making%20process%20for%20the%20government
http://data.bbs.gov.bd/index.php/catalog/182#:~:text=Household%20Income%20and%20Expenditure%20Survey%20%28HIES%29%20is%20one,in%20the%20decision%20making%20process%20for%20the%20government
https://doi.org/10.1371/journal.pone.0121310
https://doi.org/10.1371/journal.pone.0121310
https://doi.org/10.1017/S0021932006001428
https://doi.org/10.1017/S0021932006001428
https://doi.org/10.1177/0898264311408417
https://doi.org/10.1177/0898264311408417
https://doi.org/10.1111/ggi.12748
https://doi.org/10.1016/S0277-9536(00)00273-2
https://doi.org/10.2105/AJPH.2016.303120
https://doi.org/10.2105/AJPH.87.3.378
https://doi.org/10.1093/wber/lhm021
https://doi.org/10.1371/journal.pone.0179987
https://doi.org/10.1371/journal.pone.0179987
https://doi.org/10.1371/journal.pone.0179987
https://doi.org/10.1016/S0140-6736(08)61594-9
https://doi.org/10.1016/S0140-6736(08)61594-9
https://doi.org/10.1016/S0140-6736(15)00947-2
https://doi.org/10.1016/S0140-6736(15)00947-2


Page 11 of 11Ahmed et al. Population Health Metrics            (2024) 22:7 	

	19.	 Jdanov D, Jasilionis D, Shkolnikov V, Barbieri M (2021) Human mortality 
database. In: Encycl. Gerontol. Popul. Aging. https://​www.​morta​lity.​org/. 
Accessed 19 Jul 2022

	20.	 Liu J, Chen G, Chi I, et al. Regional variations in and correlates of disability-
free life expectancy among older adults in China. BMC Public Health. 
2010;10(1):1–8. https://​doi.​org/​10.​1186/​1471-​2458-​10-​446.

	21.	 Madans JH, Loeb ME, Altman BM. Measuring disability and monitoring 
the un convention on the rights of persons with disabilities: the work 
of the Washington group on disability statistics. BMC Public Health. 
2011;11(4):1–8.

	22.	 Mitra S, Posarac A, Vick B. Disability and poverty in developing countries: 
a multidimensional study. World Dev. 2013;41:1–18. https://​doi.​org/​10.​
1016/j.​world​dev.​2012.​05.​024.

	23.	 Mitra S, Sambamoorthi U. Disability prevalence among adults: Estimates 
for 54 countries and progress toward a global estimate. Disabil Rehabil. 
2014;36:940–7. https://​doi.​org/​10.​3109/​09638​288.​2013.​825333.

	24.	 Pongiglione B, De Stavola BL, Ploubidis GB. A systematic literature review 
of studies analyzing inequalities in health expectancy among the older 
population. PLoS ONE. 2015;10(6): e0130747.

	25.	 Preston SH, Heuveline P, Guillot M. Demography: measuring and 
modeling population processes. Oxford: Blackwell Publishers; 2001.

	26.	 Rahman M, Guntupalli AM, Byles JE. Socio-demographic differences of 
disability prevalence among the population aged 60 years and over in 
Bangladesh. Asian Popul Stud. 2018;14:77–95. https://​doi.​org/​10.​1080/​
17441​730.​2017.​13960​38.

	27.	 Reyes-Beaman S, Jagger C, Garcia-Peña C, et al. Active life expectancy of 
older people in Mexico. Disabil Rehabil. 2009;27:213–9. https://​doi.​org/​10.​
1080/​09638​28040​00064​24.

	28.	 Robine JM, Romieu I, Cambois E. Health expectancy indicators. Bull World 
Health Organ. 1999;77:181–5.

	29.	 Saito Y, Robine JM, Crimmins EM. The methods and materials of health 
expectancy. Stat J IAOS. 2014;30:209–23. https://​doi.​org/​10.​3233/​
SJI-​140840.

	30.	 Santosa A, Schröders J, Vaezghasemi M, Ng N. Inequality in disability-free 
life expectancies among older men and women in six countries with 
developing economies. J Epidemiol Community Health. 2016;70:855–61. 
https://​doi.​org/​10.​1136/​jech-​2015-​206640.

	31.	 Sauvaget C, Jagger C, Arthur AJ. Active and cognitive impairment-free life 
expectancies: results from the Melton Mowbray 75+ health checks. Age 
Ageing. 2001;30:509–15. https://​doi.​org/​10.​1093/​ageing/​30.6.​509.

	32.	 Sullivan DF. A single index of mortality and morbidity. HSMHA Health 
Rep. 1971;86:347–54. https://​doi.​org/​10.​2307/​45941​69.

	33.	 Tahsina T, Iqbal A, Rahman AE, et al. Birth and death notifications for 
improving civil registration and vital statistics in Bangladesh: pilot 
exploratory study. JMIR Public Heal Surveill. 2022;8: e25735. https://​doi.​
org/​10.​2196/​25735.

	34.	 Tareque MI, Begum S, Saito Y. Gender differences in disability-free life 
expectancy at old ages in Bangladesh. J Aging Health. 2013;25:1299–312. 
https://​doi.​org/​10.​1177/​08982​64313​501388.

	35.	 Tareque MI, Begum S, Saito Y. Inequality in disability in Bangladesh. PLoS 
ONE. 2014;9(7): e0103681. https://​doi.​org/​10.​1371/​journ​al.​pone.​01036​81.

	36.	 Véron J. Review of demography, measuring and modeling population 
processes. In: S. H. Preston, P. Heuveline, & M. Guillot. Popul French editor 
2002;57:591–592. https://​doi.​org/​10.​2307/​15350​65.

	37.	 Wandera SO, Ntozi J, Kwagala B. Prevalence and correlates of disability 
among older Ugandans: evidence from the Uganda national household 
survey. Glob Health Action. 2014;7(1): p25686. https://​doi.​org/​10.​3402/​
gha.​v7.​25686.

	38.	 Woods R. Urban-rural mortality differentials: an unresolved debate. 
Popul Dev Rev. 2003;29:29–46. https://​doi.​org/​10.​1111/j.​1728-​4457.​2003.​
00029.x.

	39.	 Yong V, Saito Y. Trends in healthy life expectancy in Japan: 1986–2004. 
Demogr Res. 2009;20:467–94. https://​doi.​org/​10.​4054/​DemRes.​2009.​20.​
19.

	40.	 Yong V, Saito Y, Chan A. Changes in the prevalence of mobility limitations 
and mobile life expectancy of older adults in Singapore, 1995–2005. 
J Aging Health. 2009;22:120–40. https://​doi.​org/​10.​1177/​08982​64309​
351932.

	41.	 Yong V, Saito Y, Chan A. Gender differences in health and health 
expectancies of older adults in Singapore: an examination of diseases, 

impairments, and functional disabilities. J Cross Cult Gerontol. 
2011;26:189–203. https://​doi.​org/​10.​1007/​s10823-​011-​9143-0.

	42.	 Zunzunegui MV, Alvarado BE, Béland F, Vissandjee B. Explaining 
health differences between men and women in later life: a cross-
city comparison in Latin America and the Caribbean. Soc Sci Med. 
2009;68:235–42. https://​doi.​org/​10.​1016/j.​socsc​imed.​2008.​10.​031.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

https://www.mortality.org/
https://doi.org/10.1186/1471-2458-10-446
https://doi.org/10.1016/j.worlddev.2012.05.024
https://doi.org/10.1016/j.worlddev.2012.05.024
https://doi.org/10.3109/09638288.2013.825333
https://doi.org/10.1080/17441730.2017.1396038
https://doi.org/10.1080/17441730.2017.1396038
https://doi.org/10.1080/09638280400006424
https://doi.org/10.1080/09638280400006424
https://doi.org/10.3233/SJI-140840
https://doi.org/10.3233/SJI-140840
https://doi.org/10.1136/jech-2015-206640
https://doi.org/10.1093/ageing/30.6.509
https://doi.org/10.2307/4594169
https://doi.org/10.2196/25735
https://doi.org/10.2196/25735
https://doi.org/10.1177/0898264313501388
https://doi.org/10.1371/journal.pone.0103681
https://doi.org/10.2307/1535065
https://doi.org/10.3402/gha.v7.25686
https://doi.org/10.3402/gha.v7.25686
https://doi.org/10.1111/j.1728-4457.2003.00029.x
https://doi.org/10.1111/j.1728-4457.2003.00029.x
https://doi.org/10.4054/DemRes.2009.20.19
https://doi.org/10.4054/DemRes.2009.20.19
https://doi.org/10.1177/0898264309351932
https://doi.org/10.1177/0898264309351932
https://doi.org/10.1007/s10823-011-9143-0
https://doi.org/10.1016/j.socscimed.2008.10.031

	Age and sex-specific disability-free life expectancy in urban and rural settings of Bangladesh
	Abstract 
	Background 
	Objectives 
	Methods 
	Results 
	Conclusion 

	Introduction
	Materials and methods
	Data collection
	Estimation disability prevalence
	Sampling weights of HIES 2016
	Estimating DFLE

	Results
	Discussion
	Limitations
	Conclusion
	Acknowledgements
	References


